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haf-ne 

JustoHE  built-in  advantags 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valiunn®(diazepam/Roche]  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping, 

*Sellers  EM:  Drvg  Metab  Rev  5(1]:5-11, 1978 


m the  management  of 
agmptoms  of  anxietg 


2-mg,  5-mg,  10-mg  scored  tablets 


EffEctivE  ttiErapg  through 

EffidEntpharmacodgnamics 


Before  prescribing,  please  see  summary  of  product  information  on  next 


ysUiunl 

dBZEpam/RachE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows; 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  ad|unctively  m skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
m long-term  use,  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  Vi/hen  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use.  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions;  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insorrinia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia. jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Remember 

zviopRuiir 

the  original  (allopurinol) 

100  and  300  mg 
Scored  Tablets 


The  name 
Zyloprim 
is  now 
imprinted  on 
each  tablet. 
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If  you’ll  disabled) 
what  happens  to  your 
earning  power? 

Think  how  an  unexpected  accident  or  sickness 

could  halt  your  income  at  any  moment 

and  you’ll  realize  how  important  Disability  Income 
Insurance  can  be.  Now  ....  by  applying  for  this 
policy,  you  can  assure  yourself  of  steady,  con- 
tinuing income ....  benefits  that  go  to  work  for 
you  when  you’re  disabled. 

As  a member  of  the  Rhode  Island  Medical  Society, 
you’ll  get  this  coverage  at  a cost  less  than  an 
individual  policy. 

For  specific  information  on  costs  and  coverage, 
write  or  phone  the  administrators. 


This  policy  is 
Endorsed 
by: 

RHODE  ISLAND 
MEDICAL  SOCIETY 


Administered  by: 

^ lb -^LESTER L.  BURDICK,  INC. 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 

ATTENTION:  W.  J.  Harrington 
(401)  739-1639 
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more  information  on  TOP,  call 
Don  Marcum  at  (401) 
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250-mg  Pulvules® 


Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 
sizes 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Pediatric  Drops 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


In  Hypertension*..When^u  Need  to  Conserve  K" 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


H 


J ^ GUA' 


ss®r' 


tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


should  be  checked  periodically  (see  Warnings) 


Serum  K+  and  BUN 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  foliows: 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  viiarrant. 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  uniess  hypokalemia  develops 
ordietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities. 
. It  is  more  likely  in  the  severely  ill.  with  urine  volume 
^ less  than  one  liter/day,  the  elderly  and  diabetics  with 
■;  suspected  or  confirmed  renal  insufficiency  Period- 
ically, serum  K+  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K-t-  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  chil- 
dren IS  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids)  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K-i-  frequently:  both  can  cause  K-i- 
retention  and  elevated  serum  K-t-  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored) Observe  regularly  for  possible  blood 
dyscrasias,  liver  darnage,  other  idiosyncratic  re- 
actions. Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypo- 
kalemia, altnough  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined.  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis. xanthopsia  and.  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components. 

Supplied:  Bottles  of  1000  capsules:  Single  Unit 
Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles 
of  100. 

©SK&F  Co.,  1980 

SIf&F  CO. 

a SmithKIine  company 

Carolina,  P R.  00630 


You  can  expect 
rapid  relief  of  a 
broad  range  of 
symptoms 


With  Limbifrol,  patients  often 
improve  within  o week.  Not  only 
is  insomnia  relieved,  but  you  will 
often  see  early  relief  of  agitation, 
psychic  and  somatic  anxiety, 
anorexia  and  feelings  of  guilt 
or  worthlessness.  This  early 
response  encourages  patients 
to  stay  in  therapy. 


You  can  minimize 

phenothiazine 

drawbacks 


nents  alone  is  rare.  (For  a 
complete  list  of  side  effects 
reported  with  Limbitrol,  please 
consult  full  disclosure.) 


When  you  choose  Limbitrol  over 
a phenothiazine-containing 
product,  you  minimize  thejisk 
of  tardive  dyskinesia  — now 
associated  even  with  low  dose, 
short-term  phenothiazine 
therapy. ’'2  You  also  reduce  the 
possibility  of  other  extrapyra- 
midal  side  effects,  which  occur 
in  approximately  30%  of  patients 
receiving  phenothiazines.^-^ln 
contrast,  the  reported  incidence 
of  these  disturbing  reactions  with 
Limbitrol  or  either  of  its  compo- 
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DiPalma  JR.  New  York,  McGraw-Hill  Book 
Company,  1971,  p.476.  4.  Sovner  R,  DiMasci 
Extropyromidal  syndromes  and  other  neurolog 
side  effects  of  psychofropic  drugs,  in  Psycho- ; 
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1976 


^FETY/BENEFIT  RATIO 


What 

better  reason 
to  choose 
Limbitrol 
for  your 
patients  with 


moderate  depression  and  anxiety? 


Tablets  5-12.5  each  containing  5 mg  chlardiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Efficacy  without  a phenothiazine 

Please  see  summary  of  product  information  on  following  poge. 


LIMBITROL"  TABLETS  Tranquilizer— Antidepressant 

B6fore  prsscribinQ,  please  consult  complete  product  informotion,  o summary  of  which  follows: 
Indicafions:  Relief  of  moderafe  fo  severe  depression  ossocioted  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concom- 
itant use,  then  initiate  cautiously,  gradually  increasing  dosage  until  optimol  response  is  achieved 
Contraindicated  during  acute  recovery  phase  totlowing  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and 
anticholinergic-type  drugs  Closely  supervise  cardiovascular  potients  (Arrhythmias,  sinus 
tachycardia  and  prolongation  of  conduction  time  reported  with  use  of  tricyclic  antidepressants, 
especially  high  doses  Myocardial  infarction  and  stroke  repoded  with  use  of  this  class  of  drugs  ) 
Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete  mental  alertness  (e_g  , operating 
machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  olmost 
always  be  avoided  because  of  increased  risk  ot  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  theropy  it  they  intend  to  or  do  become  pregnont. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely, 
use  caution  in  administering  Limbilrol  to  addiction  prone  individuals  or  those  who  might 
increase  dosage  withdrawal  symptoms  following  discontinuation  of  either  component  alone 
have  been  reported  (nausea,  headache  and  malaise  for  amitriptyline,  symptoms  I including 
convulsionsi  similar  to  those  of  borbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of 
the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients  Periodic  liver  function  tests  and  blood  counts  are  recommended  during 
prolonged  treatment  Amitriptyline  component  may  block  action  of  guanethidine  or  similar 
antihypertensives  Concomitant  use  with  other  psychotropic  drugs  has  not  been  evaluated 
sedative  effects 
may  be  additive 


How  to  initiate  and 
maintain  therapy 


Select  dosage  strength  appropriate  for  each  patient 

□ Limbitrol  5-12  5 is  recommended  to  minimize  drows- 
iness and  for  elderly  patients 

□ Limbitrol  10-25  may  be  indicated  tor  patients  who 
tolerate  medication  without  undue  side  effects 


Specify  daily  dosage  based  on  symptom  severity 

□ An  initial  dosage  of  three  tablets  is  recommended 

□ Dosage  may  be  increased  to  six  tablets  or  decreased 
to  two  tablets  daily  as  necessary 

□ Once  a satisfactory  response  is  obtained,  patients 
should  be  continued  on  the  smallest  dose  required  to 
maintain  the  desired  effect 


Utilize  dosage  options  to  best  occommodate  indi- 
vidual patient  needs 

□ T.LD,  orQ.I.D.,  familiar  regimens  most  suited  for 
patients  who  tolerate  medication  without  undue  drowsi- 
ness 

n Two  tablets  one  hour  before  bedtime  and  one  tablet 
midday  may  minimize  daytime  drowsiness  and  help 
relieve  a common  target  symptom  - insomnia 

□ Entire  dosage  to  take  maximum  advantage  of 
the  sedative  effect 


Discontinue  sev- 
eral days  before 
surgery  Limit 
concomitant 
administration 
of  ECT  to  essen- 
tial treatment  See 
Warnings  for  pre- 
cautions about 


'nbur  guide  to  patient  management... 
when  you  decide  medication  is  needed 


pregnancy 

Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended  in  children  under  12 
In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
contusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  ossocioted  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia, 


jaundice  and  hepatic  dysfunction  hove  been  observed  rarely 
Th ■ 


The  following  list  includes  adverse  reactions  not  repoded  with  Limbitrol  but  requiring  considera- 
tion because  they  have  been  repoded  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular:  Hypotension,  hypedension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  head  block,  stroke 

Psychiatric:  Euphoria,  apprehension  poor  concentration,  delusions,  hallucinations, 
hypomania  and  Increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities, 
extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  ot  accommodation,  paralytic  ileus,  urinary  retention,  dilatation 
of  urinary  tract 

Allergic:  Skin  rash,  udicaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea,  block  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering  ot  blood  sugar  levels 
Other:  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis, 
joundice,  alopecio,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose  Treatment 
IS  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmine  salicylate  has 
been  reported  to  reverse  the  symptoms  ot  amitriptyline  poisoning  See  complete  product 
information  for  manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  ot  daily  dose  may  be 
taken  at  bedtime  Single  h_s  dose  may  suffice  for  some  patients  Lower  dosages  are 
recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  increased  up  to  six 
tablets  or  decreosed  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each  contoining  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each  containing  5 mg 
chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  ~ bottles  ot  100  and 
500,  Tel-E-Dose"'  packages  ot  100,  ovailoble  in  trays  of  4 reverse-numbered  boxes  of  25,  and 
in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


How  to  moke  each  patient  an 
Informed  patient 


1 Discuss  with  patients  the  probability  that  they  will 
experience  drowsiness,  especially  during  the  tirst  week, 

2 Reassure  your  patients  that  drowsiness  is  one  indica- 
tion that  the  medication  is  working  and  that  it  may  help 
alleviate  their  insomnia. 

3 Encourage  patients  to  report  it  drowsiness  becomes 
troublesome  so  that,  it  necessary,  dosage  schedule  can 
be  adjusted 

4,  Caution  patients  about  the  combined  effects  with 
alcohol  or  other  CNS  depressants  Let  them  know  that 
the  additive  effects  may  produce  a harmful  level  ot  seda- 
tion and  CNS  depression. 

5 Caution  patients  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery  or  driv- 
ing a car 

6 Warn  pregnant  patients  and  patients  of  childbearing 
age  that  the  safety  of  Limbitrol  in  pregnancy  has  not  yet 
been  established 

Please  see  complete  product  disclosure  lor  other  pertinent  information. 


Limbitrol  should  not  be  used  under  the 
following  circumstances; 

1 Elypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants. 

2,  Concomitantly  with  an  MAO 
inhibitor.  To  replace  an  MAO  In- 
hibitor with  Limbitrol,  discontinue 
MAO  inhibitor  for  a minimum  ot  14 
days  before  cautiously  initiating 
Limbitrol  therapy, 

3 During  the  acute  recovery 
phase  following  myocardial 
infarction. 


ROCHE 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


In  moderate  depression  and  anxiety 


Limbitnol 


(5 


Relief  without  a phenothiazine 


={hode  Island  Medical  Society 


January  1981 


Newsletter 


Peter  L.  Mathieu,  Jr.,  MD,  Editor 
Karen  Challberg,  Associate  Editor 


A Specious  View 


Charles  E.  Millard,  MD* * 

Regulation  strategies  surrounding  CT  scanners  include 
certificate  of  need,  appropriateness  review,  and  HCFA 
development  of  special  Medicare  payment  limits  for 
“new  technology  items”.  Moreover,  newly  proposed 
changes  in  the  certificate  of  need  program  include 
regulations  which  would  distinguish  between  CT 
mobile  and  CT  fixed  units,  and  which  would  allow  major 
medical  equipment  in  private  physicians’  offices  to  be 
used  for  hospital  inpatients  only  on  an  “occasional  and 
irregular”  basis. 

Advocates  of  this  regulation  cite  isolated  instances 
of  the  misuse  of  the  scan  and  claim  that  the  costs  of 
the  CT  scanner  exceed  its  benefits.  This  is  a specious 
view. 

A recent  comparison  of  the  cost  of  one  angiograph 
with  one  CT  scan  finds  the  angiograph  to  be  an  average 
of  12.5  times  as  costly  as  the  scan.  Another  study  of  CT 
scanning  as  a guide  to  radiation  therapy  demonstrates 
that  the  proportional  benefit  of  CT  in  improving  the 
outcome  of  radiation  therapy  is  11.5  per  cent  and  the 
proportional  cost  of  CT  in  relation  to  the  cost  of  the 
therapy  is  2.1  per  cent.  This  benefit  exceeds  the  cost  by 
a ratio  of  5.5.  Furthermore,  when  initial  therapy  fails,  a 
$250  CT  scan  averts  additional  treatment  costs,  by  the 
most  conservative  estimates,  of  $1,140,  for  a benefit 
ratio  of  a factor  of  1,140/250  = 4.6.  Indeed,  at  a recent 
American  College  of  Radiology  seminar,  evidence  was 
presented  from  1978  showing  that  CT  represented  only 
5 - 8 per  cent  of  diagnostic  radiology  costs  and  between 
0.2  and  0.3  per  cent  of  total  health  care  costs  in  the 
United  States. 

Almost  daily  the  value  of  CT  scanning  becomes  more 
widely  recognized  by  physicians,  by  the  lay  public  and 
by  health  planners: 

• A new  capability  of  CT  scanning  receiving 
attention  now  in  relation  to  radiation  therapy  is  its 
ability,  in  addition  to  delination  of  tumor  and  normal 
tissues,  to  provide  an  accurate  measurement  of  tissue 
absorption  coefficients,  which  has  the  potential  of  im- 
proving the  accuracy  of  dose  calculations. 

• Treatment  of  specific  disease  sites  for  cancer, 
such  as  prostate,  bladder,  gastrointestinal  system,  and 
breast,  is  beginning  to  manifest  major  impact  of  CT 
scanning. 

• The  single  most  sensitive  screening  test  for 
neurological  problems  including  entities  such  as  head- 
aches, seizures,  transient  ischemic  accidents  (TIAs), 
and  vertigo,  especially  in  patients  over  40  years  of  age, 
is  outpatient  CT  scanning. 


RIMS  • Membership  Count  • RIMS 

(as  of  November  30, 1980) 


Total  RIMS  members 1384 

Total  AMA  members  830 

New  RIMS  members 2 


Jo-Ann  D.  MacMillan,  MD 
Jose  D.  Mapalad,  MD 


Obfuscation  by  Planning? 

SHCC  Plan  Says  . . . 

“By  1985  identified  excessive  short-stay  nonfederal  hospital 
beds  in  Rhode  Island  should  be  reduced  through  a voluntary 
collaborative  effort  ....  Analyses  indicate  that  a surplus  of 
beds  exists  in  Rhode  Island  in  1980.”  (The  tentative  plan 
recommended  a reduction  of  collective  short-stay  hospital 
capacity  in  Rhode  Island  by  855  beds  before  1983.)  (Rhode 
Island  Health  Plan  — 1980,  8-124) 

A Fact  in  the  Matter  Is  . . . 

"For  the  past  several  months,  the  patient  census  at  Rhode 
Island  Hospital  has  often  been  sufficiently  high  to  force  the 
hospital  to  divert  ambulances  carrying  acutely  ill  patients  to 
other  institutions.  The  shortage  of  critical  care  beds  is  such 
that  elective  surgical  operations  are  delayed  many  weeks  and 
often  repeatedly  postponed.”  {Providence  Journal,  letter) 


• The  CT  scan  is  becoming  the  primary  diagnostic 
tool  in  the  retro-peritoneal  area,  which  contains  the 
adrenal  glands,  aorta,  inferior  vena  cava,  kidneys,  and 
pancreas,  which  had,  until  now,  been  a relatively  blind 
area. 

• There  is  an  increasing  call  for  CTs  in  municipal 
hospitals  to  assist  diagnosis  of  life-threatening 
conditions  often  seen  in  such  institutions,  such  as 
subdural  hematoma,  brain  abscess,  and  head  trauma. 

The  CT  scan  is  a marvelous  technique  that  is  deliver- 
ing what  it  promised  — to  diagnose  accurately,  pre- 
cisely, and  noninvasively  without  hospitalization. 
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Rhode  Island 
Auxiliary  News 

Nancy  Dobbins  Alonso,  Past  President 
Providence  Medical  Association  Auxiliary 

Some  very  exciting  things  are  happening  to  the 
Auxiliary.  At  the  second  meeting  of  the  Rhode  Island 
Medical  Society  Auxiliary  Committee  a motion  was 
made,  seconded  and  voted  that  a recommendation  be 
made  to  the  President  of  the  Rhode  Island  Medical 
Society  that  presidents  of  district  auxiliaries  become 
members  of  the  Council  of  the  Rhode  Island  Medical 
Society.  This  was  presented  to  the  Council  on 
December  1,  1980,  and  after  much  heated  debate,  was 
approved  with  an  amendment  that  this  be  put  into 
effect  for  a time  period  of  one  year. 

National  AMA  Auxiliary  has  been  asking  medical 
society  leaders  to  realize  our  potential  and  to  make  us 
partners  in  their  work.  In  addition  to  many  personal 
qualities,  physicians’  spouses  possess  a very  unique 
and  valuable  position  in  their  communities.  We  must 
make  ourselves  more  visible  to  the  community.  Much 
of  the  population  has  never  heard  of  our  organization. 

Because  we  do  not  have  a state  Auxiliary  we  must 
help  each  other  strengthen  our  counties.  I am 
personally  making  a commitment  to  start  re-organizing 
the  Pawtucket  Medical  Society  Auxiliary. 

MEMBERSHIP  in  the  Auxiliary  creates  a belief  in  our 
spouses’  work  and  activities.  Numerical  strength  is  a 
plus  for  any  organization.  MEMBERSHIP  is  the  name  of 
the  game.  We  have  many  ongoing  projects  throughout 
the  state  such  as  blood  pressure  screenings,  cancer 
education  and  detection,  legislation,  and  others. 

Let’s  make  the  National  Auxiliary  aware  of  the 
“greatest  little  state  in  the  Union”  by  raising  the 
membership  substantially.  We  can  and  we  will  be  the 
best  if  the  doctors  encourage  their  spouses  to  join  the 
Auxiliary  and  if  each  Auxiliary  member  sets  a goal  to 
recruit  three  new  members! 

PURPOSE,  COURAGE,  OPTIMISM — those  are  the 
qualities  that  will  enable  us  to  change  with  the  chang- 
ing world.  _ 


National  Volunteer 
Blood  Donor  Month 

January  is  National  Volunteer  Blood  Donor  Month  to 
honor  the  millions  of  Americans  who  donate  this  life- 
giving  resource.  This  is  also  the  month  for  blood 
centers  throughout  the  nation  to  invite  and  encourage 
participation  of  other  eligible  donors. 

Dr.  Ronald  A.  Yankee,  Medical  Director,  Rhode  Island 
Blood  Center,  asks  physicians’  help  in  encouraging  pa- 
tients and  families  to  donate  regularly,  so  that  Rhode 
Island  will  have  the  supply  which  it  needs. 


President’s  Mailbox 

The  following  reply  was  received  in  response  to  the 
letter  of  inquiry  to  Dr.  Joseph  E.  Cannon,*  Director, 
Rhode  Island  Department  of  Health,  published  in  the 
Newsletter,  December,  1980. 

Dear  Dr.  Mathieu: 

In  response  to  your  letter  of  23  October  1980  relative  to  the 
existing  state  of  cardiac  surgery  services  in  Rhode  Island,  the  Rhode 
Island  Department  of  Health  shares  the  concern  of  the  Rhode  Island 
Medical  Society  that  the  current  situation  be  resolved  expeditiously.  My 
specific  responses  to  your  questions  follo\«: 

1)  The  Miriam  Hospital  program  in  open  heart  surgery  does  not 
have  a certificate  of  need,  the  program  having  been  initiated  prior  to  the 
passage  of  certificate  of  need  legislation.  There  also  exists  no  state 
statutory  authority  for  review  of  terminations  of  health  services. 
Accordingly,  both  the  decision  to  provide  and  the  decision  to  terminate 
open  heart  services  at  The  Miriam  Hospital  were  exclusively  decisions 
of  the  hospital's  Board  of  Trustees. 

2)  At  the  current  time,  Rhode  Island  Hospital  is  the  sole  Rhode 
Island  hospital  providing  open  heart  services.  Should  The  Miriam 
Hospital  reinstitute  its  program  within  one  year  of  the  date  of  its 
termination,  there  would  be  no  regulatory  involvement  necessary  under 
the  certificate  of  need  program.  However,  should  another  hospital  wish 
to  initiate  an  open  heart  program  in  the  state  of  Rhode  Island  or  should 
The  Miriam  Hospital  decide  to  reinstate  its  program  more  than  one  year 
after  the  termination  date,  a certificate  of  need  would  have  to  be 
obtained.  Assuming  that  the  annual  operating  costs  for  such  a program 
would  exceed  the  thresholds  outlined  in  section  2.20  (d)  (1)  of  the  Rules 
and  Regulations  for  Determination  of  Need  for  New  Health  Care 
Equipment  and  New  Institutional  Health  Services,  a hospital  requesting 
to  initiate  such  a program  would  be  subject  to  section  8.0  of  the 
aforementioned  regulations  and  would  be  required  to  submit  a copy  of 
CON  form  CON  V,  with  supporting  materials,  in  March  1981,  to  both  the 
Rhode  Island  Department  of  Health  and  to  the  Health  Planning  Council, 
Inc.  for  concurrent  certificate  of  need  review  and  hospital  medically- 
related  program  review  in  conjunction  with  the  reimbursement  contract 
in  effect  between  Rhode  Island  Blue  Cross,  the  state  of  Rhode  Island, 
and  the  hospitals.  A final  decision  would  be  rendered  by  31  May  1981. 

3)  In  response  to  your  third  question,  I should  point  out  that  it 
is  as  appropriate  for  me  as  a physician  to  offer  a legal  opinion  as  it 
would  be  for  a lawyer  to  offer  a medical  opinion.  It  must  be  recognized 
that  the  issue  to  which  you  refer  is  one  which  is  currently  the  subject  of 
litigation  and,  as  a result,  resolution  of  the  question  will  be  achieved  in 
that  forum.  I must  reiterate  that,  after  careful  deliberation,  the  Board  of 
Trustees  of  The  Miriam  Hospital  has  determined  that  termination  of  the 
services  was  warranted.  It  had  the  exclusive  jurisdiction  and  responsi- 
bility to  so  act;  the  Department  of  Health  has  no  authority  or  desire  to 
interfere  with  this  decision  of  The  Miriam  Hospital  Board  of  Trustees. 

We  believe  that  hospital  Boards  of  Trustees  must  exercise  the 
ultimate  responsibility  for  the  access,  quality  and  cost  of  health 
services  within  their  individual  institutions.  We  believe  the  hospitals  in 
Rhode  Island  must  plan  cooperatively  to  insure  that  all  Rhode  Islanders 
have  access  to  high  quality  health  services  at  a reasonable  cost.  We 
appreciate  that  the  implementation  of  these  two  principles  is  always 
fraught  with  conflicting  points  of  view.  Nevertheless,  we  believe  that 
commitment  to  these  principles  is  essential.  Your  concern  and  interest 
is  understood  and  appreciated.  _ 


Auxiliary  Plans 
New  Year’s  Party 

With  wishes  for  a Prosperous  New  Year,  the  Board  of 
the  Kent  County  Medical  Society  Auxiliary  is  holding  a 
mini-luncheon  at  the  home  of  Mrs.  Lillian  Racioppi,  1 
Bay  Vista  Place,  Warwick,  Rhode  Island  on  Tuesday, 
January  22,  1981  at  1 1:30  am.  All  auxiliary  members  are 
invited  to  join  in  this  informal  winter  get-together. 
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Interview  of  the  Month: 

Henry  B.  Freye,  MD* 

“Health  care  institutions  within  each  health  services 
region  should  encourage  pediatricians  to  enter  practice 
only  in  the  presence  of  clear  need  for  additional  health 
care  for  the  0-14  population  of  the  region.”  (Rhode 
Island  State  Health  Plan — 1980,  8-164).  This  is  one  of 
the  “Pediatrician  Requirement”  recommendations  of 
the  Rhode  Island  plan.  As  such  it  will  be  one  stepping 
off  point  for  the  12-member  Task  Force  which  has  now 
embarked  upon  a one-year  effort  to  develop  a special 
Health  Plan  for  Rhode  Island’s  Children  and  Youth. 

According  to  Dr.  Henry  B.  Freye,  Chairman  of  the 
Rhode  Island  Chapter,  American  Academy  of 
Pediatrics,  and  organizer  of  the  Task  Force,  the  Health 
Plan  for  Rhode  Island’s  Children  and  Youth  may  take 
exception  to  some  findings  and  recommendations  of 
the  state  plan.  “There  is  a void  in  the  SHCC  plan”,  says 
Freye,  “which  begins  with  a definition  of  pediatrics  as 
concerned  with  the  0-14  age  group.  Most  pediatricians 
in  Rhode  Island  work  with  the  0-21  year  old  group. 
Although  some  for  one  reason  or  another  see  patients 
up  to  only  14  or  16  years  of  age,  this  is  unusual.” 
Further,  there  are  many  aspects  of  child  care,  child 
safety,  and  child  development  that  are  never  even 
mentioned  in  the  state  plan. 

The  Task  Force  for  health  planning  for  pediatrics 
includes  representatives  from  various  youth-concerned 
agencies  and  professions.  Nurses,  visiting  nurses, 
industrialists,  physicians,  and  others  are  included,  with 
support  for  the  group  being  provided  by  Rhode  Island 
Health  Services  Research,  Inc.  (SEARCH)  under  a 
contract  from  the  Rhode  Island  Department  of  Health. 


All  children  should  live  in  a safe  environment. 

All  children  with  chronic  handicaps  should  be  able  to  function 
at  their  optimal  level. 

All  children  should  live  in  a family  setting  with  an  adequate 
income  to  provide  basic  needs  to  insure  physical,  mental  and 
intellectual  health. 

All  children  should  live  in  an  environment  that  is  as  free  as 
possible  from  contaminants. 

All  adolescents  and  young  people  should  live  in  a societal 
setting  that  recognizes  their  special  health,  personal  and 
social  needs. 


In  addition  to  conducting  private  practices  in  two 
locations,  — Westerly,  Rhode  Island,  and  Mystic, 
Connecticut  — Dr.  Freye  serves  as  staff  pediatric 
allergist,  and  Director  of  the  Allergy  Training  Program 
at  Rhode  Island  Island  Hospital.  Also,  he  holds 
numerous  professional  appointments  in  pediatrics, 
allergy,  and  other  medical  organizations.  He  is  a past 
president  of  the  Rhode  Island  Society  of  Allergy  and  of 
the  Washington  County  Medical  Society,  and  has 
served  the  Rhode  Island  Medical  Society  in  many  ways 
including  active  membership  on  the  RIMS  Public  Laws 
Committee. 


(From  An  Agenda  for  America’s  Children,  1980  Golden 
Anniversary  Program  of  the  American  Academy  of  Pedi- 
atrics.) ■ 


PMA  Enjoys  Gourmet 
Dinner 

Howard  E.  Lawton 


The  importance  of  the  relationship  between  specialty 
medical  organizations  and  the  state  society,  Freye 
says,  has  long  been  realized  by  Rhode  Island’s  pediatri- 
cians. To  get  solid  results  for  children  and  all  patients 
we  must  speak  up  together  to  be  heard. 

For  children,  some  of  the  results  Dr.  Freye  is  working 
for  by  planning,  education,  and  in  his  own  patient 
contacts,  are  summarized  iDy  the  following  National 
Child  Health  Goals: 

All  children  should  be  wanted  and  born  to  healthy  mothers. 

All  children  should  be  born  well. 

All  children  should  be  immunized  against  the  preventable  in- 
fectious diseases  for  which  there  are  recommended  immuniza- 
tion procedures. 

All  children  should  have  good  nutrition. 

All  children  should  be  educated  about  health  and  health  care 
systems. 


The  members  of  the  Providence  Medical  Association 
enjoyed  a sumptuous  gourmet  dinner  prepared  by  the 
chefs  at  Roger  Williams  General  Hospital  at  their  Fall 
meeting  on  November  12,  1980.  Dr.  Herbert  Rakatansky 
was  Chairman  of  the  arrangements  and  received  a large 
round  of  applause  for  providing  such  a wonderful 
dinner.  Dr.  Daniel  Moore,  Jr.,*  President,  presided  over 
the  program  in  which  Dr.  Robert  H.  Rosen  spoke  on  the 
American  Medical  Political  Action  Committee  (AMPAC) 
and  the  Rhode  Island  Medical  Political  Action  Com- 
mittee (RIMPAC),  explaining  the  work  they  do  both 
nationally  and  locally.  He  urged  all  present  to  support 
these  committees  in  their  efforts  in  behalf  of  the  phy- 
sicians. 

Dr.  Moore  then  introduced  Mr.  George  Peterson  and 
Mr.  Joseph  Raso  of  Blue  Cross/Blue  Shield,  who  spoke 
on  “Medicare  Utilization  Review  and  You”,  a topic 
which  stimulated  lively  discussion.  ■ 
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Snapshot  Briefs . . . 


Left: 


Attendees  number  120  at  Rhode  Island  Medical 
Society  sponsored  CME  program  “Anxiety:  A 
Clinical  View”  on  November  19, 1980. 
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Right: 

Luncheon  in  the  Dickerman  Room  preceding  in- 
terim meeting  program  “Town  and  Gown:  The 
Role  of  the  Physician  in  the  Health  Care  System 
in  the  1980s”  on  December  3, 1980. 


Left: 

Buffet  supper  in  the  Dickerman  Room  after 
Rhode  isiand  Medical  Society  sponsored  CME 
program  “Anxiety:  A Clinicai  View”  on 
November  19, 1980. 

Right: 

standing  (left  to  right)  Charles  E.  Millard,  MD, 
Paul  B.  Metcalf,  Jr.,  MD,  Libia  Rattigan,  staff, 
Joseph  E.  Caruolo,  MD;  seated  (ieft  to  right)  Mrs. 
Berl  Cunningham,  Kenneth  E.  Liffmann,  MD, 
Peter  L.  Mathieu,  Jr.,  MD,  Erminio  Cardi,  MD, 
after  interviewing  candidate  for  the  position  of 
Executive  Director. 


Financial  Update 

Robert  F.  Hall  and  Robert  E.  Washburn 

In  our  first  “financial  update”,  we  discussed  the  im- 
portance of  the  investment  advisor  working  closely 
with  his  client  to  define  the  individual  investor’s  par- 
ticular investment  objective.  We  indicated  that  we  felt 
it  is  crucial  that  before  we  structure  a portfolio,  a com- 
mon understanding  of  investment  risk  and  investment 
return  is  important. 

Also  in  our  last  commentary,  we  recommended  that 
the  investment  philosophy  for  an  individual  who  does 
not  require  income,  who  is  in  a high  tax  bracket,  and 
whose  most  important  concern  is  inflation,  is  to  invest 
in  stocks  of  companies  we  call  “emerging  growth” 
companies.  These  are  companies  whose  rates  for  the 
last  several  years  have  been  at  least  two  or  three  times 
the  rate  of  the  average  corporation.  In  essence,  the 
suggested  investment  program  for  this  person  is 
principal  growth. 

We  now  discuss  a financial  program  which  we  feel  is 
best  adapted  to  a person  whose  primary  objective  is  to 
generate  as  much  income  as  possible  with  minimal  risk 
of  principal.  The  best  investment  vehicle  to  achieve 
above  average  investment  income,  we  feel  is  through 
bonds.  It  might  be  helpful  here  to  briefly  describe  the 
characteristics  of  bonds. 

A bond  is  evidence  of  debt — as  distinguished  from 


‘The  Providence  Group  — Investment  Advisory  Com- 
pany private  investment  counselling  firm  in  Provi- 
dence — clientele  primarily  individuals  and  charitable 
or  non-taxable  organizations  — specializes  in  invest- 
ment portfolio  management  — investment  advisors  for 
Rhode  Island  Medical  Society. 


stock  which  is  evidence  of  ownership.  If  one  buys  a 
bond,  he  becomes  a creditor  of  the  corporation  or 
government  that  issued  the  bond.  Bonds  contain  a 
promise  to  pay  a stipulated  amount  of  interest  — 
usually  twice  a year— until  the  maturity  of  the  bond.  At 
that  time,  the  issuer  is  obligated  to  pay  the  principal 
amount  to  the  bondholder.  If  the  bond  is  held  to  that  j 
date,  the  investor  will  suffer  no  loss  nor  will  there  be  a | 
gain.  Prior  to  maturity,  however,  there  is  risk.  : 

The  risk  is  that  which  we  term  “interest  rate  risk”,  j 
When  interest  rates  rise,  bond  prices  decline.  When  | 
interest  rates  go  down,  prices  tend  to  go  up.  The  basic  i 
reason  for  this  is  that  if  interest  rates  go  up,  anyone  | 
who  owns  a bond  purchased  some  time  ago  and  wants  ; 
to  sell  it,  must  sell  it  at  a higher  yield  to  the  buyer.  The  ; 
only  way  that  the  yield  to  the  new  owner  can  be  i 
increased  is  by  adecline  in  the  price  of  the  bond.  j 

The  important  point  is  that  while  bonds  are  conserve-  i 
tive  investments,  principal  does  fluctuate.  Investors  : 
should  also  be  aware  that  the  interest  rate  risk  is  a lot 
greater  for  longer  term  bonds  than  shorter  term  bonds. 
Because  investors  don’t  like  interest  rate  risks,  they 
usually  will  accept  a lower  yield  on  the  shorter  term 
issues.  For  example,  today,  an  investor  can  buy  a 90  | 
day  United  States  Treasury  Bill  that  will  yield  about  13  j 
per  cent.  Were  he  to  buy  a 20-year  Bond,  he  would  '■ 
receive  a yield  of  about  15  per  cent. 

When  we  tailor  a portfolio  for  a person  whose  objec-  j 
tive  is  to  maximize  income,  our  strategy  entails  pro-  , 
viding  our  client  with  safety  and  stability.  Our  sug-  j 
gested  investment  strategy  attempts  to  cope  with  i 
rising  inflation.  As  such,  we  provide  proper  diversifica-  I 
tion,  good  quality  issues,  and  especially,  bonds  with 
maturities  of  less  than  five  years.  Our  strategy,  on  an 
ongoing  basis,  would  be  to  implement  changes  in  the  ! 
portfolio  structure  to  either  enhance  or  protect  princi-  j 
pal  or  improve  the  income  flow.  ■ i 
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Rhode  Island  Medical  Society 

SYMPOSIA  ON  CURRENT  RHODE  ISLAND  HEALTH  PROBLEMS 

A Continuing  Series  with  Category  I Credit 

Lewis  Arnow,  MD  and  David  R.  Hallmann,  MD*,  Program  Chairmen 


Statement  of  Purpose 

‘ This  series  is  designed  to  recommend 
I jaction  and  invite  discussion  for  meeting  the 
most  urgent  health  problems  that  face 
Rhode  Island  physicians  in  their  office  and 
hospital  practices.  The  goal  of  the  Rhode 
Island  Medical  Society  is  to  take  a leader- 
iship  role  and  join  with  other  health 
organizations  in  contributing  to  the  im- 
provement of  the  health  of  citizens  of 
[Rhode  Island.  The  CME  effort  is  designed 
specifically  to  address  these  problems. 

I Recognition  and  assessment  of  Rhode 
Island’s  current  health  challenges  will  be 
made  by  our  medical  society  in  conjunction 
with  the  ongoing  statewide  heaith  data  col- 
lection systems  of  Rhode  Island  Depart- 
Iment  of  Health,  RIPSRO,  Inc.  and  SEARCH, 
jinc. 

Each  symposium  will  be  introduced  by  a 
ibrief  presentation  of  the  current  statistical 
idata  that  identify  the  symposium  topic  as  a 
major  health  problem. 

A distinguished  Rhode  Island  clinician 
'with  notable  statewide  experience  and  re- 
sponsibility in  the  specific  area  of  medical 
interest  will  present  his  observation  of  the 
problem  and  also  will  make  specific  recom- 
mendations to  help  alleviate  the  problem. 
When  appropriate,  consultation  and  refer- 
iral  resources  in  our  state  will  be  listed  and 
distributed  with  an  outline  of  the  presenta- 
tion at  each  symposium. 

All  symposia  will  conclude  with  a period 
of  questions,  group  discussion  and  perhaps 
ladditional  recommendations. 

The  symposia  will  be  conducted  each 
|month  at  the  Rhode  Island  Medical 
Society’s  auditorium.  As  a service  to  hospi- 
|tal  medical  staffs  in  Rhode  Island,  each 
[discussant  has  agreed  to  repeat  his  pre- 
Isentation  at  any  Rhode  Island  hospital 
since  health  problems  may  be  of  specific 
concern  in  a particular  geographic  hospital 
cachement  area.  Medical  staffs  and  CME 
.Directors  of  Rhode  Island  hospitals  are  en- 
couraged to  utilize  these  prepared  pre- 
sentations as  part  of  their  hospital  program- 
ming for  the  benefit  of  all  Rhode  Island 
practicing  physicians  and  their  patients. 
Inquiry  should  be  made  to  the  executive 
office  (331-3207). 

The  program  will  be  offered  the  first 
[Wednesday  of  each  month  starting  January 
7,  1981  from  7 to  9 pm  at  the  Rhode  Island 
Medical  Society  auditorium.  The  fee  struc- 
ture for  the  CME  Category  I program  will  be 
ias  follows: 

Active  Members  of  the  Rhode  Island 
• Medical  Society  — no  charge 

! Non  Members  — $75.00  for  the  10  series 
! program  (20  CME  Category  I credits) 

Attendance  at  a single  meeting  will  be 
$10.00  for  non  members. 


Topics 

1.  Wednesday,  January  7, 1981 

The  Physician's  Role  in  Heart  Disease  Prevention 

2.  Wednesday,  February  4, 1981 

Recommendations  for  Better  Use  of  the  Older  and  Newer  Cephalosporins 
and  Aminoglycosides 

3.  Wednesday,  March  4, 1981 

Recognition  and  Management  of  the  Thyroid  Problems  Most  Frequently 
Occurring  in  Medical  and  Surgical  Practice 

4.  Wednesday,  April  1,  1981 

Health  Management  of  the  Aged  by  the  Practitioner 

5.  Wednesday,  May  6, 1981 

Early  Recognition  of  Skin  Manifestations  of  Cancer,  VD,  and  Other 
Systemic  Diseases:  More  Effective  Management 

6.  Wednesday,  June  3, 1981 

The  Child  with  Handicaps:  The  Need  for  Better  Medical  Support  Systems 

7.  Wednesday,  September  2, 1981 

Strategies  for  Improving  Colorectal  Cancer  Treatment  Results 

8.  Wednesday,  October  7, 1981 

Indications  for  Surgical  Treatment  of  Coronary  Artery  Disease 

9.  Wednesday,  November  4, 1981 

The  Control  of  Alcoholism 

10.  Wednesday,  December  2, 1981 

Availability  and  Appropriate  Use  of  Blood  Component  Therapy 


Symposia  Faculty 

Mario  G.  Baldini,  MD 
LeClair  Bissell,  MD 
Roger  L.  Brotman,  MD 
Richard  A.  Carleton,  MD 
Francis  J.  Cummings,  MD 
Eric  Denhoff,  MD 
David  S.  Greer,  MD 
Milton  W.  Hamolsky,  MD 
Edward  A.  lannuccilli,  MD 
Roswell  Johnson,  MD 
Charles  McDonald,  MD 
Georges  Peter,  MD 
Banice  M.  Webber,  MD 
Daniel  E.  Wrobleski,  MD 
John  Yashar,  MD 

And  Others 


Registration  materials  are  available  from  the  Rhode  Island 
Medical  Society  Executive  Office.  Call  (401)  331-3207. 
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Administrative  Reports . . . Meetings  with  Officers  and  Staff 


Wednesday,  November  12,  1980  . meeting 

cancelled  . . . officers  and  staff  attended  memorial  ser- 
vices for  Dr.  Charles  L.  Hill,*  Immediate  Past  President, 
Executive  Vice  President. 

Wednesday,  November  19,  1980  . . . two  fin- 
alist candidates  for  the  position  of  Executive  Director 
of  the  Society  were  interviewed  . . . these  were  . . . Mr. 
Robert  W.  Higgins,  Executive  Director,  Central 
Massachusetts  Health  System  Agency,  Inc.,  Shrews- 
bury, Massachusetts  . . . Mr.  Craig  S.  Slater,  former 
Executive  Director,  Beverly  Hospital,  Beverly,  Massa- 
chusetts. 

Wednesday,  November  26,  1980  two  fin 

alist  candidates  for  the  position  of  Executive  Director 
of  the  Society  were  interviewed  . . . these  were  . . . Mr. 
William  P.  Isele,  Esq.,  attorney  in  the  Health  Law  De- 
partment, American  Medical  Association  . . . Mr.  Robert 
P.  Mathieu,  Implementation  Director,  Government 
Management  Task  Force,  State  of  Rhode  Island. 


Wednesday,  December  3,  1980 . . . discussion 
of  present  status  of  the  Society’s  activities  in  relation 
to  the  request  by  the  Joint  Underwriting  Association 
(JUA)  for  a premium  rate  increase  . . . discussion  of 
present  plans  for  a State  of  Rhode  Island  Long-Term 
Care  Registry  and  progress  to  date  on  the  project  . . . 
discussion  of  the  proposed  merger  between  the  boards 
of  Blue  Cross  and  of  Blue  Shield  into  a joint  superboard 
. . . Dr.  Peter  L.  Mathieu,  Jr.*  noted  that  the  January 
1981  issue  of  the  Rhode  Island  Medical  Journal  will  fea- 
ture the  first  of  two  President’s  Corners  on  health 
insurance  companies.  Blue  Shield  in  particular  . . . 
Karen  Challberg,  Assistant  Executive  Director,  reported 
on  Society  work  and  accomplishments  since  the  last 
regular  meeting  report  . . . Howard  E.  Lawton,  Assistant 
Executive  Director,  reported  on  Society  work  and 
accomplishments  since  the  last  regular  meeting  report 
. . . reviewed  bill  from  Edwards  and  Angell  and  miscel- 
laneous Society  correspondence. 


Medicine  and  Ethics 
on  Rl  Public  TV 

Ethical  dilemmas  raised  by  new  developments  in  medi- 
cal science  are  the  topics  of  the  series  “Hard  Choices”, 
which  will  be  aired  in  January  and  February  on  WSBE- 
TV/36.  The  programs  will  air  Fridays  at  9:00  pm  be- 
ginning January  2, 1981.  The  series  is  hosted  by  Willard 
Gaylin,  MD,  practicing  psychiatrist  and  president  of 
Hastings  Center:  Institute  of  Society,  Ethics  and  Life 
Sciences. 


Special: 

JUA  Rate  Filing  Withdrawn 

The  Joint  Underwriting  Association  (JUA)  request  for  a 
rate  increase  has  been  withdrawn  by  a vote  of  the  asso- 
ciation’s board  of  directors.  In  May  1980  JUA  filed  for 
an  increase  with  the  Department  of  Business  Regula- 
tion (DBR),  since  which  time  the  request  has  been 
studied  by  actuarial  and  legal  consultants  of  the  JUA, 
DBR,  and  the  Rhode  Island  Medical  Society.  In  with- 
drawing its  request  the  JUA  announces  that  it  will  file 
again  “at  a subsequent  date”. 
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January 

7 "The  Rhode  Island  Physician’s  Role  in 
Heart  Disease  Prevention",  special  RIMS 
— CME  program  with  speaker,  Richard  E. 
Carleton,  MD;  RIMS  Auditorium;  7:00  - 
9:00  pm 

12  RIMS  — Nursing  Committee;  RIMS  Li- 
brary; 7:00  pm 

19  RIMS  — Committee  on  Aging;  RIMS  Li- 
brary; 7:00  pm 

20  Rl  Society  of  Pathologists;  quarterly  sci- 
entific meeting;  Women  and  Infants  Hos- 
pital; 8:30  pm 

21  RIMS  House  of  Delegates;  regular  meet- 
ing; RIMS  Auditorium;  2:00  pm 

28  Providence  Medical  Association;  annual 
meeting 


February 

4 "Recommendations  for  Better  Use  in 
Rhode  Island  of  the  Older  and  Newer 
Cephalosporins  and  Aminoglycosides”, 
special  RIMS-CME  program  with 
speaker,  Georges  Peter,  MD;  RIMS  Audi- 
torium; 7:00  - 9:00  pm 

4 "National  Symposium  on  Aspirin  and  En- 
dogenous Mediators  of  Clinical 
Disease”:  George  Auditorium,  Rhode 
Island  Hospital;  8:15  am  - 5:00  pm 

9 Rhode  Island  Medical  Society  Council; 
regular  meeting;  Davenport  Room,  RI.4S 
Building;  6:00  pm 

12-15  9th  Annual  AMA  Leadership  Conference; 
Marriott  Hotel,  Chicago 
19  RIMS  — Blue  Shield  Liaison  Committee; 
RIMS  Library;  7:00  pm 


23  Blue  Shield  Board;  regular  meeting;  6:00 
pm 

March 

4 "Recognition  and  Management  of  the 
Thyroid  Problems  Most  Frequently  Oc- 
curring in  Rhode  Island  Medical  and  Sur- 
gical Practice”,  special  RIMS  — CME 
program  with  speaker,  Milton  W. 
Hamolsky,  MD;  RIMS  Auditorium;  7:00  - 
9:00  pm 

17  Rl  Chapter,  American  Academy  of  Pedi- 
atrics; regular  meeting  RIMS  Building; 
7:00  pm 

18  RIMS  House  of  Delegates;  regular  meet- 
ing; RIMS  Auditorium;  2:00  pm;  followed 
by  annual  meeting  of  Blue  Cross  Blue 
Shield  corporation 
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PRESIDENT’S  CORNER 


21st  Century  Tonic  for 
Blue  Cross  and  Blue  Shield 


Health  related  expenditures  in  the  United  States 
have  represented  an  increasing  share  of  the  national 
output  since  World  War  II.  We  have  seen  rapidly 
advancing  frontiers  of  knowledge,  an  increasingly 
expensive  technology  and  an  exploding  demand 
generated  by  expansion  of  third-party  payment 
mechanisms  (Blue  Cross  Association  and  Blue 
Shield  Association)  and  governmental  tax  incen- 
tives. In  the  decades  ahead  the  demands  of  an  aging 
population  will  add  new  dimension  to  the  forces 
already  driving  total  expenditures  upward. 
Demographics  of  the  1990s  and  beyond  pose  a 
challenge  to  our  society  and  to  physicians  which 
must  be  faced  today. 

The  great  sport  of  killing  dinosaurs  is  by  no 
means  dead.  Instead,  it  has  become  a game  of 
immense  popularity.  If  physicians  are  to  survive, 
they  must  contemplate  the  fact  not  only  that 
scientists  may  be  close  to  manipulating  the  human 
life  span,  but  that  the  future  invites  new  concepts  in 
health  care.  Doctors  are  trained  to  understand  the 
mechanisms,  but  not  the  impact  these  discoveries 
will  have  on  society.  Who  can  solve  the  questions 
that  have  stood  unsolved  for  a century? 

Modern  health  care  as  we  know  it  developed  after 
World  War  I.  At  that  time  the  major  financial 
burden  of  the  system  usually  construction  of  the 
hospital  and  its  operating  deficit  — was  sustained 
by  philanthrophy.  It  was  often  better  to  stay  out  of 
the  hospital  than  to  be  admitted.  It  was  after  World 
War  II  that  the  push  for  improved  health  care 
became  prevalent  and  access  to  health  care  has 
remained  a national  issue. 

It  was  during  World  War  II  in  a period  of  wage 
control  that  the  trade  unions  successfully  bargained 
for  fringe  benefits  in  the  form  of  hospital  insurance. 
The  payment  of  premiums  by  employers  spurred 
the  growth  of  Blue  Cross  plans  and  Blue  Shield 
plans  and  was  the  stimulant  for  the  increasing 
importance  of  insurance. 

On  Tuesday,  March  13,  1945,  the  Rhode  Island 
Medical  Society  introduced  into  the  House  of 
Representatives  of  the  Rhode  Island  General 
Assembly,  an  act  providing  for  the  incorporation  of 
a non-profit  medical  service  corporation  and 


Peter  L.  Mathieu,  Jr.,  MD 


defined  its  powers.  This  new  entity  was  called  the 
Rhode  Island  Medical  Society  Physicians  Service. 

“Medical  service  means  professional  service 
rendered  by  persons  duly  licensed  under  the  laws  of 
this  state  to  practice  medicine  or  surgery,  and 
appliances,  drugs,  medicines,  supplies,  and  nursing 
care  necessary  in  connection  with  such  services  or 
such  expense  indemnities  for  such  services  — 
appliances,  drugs,  medicines,  supplies  and  care  as 
may  be  specified  in  any  non-profit  medical  service 
plan.  Medical  service  shall  not  be  construed  to 
include  hospital  services.” 

Throughout  the  next  few  paragraphs  it  should  be 
emphasized  that  while  company  names  changed 
with  each  amendment  and  each  joint  agreement, 
the  Rhode  Island  Medical  Society  Physicians  Service 
was  and  is  a physician  owned  company.  Through- 
out these  changes  into  Blue  Shield  it  is  still  a physi- 
cian owned  company,  incorporated  under  the 
original  legislation  of  1945. 

Likewise  Blue  Cross  is  an  independent  health  in- 
surance company  that  began  in  the  late  1930s  as  the 
Hospital  Service  Corporation  of  Rhode  Island. 

A joint  operation  agreement  between  the  hospital 
service  corporation  of  Rhode  Island  and  the  Rhode 
Island  Medical  Society  Physicians  Service  was  made 
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on  the  28th  day  of  December,  1954.  This 
agreement,  effective  as  of  January  1,  1955,  still 
remains  in  effect.  It  may  be  terminated  by  either 
party  13  months  after  written  notice.  In  the  event  of 
termination  of  this  contract.  Hospital  Service  shall 
turn  over  to  Physicians  Service  all  applications, 
contracts,  records,  doctrines,  and  papers  of  any  and 
every  kind  which  pertain  exclusively  to  Physicians 
Service.  Such  records  of  both  Physicians  Service  and 
Hospital  Service  shall  be  reproduced  and  made 
available  to  Physicians  Service  and  expense  shall  be 
borne  equally.  It  is  understood  and  agreed  that  the 
relationship  between  the  parties  is  that  of  inde- 
pendent contractors  and  that  all  acts  performed 
under  the  provisions  of  this  contract  by  either  party 
hereto  shall  be  performed  by  such  party  as  a distinct 
and  separate  organization.  The  financial  respon- 
sibility for  the  plan  and  the  responsibility  for  pro- 
viding services  rest  in  Physicians  Service  and  not  in 
Hospital  Service.  (Joseph  C.  O’Connell,  MD,  Presi- 
dent; Ernest  K.  Landsteiner,  MD,  Secretary). 
Nothing  herein  was  construed  to  give  either  party 
hereto  any  control  over  the  employees  paid  in  full 
for  the  other  party  hereto,  or  to  give  either  party 
hereto  control  over  an  employee  of  both  parties  as 
pertains  to  the  duties  said  employee  may  perform 
for  the  other  party  hereto. 

Further  amendment  to  the  joint  operations  agree- 
ment between  the  Hospital  Service  Plan  and  Rhode 
Island  Medical  Society  Physicians  Service  was  made 
on  the  18th  of  December,  1958.  This  agreement 
entitled  Joint  Expenses  contained  the  following 
provisions:  expenditures  not  chargeable  directly  to 
either  plan  including  by  way  of  illustration  salaries, 
social  security  taxes,  travel,  rent  paying,  stationery, 
equipment  and  repair,  maintenance,  equipment 
rentals,  posters,  telephones,  telegrams,  insurance 
and  bonds,  first  aid,  etc.,  should  be  distributed  by 
the  departments  listed  in  this  amendment  in  order 
to  determine  the  expense  of  operating  each 
department.  Physicians  Service  shall  pay  its  share  of 
the  annual  joint  expenses,  such  share  to  be 
determined  in  accordance  with  the  percentage  set 
forth  where  applicable,  and  in  all  other  cases  to 
ratio  the  Physicians  Service  shares  of  allocable  bases 
to  combined  totals  of  the  shares  of  Physicians  Ser- 
vice and  the  Hospital  Service.  Furniture  and  office 
equipment  are  charged  to  Hospital  Service  ex- 
clusively and  Physicians  Service  will  pay  Hospital 
Service  for  use  of  furniture,  office  equipment,  each 
year.  (Charles  J.  Ashworth,  MD,  President;  Ernest 
K.  Landsteiner,  MD,  Secretary.) 

On  the  5th  day  of  June,  1962,  another  amend- 
ment to  the  Joint  Operations  Agreement  between 


Hospital  Service  and  Rhode  Island  Medical  So- 
ciety Physicians  Service  states  that  in  connection 
with  any  future  appointment  by  Hospital  Service  of 
an  executive  director.  Hospital  Service  will  consult 
with  Physicians  Service  prior  to  such  appointment 
and  will  make  its  appointment  only  from  among 
candidates  or  a candidate  approved  in  advance  by 
Physicians  Service,  which  approval  will  be  deemed 
to  have  been  granted  unless  written  notice  of 
disapproval  is  given  to  Hospital  Service  within  30 
days  after  submission  of  a name  or  names  of  candi- 
dates to  Physicians  Service.  (Charles  J.  Ashworth, 
MD,  President;  Arnold  Porter,  MD,  Secretary.) 

The  Bylaws  of  the  Rhode  Island  Medical  Society 
Physicians  Service  as  amended  to  March  25,  1963, 
read  as  follows:  the  members  of  the  Rhode  Island 
Medical  Society  Physicians  Service  shall  consist  of 
(a)  members  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  (as  the  same  shall  be 
from  time  to  time  constituted)  ; (b)  the  incorpor- 
ators of  the  Rhode  Island  Medical  Society  Physi- 
cians Service;  (c)  members  of  the  Board  of  Direc- 
tors of  the  Rhode  Island  Medical  Society  Physicians 
Service,  (as  the  same  shall  be  from  time  to  time  con- 
stituted) ; and  (d)  such  other  persons  as  may  be 
elected  to  members  by  the  forgoing;  provided  that 
nonmedical  membership  shall  not  constitute  more 
than  20  percent  of  the  total  membership  of  the 
corporation.  The  Board  of  Directors  will  consist  of 
21  members  elected  by  the  members  of  the  Rhode 
Island  Medical  Society  Physicians  Service  at  the 
annual  meeting.  Twelve  of  said  directors  shall  be 
members  of  the  Rhode  Island  Medical  Society 
nominated  by  its  House  of  Delegates  and  nine  shall 
be  representatives  of  the  public. 

The  Board  of  Directors  of  Physicians  Service 
(Blue  Shield)  has  supervision  and  control  of  the 
business,  property,  affairs,  and  management  of  the 
Corporation.  The  Board  of  Directors  appoints 
annually  five  standing  committees:  (I)  an  Ex- 
ecutive Committee,  (2)  a Finance  Committee,  (3) 
the  Professional  Advisory  Committee,  (4)  the 
Conference  Committee,  and  (5)  the  Nominating 
Committee.  The  Professional  Advisory  Committee 
consists  of  six  doctors  of  medicine,  three  of  whom 
shall  be  directors  elected  by  the  Board  of  Directors 
of  Physicians  Service,  and  three  elected  by  the 
House  of  Delegates  of  the  Rhode  Island  Medical 
Society  and  need  not  be  directors  of  Physicians 
Service.  One  of  the  director  members  shall  be  a 
member  of  the  Executive  Committee  of  the  Board 
of  Directors  of  Physicians  Service. 

The  Professional  Advisory  Committee  supervises 
the  arrangements  with  physicians  concerning 
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participation  and  fees  in  the  rendering  of  services 
according  to  the  provisions  of  any  medical  ser- 
vice plan,  and  its  determination  is  binding  and 
conclusive  on  the  persons  concerned.  Among  its 
duties  the  Professional  Advisory  Committee  re- 
views periodically  all  fee  schedules,  makes  re- 
commendations at  least  once  each  year  to  correct 
inequities,  and  establishes  fees  for  any  new' 
procedures,  and  the  recommendations  of  said 
committee  are  presented  by  mail  to  the  Corporation 
of  Physicians  Service  prior  to  its  annual  meeting. 
The  recommendations  of  the  Professional  Advisory 
Committee  shall  be  sidqect  to  approval  of  the  Board 
of  Directors  and  the  Corporation  of  the  Rhode 
Island  Medical  Society  Physicians  Service. 

An  amendment  in  1964  added  a new  paragraph 
so  as  to  provide  that  no  article  of  association  of  a 
non-profit  medical  service  corporation,  formed 
after  January  1,  1964,  shall  be  filed  in  the  office  of 
the  Secretary  of  State,  until  the  Governor  shall  have 
certified  that  public  convenience  and  advantage 
will  be  promoted  by  the  establishment  of  such 
corporation.  A provision  in  the  original  Enabling 
Act  of  Physicians  Service  required  in  addition  the 
approval  of  the  Rhode  Island  Medical  Society. 

The  Bylaws  of  the  Rhode  Island  Physicians 
Service  (now  Blue  Shield  of  Rhode  Island)  were 
further  revised  on  March  10,  1976. 

At  each  annual  meeting  commencing  with  the 
annual  meeting  of  1977  there  have  been  elected  to 
membership  for  three  year  terms  no  more  than  15 
persons,  not  physicians,  until  such  time  as  such 
persons  together  with  other  non-physician  members 
equal  in  the  aggregate  50  per  cent  of  the  total 
membership  of  the  Corporation,  and  annually 
thereafter  there  may  been  elected  to  membership 
for  a three  year  term  sufficient  persons,  non-phy- 
sicians, equal  to  in  the  aggregate  together  with 
other  non-physician  members,  50  per  cent  of  the 
total  membership  of  the  Corporation.  (William 
MacDonald,  MD,  President;  Edmund  Hackman, 
MD,  Vice  President;  Elorence  Murray,  Esq., 
Secretary.)  These  changes  in  the  bylaws  were 
generated  by  the  shared  staff  members  of  the 
independent  Blue  Cross  Inc.  and  Blue  Shield  Inc. 

While  attending  the  annual  meeting  of  the  AMA, 
July  1980,  in  Chicago  for  the  Rhode  Island  Medical 
Society,  I received  a phone  call  from  a staff  member 
informing  me  that  the  Board  of  Directors  of  Blue 
Shield  of  Rhode  Island,  upon  motion  duly 
seconded,  had  voted  “that  the  Board  of  Directors 
approved  the  proposed  agreement  to  merge  the 
corporation  with  and  into  Blue  Cross  of  Rhode 
Island,  the  name  of  the  latter  to  be  changed  to 


Blue  Cross  and  Blue  Shield  of  Rhode  Island,’’  and 
further  voted,  “that  the  Board  of  Directors  hereby 
recommends  to  the  membership  of  the  Corporation 
that  they,  the  members,  authorize  the  Corporation 
to  enter  into  said  agreement  of  merger  with  Blue 
Cross  of  Rhode  Island  at  a special  meeting  of  the 
members  to  be  called  and  held  as  soon  as  practi- 
cal.” 

This  communication  came  as  a complete  surprise 
to  me.  I immediately  called  for  a meeting  of  the 
Council  of  the  Rhode  Island  Medical  Society  with 
the  President  of  Blue  Shield  and  gave  the  order  for 
an  emergency  meeting  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  with  the 
Chairman  of  Blue  Shield,  Inc.  The  first  meeting 
was  held  in  the  Blue  Cross  Blue  Shield  building. 
The  second  meeting  was  held  in  the  auditorium  of 
the  Rhode  Island  Medical  Society. 

On  July  31,  1980  I wrote  to  the  members  of  the 
House  of  Delegates  and  informed  them  of  the 
proposed  merger  of  the  Blue  Shield  Corporation 
and  Blue  Cross  Corporation  into  one  corporation, 
namely  Blue  Cross  and  Blue  Shield  of  Rhode  Island. 
I informed  the  members  that,  while  not  opposed  to 
this  merger,  I wished  from  a positive  point  of  view  to 
discuss  some  of  the  facts  involved  which  could  be 
helpful  to  them  in  making  their  decision.  I said 
there  are  at  least  three  distinct  elements  of  society 
each  of  which  has  its  own  position  and  involvement 
in  this  matter:  (a)  Blue  Cross:  it  is  the  insurance 
company  that  underwrites  payments  to  hospitals 
from  premiums  it  collects  from  subscribers;  (b) 
Blue  Shield  : the  medical  profession  has  a right  to  a 
clear  and  positive  representation  of  efforts  to 
protect  its  interest;  (c)  society  in  general:  con- 
sumers, labor,  business,  individuals  all  have  a com 
pelling  interest.  Some  believe  that  the  consumer 
should  have  a majority  on  any  health  board.  I don't 
agree.  I have  stated  with  great  conviction,  that  this 
is  the  time  and  opportunity  for  the  medical  pro- 
fession within  Blue  Shield  to  regain  some  posture  of 
influence  over  the  governing  body  of  the  organiza- 
tion, so  that  whatever  arrangements  are  entered 
into  will  residt  in  a new  structure  of  Blue  Shield 
such  that  physicians,  the  House  of  Delegates,  and 
the  Blue  Shield  Corporation  will  have  safeguards  to 
protect  the  best  interest  of  the  people  (the  indi- 
vidual physicians)  they  represent.  I have  recom- 
mended that  Blue  Shield  physicians  be  given  at  least 
equal  power  and  influence  in  any  actions  relating  to 
decision-recommending  that  comes  out  of  the  new 
governing  body.  I feel  it  is  paramount  at  all  costs 
that  in  such  decision  making  the  people  whom  Blue 
Shield  is  representing  have  at  least  a 50  per  cent 
vote  in  whatever  matter  (s)  is  (are)  voted  upon. 
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If  we  the  physicians  don’t  have  in  place  a struc- 
ture where  all  matters  are  considered  and  recom- 
mendations made  to  the  governing  body,  then  we 
shall  have  a situation  whereby  management  can  do 
whatever  it  wants  “carte  blanche  without  due 
process  and  individual  physician  participation.  I 
recommended,  should  the  merger  be  voted,  that  a 
vote  of  at  least  80  per  cent  of  the  new  corporation 
board  be  required  to  effect  any  changes  in  Bylaws. 

As  President,  on  May  14,  1980  I had  created  the 
Blue  Shield  Liaison  Committee  of  the  Rhode  Island 
Medical  Society.  To  this  committee  I appointed  the 
twelve  physicians  serving  on  the  Board  of  Directors 
of  Blue  Shield,  and  a number  of  other  physicians. 
The  purpose  of  this  newly  formed  committee  is  to 
provide  greater  satisfaction  for  the  physician 
members  of  the  Rhode  Island  Medical  Society  with 
the  services  they  receive  from  Blue  Shield,  Inc.  It  is 
to  serve  as  a information  agency  to  give  the  physi- 
cian members  a sounding  board,  to  solve  their  prob- 
lems in  a more  open  manner,  and  to  give  the  Rhode 
Island  Medical  Society  an  opportunity  better  to 
service  its  members  regarding  their  problems  with 
Blue  Shield,  Inc.  It  has  been  said  that  most  of  the 
problems  are  concerned  with  finances.  If  this  is  so, 
then  so  be  it.  It  is  this  administration’s  desire  to 
increase  the  Rhode  Island  Medical  Society  physician 
members'  knowledge  and  influence  and  satisfaction 
in  all  aspects  of  health  care.  With  the  ever-increas- 
ing cost  of  health  care,  this  administration  would 
like  to  serve  as  a tonic  for  the  members  and  to  Blue 
Shield  with  an  eye  to  the  future  hopefully  improving 
the  understanding  of  the  services  rendered  by  all. 

During  its  emergency  meeting,  by  vote  of  the 
House  of  Delegates,  the  Blue  Shield  Liaison 
Committee  of  the  Rhode  Island  Medical  Society 
and  the  President  were  directed  to  study  all  ramifi- 
cations of  the  Blue  Cross  and  Blue  Shield  merger 
and  to  report  back  to  them  in  a timely  fashion  with 
recommendations.  Legal  counsel  (Edwards  and 
Angell),  your  President,  and  Dr.  Paul  Metcalf, 
Chairman  of  the  Liaison  Committee,  have  met  and 
exchanged  information  with  the  President  of  the 


combined  Blue  Shield  Blue  Cross  plans,  and  the 
combined  legal  attorney  for  these  plans. 

On  October  24,  1980,  in  an  effort  to  get  the 
dialogue  down  to  negotiable  items,  I directed  the 
following  written  questions  to  the  President  of  Blue 
Shield  Corporation. 

“In  regard  to  the  merger  plan,  please  state  the 
purpose  of  the  merger  and  the  benefits  to  be  derived 
from  the  merger  to : (A)  providers  of  health  care  — 
(1)  physicians,  (2)  hospitals,  (3)  subscribers,  (4) 
staff;  (B)  community  at  large.  Will  there  be  true 
economies  realized  through  the  merger?  If  so, 
quantify  and  provide  mechanism  to  be  sure 
economies  are  realized.  If  Blue  Shield,  Inc.  goes 
into  a merger  with  Blue  Cross,  will  cash  flow  of  the 
physicians  be  delayed?  I should  like  a complete  copy 
of  the  new  company’s  proposed  customer  contracts, 
rules,  regulations,  changes  and  rates. 

“I  should  like  to  have  developed  a file  copy  for 
approval  of  all  proposed  agreements  agreed  to  by 
the  negotiations  committee.  I should  like  you  to 
provide  me  with  written  compatibility  of  this  with 
consumer  and  vendor  links. 

“I  should  like  to  be  reassured  in  writing  that  the 
merged  corporation  will  provide  satisfactory 
methods  of  maintaining  continued  records  of 
operation  of  the  individual  subsidiaries  in  the 
merged  company  and  will  show  in  writing 
adequacies  of  service  and  performance  and 
continued  prospective  financial  responsibility. 

“Would  physicians  be  better  off  if  some  other 
carrier  had  the  part  B (Medicare)  contract? 
Explain  why  Blue  Shield,  Inc.  of  Rhode  Island  will 
be  able  to  do  a better  job  when  merged  with  Blue 
Cross  of  Rhode  Island,  rather  than  maintain  its 
individual  autonomous  corporation  structure. 

“I  ask  the  lawyers  to  obtain  a deposition  from  the 
staff  of  BCA/BSA,  whom  I understand  prepared 
this  proposed  merger,  of  how  they  arrived  at  the 
recommendation  to  merge  Blue  Cross  and  Blue 
Shield  into  one  corporation.  I shall  await  your 
answers  to  these  questions.”  I am  still  waiting.  (De- 
cember 1980) . To  be  continued. 
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A Quiet  Revolution 


Trigeminal  neuralgia  (tic  douloureux)  has  been  for 
ages  the  scourge  of  a small  number  of  men  and 
women  in  the  civilized  world.  For  long  the  only 
effective  treatment  was  neurosurgical  at  first 
Gasserian  ganglionectomy  and  in  later  years  sensory 
root  section.  Alcohol  injection  was  also  used  and 
more  recentlv  needle  coagulation.  The  introduction 
of  carbamazepine  (Tegretol®),  related  to  the  anti- 
depressants, w'as  the  first  medication  found  to  be 
effective  in  a significant  percentage  of  cases.  The 
drug  must  be  continued  to  sustain  relief  and  is  not 
successful  in  all  cases. 

A standard  medical  text  states:  “The  pain  is 
unassociated  with  identifiable  structural  disease  of 
the  nervous  system”.  As  pointed  out  bv  Alksne.i 
Dandy  as  early  as  1934  suggested  that  tic  dou- 
loureux might  be  caused  by  an  aberrant  artery. 
Others  thereafter  accepted  the  validity  of  this 
concept. 

It  was  not  until  1967,  however,  after  the  intro- 
duction of  the  operating  microscope  that  Janetta 
reported  the  successful  treatment  of  this  disorder 
and  hemifacial  spasm  by  microvascular  decom- 
pression. Since  then  the  importance  of  vascular 
structures  in  the  origin  of  these  syndromes  has  been 
recognized  increasingly.  It  appears  that  the  arteries, 
as  they  pass  unsupported  through  the  subarachnoid 
space,  may  as  they  become  tortuous  with  age 
impinge  on  and  compress  the  neighboring  nerves 
and  the  sensitive  root  entry  zone. 


Microneurosurgeons  now  generally  accept  the 
concept  that  tic  douloureux  and  hemifacial  spasm 
(due  to  seventh  nerve  involvement)  are  caused  by 
arterial  compression  and  that  the  operation  of 
choice  is  microvascular  decompression.  The  artery 
is  dissected  free  from  the  nerve,  after  w'hich  a pad  of 
silicone  rubber  is  inserted  to  prevent  recurrent 
contact.  Alksne  reports  having  identified  an  offend- 
ing vessel  in  all  but  one  of  60  cases.  All  w’ere 
relieved,  except  the  case  in  whom  no  vessel  was 
found,  the  latter  requiring  needle  coagulation. 

Alksne  believes  that  glossopharyngeal  neuralgia 
almost  certainly  is  a vascular  compression  syndrome 
and  possibly  Meniere’s  syndrome  as  well.  He 
concludes  that  vascular  compression  of  the  fifth  and 
seventh  cranial  nerves  is  the  cause  of  tic  douloureu.x 
and  hemifacial  spasm,  and  that  Meniere's  syndrome 
probably  belongs  to  this  group.  He  further  believes 
that  microvascular  decompression  is  the  treatment 
of  choice  for  these  disorders  and  possibly  for  other 
idiopathic  cranial  nerve  syndromes  as  well . 

There  has  been  little  fanfare  about  these  seem- 
ingly important  developments.  It  is  indeed  a quiet 
revolution. 

Seebert  J.  Goldowsky,  MD 
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Greek  and  Latin  Neuters  Plurals  — A Primer 


This  is  to  set  the  record  straight  in  the  rampant  use 
in  certain  cases  of  singular  verbs  with  plural 
subjects.  It  is  a common  error,  which  helps  to  turn 
the  conscientious  editor’s  hair  grey. 

Latin  neuter  singular  nouns  commonly  end  in  - 
-turn  and  their  Greek  counterparts  in  -on.  The 


corresponding  plural  endings  are  -a  in  both  cases. 
Among  the  improper  usages  now  current  the  most 
prevalent  have  reference  to  medium,  -ia  (whether 
applying  to  communications  or  bacterial  culture) 
and  criterion,  -ia.  For  example,  a single  newspaper 
or  television  station  is  a medium.  Two  newspapers 
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would  be  media.  Consequently  the  proper  verb 
when  applied  to  the  collective  media  should  be 
plural  - the  “media  are",  not  the  “media  is  . 
Criterion  is  a Greek  neuter  singular,  not  a feminine 
singular.  Consequently,  one  properly  speaks  of  a 
single  criterion,  and  two  or  more  criteria.  To  say 
e.g.,  that  a “criteria  of  good  behavior  is  politeness 
is  gauche.  A “criterion  of  good  behavior  is  polite- 
ness” is  the  proper  usage.  Likewise  one  must  not  say 
that  “The  best  media  for  this  bacteria  is  beer.”  The 
proper  form  is  “The  best  medium  for  this  bacterium 
is  beer”.  Bacteria  is  a plural  form.  Therefore,  one 
would  not  say  “this  media”,  “this  criteria”,  or  “this 
bacteria”,  but  “this  medium”,  “these  media”;  “this 
criterion”,  “these  criteria”;  and  “this  bacterium”, 
and  “these  bacteria”.  The  corresponding  verbs 
would  be  “is”  or  “are”  respectively  for  each  pair. 


FOR  SALE 

150  CHOICE  ACRES 
2100  Feet  Waterfront 

NARRAGANSETT,  Rl 


• Ideal  for  condominium  development. 

• Sewers  going  right  through  property. 

• Private  financing  available. 

• For  information  or  inspection  ... . 

Please  Call  PAUL  DALY 

Henry  w.  Cooke  Co. 

REAL  ESTATE  SINCE  1891 

623  Hospital  Trust  Bldg. 
Providence,  R.l. 

421-5350  Days  434-3223  Eves. 


Another  commonly  misused  noun  plural  is 
phenomena  — the  singular  is  phenomenon.  Thus 

one  would  say  “this  phenomenon  is ” or  “these 

phenomena  are  ”.  Another  misused  plural  is 

data.  (The  singular  datum  is  not  much  used.) 
Therefore  one  must  say  “the  data  are  correct”,  not 
“the  data  is  correct”.  There  are,  of  course,  many 
more  like  these.  Read  our  columns  carefully  and 
you  will  learn  the  correct  forms. 

Just  to  soften  the  blow  a bit,  it  must  be  admitted 
that  these  purist  ideals  may  not  survive  the  on- 
slaught of  the  Darwinian  concept  of  change  through 
usage.  It  is  a long  time  since  politics,  economics, 
and  agenda  (singular  agendium)  would  com- 
fortably fit  with  plural  verbs. 

SeebertJ.  Goldowsky,  MD  • 


172  Cushing  St.,  (at  Hope  St.) 

— Excellent  Location  — Parking  — 
— Space  available  — 

— Renovations  as  Needed.  — 

Call  272-1620 


Locum  Tenens  — COMPHEALTH. 
Our  medical  group  can  place  a well- 
qualified  physician  in  your  practice 
during  your  absence.  For  more  in- 
formation call  or  write:  Comprehen- 
sive Health  Systems,  Inc.  175  West 
Second  South,  Salt  Lake  City,  LIT 
84101  (801)  532-1200 


22 


Rhode  Island  Medical  Journal 


GUEST  EDITORIALS 


Physician  Responsibility  for  Sweat  Test  Accuracy 


Many  excellent  articles  have  been  published  re- 
viewing the  proper  methodology  and  interpretation 
of  sweat  electrolyte  analysis  for  the  diagnosis  of 
cystic  fibrosis*'^  Despite  this  literature,  inaccurate 
collection,  analysis,  or  interpretation  of  sweat  elec- 
trolytes continue  to  be  a significant  clinical 
problem. 

Between  1973  and  1980  five  Rhode  Island 
infants  presenting  with  an  acute  or  chronic  produc- 
tive cough,  steatorrhea,  and  a history  of  poor 
weight  gain  had  sweat  electrolyte  analyses  per- 
formed at  community  hospitals  or  commercial 
medical  laboratories  which  were  interpreted  as 
“normal.”  All  five  patients,  ranging  in  age  from 
four  weeks  to  fourteen  months,  underwent  many 
further  diagnostic  procedures  before  they  were 
referred  to  the  cystic  fibrosis  center  for  reevalua- 
tion. Rhode  Island  Hospital  laboratory  quanti- 
tative pilocarpine  iontophoresis  revealed  chloride 
values  of  greater  than  100  milliequivalents  per  liter 
of  sweat  on  at  least  two  occasions  in  each  patient. 
Once  begun  on  antibiotic  therapy  and  chest  phy- 
siotherapy, each  of  these  patients  showed  marked 
improvement  in  respiratory  symptoms.  Antibiotics 
were  initially  selected  empirically  on  the  basis  of 
the  severity  of  clinical  and  roentgenologic  findings 
and  later  modified  according  to  laboratory  reports 
of  the  sensitivity  of  the  pathogenic  organisms 
grown  from  sputum.  Each  of  these  patients  demon- 
strated strains  of  either  Staphylococcus  aureus  or 
Pseudomonas  aeruginosa  alone  or  in  combination 
with  Hemophilus  influenzae  or  other  gram 
negative  pathogenic  organisms  in  their  sputum. 
Once  respiratory  symptoms  improved,  each  patient 
achieved  rapid  weight  gain  on  a predigested 
formula  such  as  Pregestamil®  or  Nutramigen.® 
None  of  the  patients  was  hyponatremic, 
edematous,  or  hypoproteinemic  at  the  time  of  the 
initial  sweat  analysis.  Improper  or  inadequate 
sweat  collection  secondary  to  the  infants’  small  size 
and  lack  of  experience  of  the  technicians  involved 
may  have  played  a significant  role  in  the  original 
sweat  test  inaccuracies. 


In  Rhode  Island,  as  in  most  states,  reliable  sweat 
testing  is  readily  available  through  the  cystic  fibro- 
sis center.  Relatively  few  non-center  laboratories 
perform  enough  sweat  tests  to  insure  technical 
competence,  even  if  they  have  the  proper 
materials,  methods,  and  standards  available. 
Unfortunately,  the  Rhode  Island  patients  most 
likely  to  be  sweat  tested  at  the  community  hospital 
are  small  sick  infants  among  whom  the  sweat  test  is 
the  most  technically  difficult.  It  is  well  known  that 
false  positive  sweat  tests  are  more  common  than 
false  negative  tests,  particularly  if  a conductivity 
electrode  rather  than  a quantitative  electrolyte 
assay  is  used.  Most  physicians  are  likely  to  repeat 
positive  tests  one  or  more  times  or  to  seek  con- 
firmation of  a positive  sweat  test  from  the  cystic 
fibrosis  center  before  making  the  diagnosis  of  cystic 
fibrosis.  On  the  other  hand,  clinicians  are  often  all 
too  ready  to  accept  a “normal”  sweat  analysis 
report  at  face  value  and  pursue  other,  often  less 
likely,  diagnoses  before  referring  the  patient. 
Reports  by  Shwachman  et  aP,  Rosenstein  et  al®, 
and  Colombo®  suggest  that  the  quality  of  sweat 
tests  and  their  interpretation  is  a widespread  prob- 
lem. Although  accurate  sweat  tests  are  readily 
available  through  the  cystic  fibrosis  center  at 
Rhode  Island  Hospital  without  the  need  for 
requesting  a formal  pediatric  pulmonary  consulta- 
tion, it  is  neither  practical  nor  necessary  for  all 
sweat  electrolyte  analyses  to  be  performed  at  the 
center.  A few  non-center  laboratories  in  Rhode 
Island  have  excellent  records  for  sweat  test 
accuracy. 

Sweat  testing  inaccuracy  at  other  laboratories 
could  be  largely  eliminated  if  clinicians  were  aware 
that  sweat  testing  requires  specialized  equipment, 
meticulous  care,  and  experience.  Before  ordering  a 
sweat  test,  the  physician  should  be  sure  that  the 
laboratory  he  uses  can  carry  out  the  test  reliably 
and  that  he,  or  a colleague,  can  properly  interpret 
the  results.  If  he  feels  unprepared  to  judge  the 
laboratory’s  qualifications  himself,  he  might  ask 
the  cystic  fibrosis  center  staff  to  investigate  the 
methods  used  in  the  laboratory  in  question. 
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If  no  reliable  sweat  testing  is  readily  available, 
critically  ill  patients  suspected  of  having  cystic 
fibrosis  are  best  treated  supportively  and  sympto- 
matically, as  if  they  had  cystic  fibrosis,  until  well 
enough  to  be  tested  at  a laboratory  with  a known 
record  of  sweat  testing  reliability.  If  an  infant  pre- 
senting with  symptoms  compatible  with  cystic 
fibrosis  is  responding  to  symptomatic  therapy,  he 
should  not  be  subjected  to  an  extensive  or  invasive 
diagnostic  workup  until  cystic  fibrosis  has  been 
accurately  eliminated  as  a possible  diagnosis. 

Mary  Ann  Passero,  MD 


Filthy  Weed 

_ . . . And  for  the  vanities  committed  in  this  filthie 
custome,  is  it  not  both  great  vanitie  and  unclean- 
nesse,  that  at  the  table,  a place  of  respect,  of 
cleanlinesse,  of  modestie,  men  should  not  be 
ashamed,  to  sit  tossing  of  Tobacco  pipes,  and 
puffing  of  the  smoke  of  Tobacco  one  to  another, 
making  the  filthy  smoke  and  stinke  thereof,  to 
exhale  athwart  the  dishes,  and  infect  the  aire,  when 
very  often  men  that  abhorre  it  are  at  their  repast? 
...  it  makes  a kitchin  also  often  times  in  the  inward 
parts  of  men,  soiling  and  infecting  them,  with  an 
unctuous  and  oily  kinde  of  Soote,  as  hath  bene 


References 

'GAP  Conference  Report:  Problems  in  sweat  testing.  Atlanta.  GA, 
Cystic  Fibrosis  Foundation,  1975. 

^Waring  WW : Current  management  of  cystic  fibrosis.  Adv  Pediatr 
23:401-438,76. 

^Report  of  the  Committee  for  a Study  for  Evaluation  of  Testing  for 
Cystic  Fibrosis:  Evaluation  of  testing  for  cystic  fibrosis.  J Pediatr 
88:71  1-750,  Apr  76. 

^Shwachman  H,  Mohmoodian  A : Quality  of  sweat  test  performance  in 
the  diagnosis  of  cystic  fibrosis.  Clin  Chem  25:  158-161, Jan  79. 

^Rosenstein  BJ,  Langbaum  TS,  Gordes  E,  Brusilow  SW : Cystic 
fibrosis.  Problems  encountered  with  sweat  testing.  JAMA  240:1987- 
1988,  27  Oct  78. 

'’Columbo  Jl, : Cystic  fibrosis  and  erroneous  sweat  tests.  Nebr  Med  J 
64(6)  : 164-165,  Jun  79. 


found  in  some  great  Tobacco  takers,  that  after  their 
death  were  opened.  . . . Have  you  not  reason  then  to 
bee  ashamed,  and  to  forbeare  this  filthie  noveltie 
. . . a custome  loathsome  to  the  eye,  hatefull  to  the 
nose,  harmefull  to  the  braine,  dangerous  to  the 
Lungs,  and  in  the  blacke  stinking  fume  thereof, 
neerest  resembling  the  horrible  Stigian  smoke  of  the 
pit  that  is  bottomlesse. 

King  James  I of  England  (1566-1625) 


(Courtesy  of  CA,  Cancer  Journal  for  Clinicians,  Volume  30,  Number  5, 
September  October  1980.)  _ 


COVER 

Photo  from  the  portfolio  of  Billie  Mason,  Providence,  Rhode  Island.  Shown  is  a 
woman  beside  steps,  seen  in  a back  street,  Myknos,  Greece,  in  1972. 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


History: 

A 13  year  old  previously  healthy  male  with  nausea,  fever  and  diffuse  abdominal  pain  for  48  hours,  subse- 
quently shifting  to  the  right  lower  quadrant. 


Figure  1. 


Figure  2. 


Radiographic  Findings: 

Supine  and  erect  views  of  the  abdomen  reveal  an  essentially  normal  bowel  gas  pattern.  In  the  right 
lower  quadrant,  there  is  an  oval  1 .2  cm.  by  1 .5  cm.  calcification  which  appears  to  move  freely  with  respect 
to  the  right  ilium. 


For  diagnosis  and  discussion  turn  to  next  page. 
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RADIOGRAPHIC  CASE  OF  THE  MONTH:  Diagnosis  and  Discussion 


Hospital  Course : 

White  blood  count  24,900.  Abdominal  examina- 
tion revealed  marked  rebound,  guarding  and  ten- 
derness in  the  right  lower  quadrant.  Bowel  signs 
were  hypoactive.  The  abdominal  radiographs 
demonstrated  a fecalith  in  the  right  lower  quad- 
rant ; the  bowel  gas  pattern  was  unremarkable. 

At  surgery,  a perforated  retrocecal  and  pelvic 
appendix  was  discovered,  surrounded  by  a mass  of 
inflammatory  reaction  with  edema  and  pus. 
Surgical  pathology  described  a large  gangrenous 
appendix  measuring  9 x 2.2  x .6  centimeters  with 
hemorrhagic  discoloration  and  fibrinous  exudate 
covering  most  of  the  surface.  A fecalith  was  em- 
bedded near  the  proximal  end. 


Diagnosis : 

Appendicolith  (coprolith  of  the  appendix) 


Figure  3.  Radiograph  of  urgical  specimen  of  the 
appendix.  Arrow  points  to  calcified  appendicolith. 


Differential  Diagnosis:  The  differential  diagnosis 
of  calcifications  in  the  right  lower  quadrant 
include:  1.  a bone  island  of  the  ilium  (dense, 
sclerotic  area  that  maintains  its  relationship  to  the 
ilium)  ; 2.  a right  ureteral  calculus  (usually 

smaller,  more  dense,  and  more  medially  located)  ; 
3.  a calcified  mesenteric  lymph  node  (usually  more 
irregularly  calcified)  ; 4.  a phlebolith  (usually 


smaller  and  located  within  the  lower  half  of  the 
bony  pelvis)  ; 5.  a gall  stone  (either  within  the  gall 
bladder  or  the  intestinal  tract)  ; 6.  an  ingested 
tablet. 

Discussion : 

In  a patient  with  symptoms  of  appendicitis,  radi- 
ography of  the  abdomen  may  reveal : 1 . a localized 
ileus  in  the  right  lower  quadrant  (a  sentinal  loop)  ; 
2.  distention  of  the  cecum,  with  or  without  air  fluid 
levels  on  erect  radiographs;  3.  scoliosis  of  the 
lumbar  spine,  with  possible  loss  of  the  right  psoas 
muscle,  due  to  spasm  of  the  psoas  muscle;  4.  a soft 
tissue  mass  in  the  right  lower  quadrant,  suggesting 
perforation  with  abscess  formation;  5.  a calcified 
appendicolith. 

According  to  Neuhauser*,  a calcified  appendi- 
colith is  seen  in  approximately  50  per  cent  of  chil- 
dren with  appendicitis  and  10  per  cent  of  adults. 
When  present,  an  appendicolith  is  usually  indica- 
tive of  either  gangrene  of  the  appendix  or  perfora- 
tion with  abscess^.  According  to  Felson,^  approxi- 
mately 50  per  cent  of  patients  in  whom  an  appendi- 
colith is  identified  have  perforation  of  the  appendix 
at  the  time  of  surgery. 

A calcified  appendicolith  in  an  asymptomatic 
patient,  however,  is  an  unusual  finding.  Elective 
appendectomy  is  recommended  when  an  appendi- 
colith is  discovered  incidentally,  since  appendicitis 
with  rapid  perforation  may  eventually  result"*. 

Allan  M.  Deutsch,  MD 
MichaelJ.  Ryvicker,  MD 
Howard  Cohen,  MD 
Sanford  Schatz,  MD 

References 

'Neuhauser  EBD:  Acute  appendicitis:  The  X-ray  examination.  Post- 
grad Med  45  : 64-66.  1969. 

^Beneventano  TC,  Schein  CJ,  Jacobson  HG:  The  roentgen  aspects  of 
some  appendiceal  abnormalities.  Am  J Roentgenol  Radium  Ther 
Nucl  Med  96:344-360,  1966. 

^Kelson  B,  Bernhard  CM:  Roentgenologic  diagnosis  of  appendiceal 
calculi.  Radiology  49:178-191.  1947. 

■'Williams  HJ : Coproliths  in  children:  Recognition  and  significance 
Pediatrics  34:373-377,  1964.  b 


26 


Rhode  Island  Medical  Journal 


Each  capeule  contains 
5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br 


antianxiety/antisecretory/antispcismodic 

for  adjunctive  therapy  of  duodenal  ulcer  j 
and  irritable  bowel  syndrome* 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows; 


Indications:  Based  on  a review  of  this 
drug  oy  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Bromide 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g . operat- 
ing machinery,  driving)  Physical  and  psychologi- 
cal dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  contusion  (no  more  than  2 
capsules/day  initially:  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended.  If  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical 
reactions  reported  in  psychiatric  patients.  Ernploy 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary.  Variable  effects  oh  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants:  causal  relationship  not 
established. 

Adverse  Reactions;  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCl 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated:  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a tew  instances  Also 
encountered,  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido — all  Infrequent,  generally 
controlled  with  dosage  reduction:  changes  in  EEG 
patterns  may  appear  during  and  after  treatment: 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCl.  making  periodic  , 
blood  counts  and  liver  function  tests  advisable, 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e..  dryness  of  mouth,  blurring  of  vis.idh.:--'/;,-. 
urinary  hesitancy,  constipation. .Cohsfipati.ori'has  ; . 
occurred  most  often  when  Librax  the.rapy  is  cpm-';|., 
bined  with  other  spasmolytics  and'P.r.  low'fesidueT;';; 
diets  L.  ■ 


Roche  Product's;, 
Manati.  Puerto 
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Acute  pain 

is  no  laughing  matter. 


The  first  prescription  for 
the  first  days  of  acute  pain 


Empirin'c  Codeine  #3 


Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 

). 


phosphate,  30  mg,  (Warning  — may  be  habit-forming). 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

Eor  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  sfrengfhs-  No  2 — 15  rag,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming.) 
CONTRAINDICATIONS;  Hypersensitivity  to  aspirin  or  codeine. 

WARNINGS: 


Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repealed  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  dnving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 


Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 


Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 


Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  m the  presence  of  head  injury,  other  intracraniaf  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 


Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 


Allergic:  Precautions  should  be  taken  m administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin, 

risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison’s  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders. 

REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatoiy  than  in  nonambulatoiy  patients  and 
of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  incitide  headache,  vertigo,  ringing  in  the  ears,  mental  contusion,  drowsi- 
sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  eaperience  gasfnc  imtation  and  Weeding  witb  aspiria. 

are  unable  to  take  salicylates  withmif  developing  nausea  and  vomiting.  Hypersensilivity  may  be  manifested  t^‘ 
rash  or  even  an  anaphylactic  reaction.  With  these  exceptkms,  most  of  the  side  effects  occur  after  repeated  administra- 
doses, 

AND  ADMINISTRATISN:  Dosage  should  be  adjusted  atcofdir.g  to  the  seventy  of  the  pain  and  the  issponse  of  the 
■ft  may  occasionatly  be  necessary  lo  exceed  the  usual  dosage  recommended  Mm  in  cases  ot  mare  some  pain  a is 
who  have  become  tolerant  to  the  anal^sic  effect  W narcoiics.  Empitm  vatb  Codeine  is  gwen  orally.  The  usual 
tor  Empirin  vntb  Codeine  No.  2 and  No.  3 is  one  or  two  tabtWs  every  foot  hoots  as  rwur«l.  TWl^suai  adi#  dose 
with  Codeine  No.  4 is  one  tablet  every  four  hours  as  tequbred. 

The  CNS  depressant  Hob  fhirrnurilS  l 

witb  Codeii*  may  tel  AHr  wrrou^ 
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CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

Exercise  Therapy  and  Comprehensive 
Rehabilitation  Services  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Each  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER 

200  High  Service  Avenue 
North  Providence,  R1  02904 


274-6777 


A Complete  Medical 
Supply  Center 

Medicare  Claims 
Accepted 


E<|] 


Briox. 

the  new,  safe 
concept  in  oxygen 
for  home  use. 

NO  MORE  TANKS 


Safe,  simple,  convenient  and  economi- 
cal. The  Oxy-Concentrator  actually  con- 
centrates oxygen  from  normal  room  air 
and  delivers  it  to  the  patient  in 
enriched,  filtered  and  conditioned  form. 

CALL  US  NOW  FOR  DETAILS 

Medicare  and  Third  Party  Approval 


SURGICAL  CENTERS 


685  Park  Ave. 

Cranston 

(401)781-2166 


PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 


100  HIGHLAND  AVENUE 
120  DUDLEY  STREET 
38  HAMLET  AVENUE 


PROVIDENCE,  R.l.  331-3996 

PROVIDENCE,  R.l.  331-3996 

WOONSOCKET,  R.l.  766-4224 


SERviiNq  Greater  R.I. 

PROvidiNq  DiAqNOsric  X-RAy 
Services  to: 

* NuRsiiviq  ANd  ConvaIescent  Homes 

* SIhut  Ins  ainkJ  PrIvate  Home  FHtIents 

* Post  SuRqicAl  FHtIents 


SAMEdAy  EXAMINATION  ANd  REpORTiNq 
TeIeJjLiONE  reports  iMMEd'lATEly  wLiEN  iNdICATEd  OR  REQUESTEd 


Hours:  MoNdAyHiRuFRldA/ 

8AMto5PM 

SATURdA/ 

8 A.M.  TO  12  NOON 


Our  service  is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


Some  People  We^re  More  Than  A Service/^ 


^ O O D (401).397.5029 

1 

^P.O.BOX  470  JM 

HEALTH  HAVENS 

EAST  GREENWICH  . 

NURSING  HOME 

RHODE  ISLAND  02818 

A passive  energy  building  — an  active 
aicohol  intervention  program. 

Residential,  non-residential,  educational. 
Family  oriented.  Professional. 

For  the  people  you  really  care  for  — 
whether  in  moderate  severe,  or  severe 
and  chronic  alcohol  trouble. 

East  Providence 

Needed: 


ENT 

Oral  Surgeons 
Neurologists 
Urologists 

ATWOOD 
MEDICAL  CENTER 

1524  ATWOOD  AVENUE 
JOHNSTON,  Rl  02919 

Immediate  occupancy  in  the  finest 
medical  offices  in  New  England. 
Total  sq.  ft.  - 43,000 
Parking  - 300  cars. 

Call:  CARL  F.  DeLUCA,  MD 
274-2910 


NOW  LEASING 

East  Bay  Medical 
Center 

Excellent  Location  and  Accessibility 

250  Wampanoag  Trail 
East  Providence,  Rhode  Island 

16  Suites  — 4 Suites  Available 

FOR  INFORMATION 

Call  944-81 00,  434-5432 


Blackstone 


Easier  for  you,  nicer  for  them. 


• Same- Day  Surgery  facilities  for  general  surgeons, 
gynecologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• General  anesthesia 

• Block  hookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  ambula- 
tory surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory  Surgical  Care 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 


Special  Papers  on  Caring 


A community  is  more  than  the  sum  of  its  structures  and  citizens;  indeed,  a cluster  of  people  becomes  a 
community  only  when  it  resolves  to  commit  a major  part  of  its  resources  to  the  nurturing  of  those  who  are 
distressed,  who  are  disabled,  or  who  are  dying.  Those  of  us  in  medicine,  intent  upon  the  employment  of 
ouracquired  skills  in  fighting  disease,  are  frequently  ignorant  of  the  anonymous  people  and  organizations 
which  sustain  our  efforts  while  devoting  their  energies  and  special  competencies  to  the  care  of  those 
who  for  many  reasons  are  unable  to  care  for  themselves. 

Aristotle  has  said  that  what  makes  men  good  is  held  by  some  to  be  nature,  by  others  habit  or 
instruction.  As  for  the  goodness  that  comes  by  nature,  this  is  plainly  not  within  our  control  but  is 
bestowed  by  some  divine  agency  on  certain  people  who  truly  deserve  to  be  called  fortunate;  and  while  the 
State  of  Rhode  Island  may  be  regarded  as  fortunate  because  of  its  cadre  of  extremely  competent  physi- 
cians, it  must  be  evident  that  these  skills  of  our  colleagues  will  carry  only  part  of  the  burdens  of  our 
distressed. 

It  is  to  the  caring  organizations  and  their  devoted  labors  that  our  community  must  appeal  in  order 
to  provide  our  distressed,  disabled,  and  dying  with  the  loving  presence  and  support  which  they  earnestly 
need  and  deserve. 

This  issue  of  the  Rhode  Island  Medical  Journal  is  devoted  virtually  in  its  entirety  to  a description 
and  explanation  of  four  of  these  community  resources,  four  groups  whose  ministry  help  make  the  habita- 
tions around  Narragansett  Bay  a better  place  in  which  to  live. 

Stanley  M.  Aronson,  MD 


I.  Pastoral  Counseling 
and  Dimensions  of  Healing 


Reverend  Paul  Sanderson,  PhD 


Reverend  Paul  Sanderson,  PhD  is  Director  of  the 
Pastoral  Counselling  Center  of  Greater  Providence 
and  the  Wrentham  (Massachusetts)  Pastoral  Coun- 
selling Service.  He  is  also  Lecturer  in  Pastoral 
Psychology  at  the  Boston  University  School  of 
Theology.  He  is  an  ordained  minister  in  the  United 
Church  of  Christ  and  a licensed  psychologist  in  the 
Commonwealth  of  Massachusetts. 


Recent  medical  interest  in  the  holistic  concept  of 
health  care,  not  as  a substitute  for  conventional 
western  medicine,  hut  as  an  expanding  and  enrich- 
ing focus  on  the  care  and  treatment  of  the  whole 
person,  has  stimulated  interest  and  discussion  in  a 
broad  range  of  issues  in  health  and  healing.  Many 
of  these  issues  have  also  traditionally  been  of  interest 
to  the  church  and  to  that  specialized  ministry  of  the 
church  that  is  known  as  pastoral  counseling. 
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To  a great  extent,  these  issues  or  dimensions  of 
health  care  have  become  significant  dimensions  of 
treatment  through  the  incorporation  of  systems 
theory  and  a systems  approach  to  the  individual 
situation.  A sensitivity  to  the  various  systems  that 
impinge  upon  an  individual  who  is  suffering  from 
either  physical,  emotional,  or  spiritual  distress  and 
the  consequent  ability  to  view  that  individual  as  the 
focal  point  of  a field  of  intersecting  systems  brings 
those  of  us  in  the  health  care  professions  to  a greater 
appreciation  of  the  complexity  of  human  ex- 
perience and  to  a greater  awareness  of  what  is 
demanded  of  us  as  health  care  providers. 

When  a physician  approaches  medical  problems 
from  this  perspective,  he/she  is  sensitive  to  more 
than  just  the  physiological  level,  the  physiological 
system,  or  the  physiological  dimension  of  the  pa- 
tient’s being.  The  physician  knows  that  the  patient’s 
illness  has  a multi-faceted  effect,  often  a profound 
effect  upon  his/her  family,  friends,  employment 
situation,  and  religious  community.  The  response  of 
these  systems  or  dimensions  of  the  patient’s  life  to 
the  patient  or  the  illness  can  promote  or  retard  the 
process  of  healing,  as  can  the  quality  of  the  patient’s 
relationship  to  these  systems.  The  patient’s  illness 
also  makes  its  impact  felt  on  the  economic  level, 
with  important  consequences  for  the  patient,  the 
patient’s  family,  the  medical  profession,  and  even 
the  entire  nation.  Illness  is  not  only  biochemical,  it 
is  also  economic  and  political.  The  concept  of 
secondary  gain  and  the  number  of  persons  who 
appear  to  derive  significant  advantage  from  their 
illness  calls  attention  to  the  need  to  respond  to 
illness  from  a number  of  different  levels,  especially 
at  times  when  the  physical,  emotional,  or  spiritual 
crisis  does  not  respond  to  treatment.  The 
phenomenon  of  the  placebo  effect  upon  healing  also 
witnesses  to  the  complexity  of  the  person’s  experi- 
ence of  illness. 

One  of  these  central  issues,  levels,  dynamics,  or 
systems  in  physical,  emotional,  and  spiritual  illness 
is  the  realm  of  meaning.  An  observation  of  some  of 
the  dramatic  life  changes  that  occur  during  and 
following  an  illness  is  an  indication  of  the  im- 
portance of  meaning  to  the  suffering  person.  Many, 
if  not  most,  persons  experience  their  suffering  as 
having  meaning.  They  experience  or  seek  meaning 
in  and  through  their  life  situation,  and  they  often 
conceptualize  it  or  seek  to  conceptualize  it  in 
religious  terms.  The  ability  to  find  meaning  in  a life 
situation  often  not  only  contributes  to  the  curing  of 
the  illness  but  to  the  growth  and  healing  of  the 
person.  Holistic  medicine  or  health  care,  in  fact, 
would  challenge  us  in  all  cases  to  think  bigger,  to 
think  past  the  curing  of  the  illness  and  the 


alleviation  of  the  symptoms,  to  the  healing  and 
growth  of  the  person. 

Just  as  the  medical  and  psychiatric  professions  are 
confronted  with  and  challenged  by  these  issues,  so 
also  the  church  is  confronted  and  challenged  by 
them  in  its  efforts  to  minister  to  the  whole  person. 
The  traditional  “care  and  cure  of  souls”  cannot  take 
place  in  a vacuum.  One  does  not  experience  soul 
apart  from  human  life  since  our  soul  is  shaped  by 
the  totality  of  our  human  experience.  The  church 
(in  the  broadest  sense  of  the  word)  needs  to  take  the 
physical,  emotional,  and  relational  dimensions  of 
life  just  as  seriously  as  the  spiritual  dimension,  not 
only  in  the  life  experience  of  the  individual  par- 
ishioner, but  in  the  world. 

Pastoral  counseling  or  pastoral  psychotherapy  is  a 
healing  ministry  of  the  church,  an  outreach  minis- 
try of  the  ecumenical  church  to  individuals  and 
families  in  need,  to  churched  and  unchurched 
alike.  Since  it  finds  its  identity  and  roots  in  the 
church’s  pastoral  ministry,  pastoral  counseling 
often  addresses  a broader  range  of  individual  and 
family  issues  than  do  some  of  the  more  specifically 
focused  types  of  psychotherapy.  Pastoral  counseling 
seeks  to  address  the  whole  person  as  the  person 
brings  him  herself  to  psychotherapy.  This  sensi- 
tivity to  a multitude  of  systems  in  the  person’s  life 
experience  helps  to  shape  its  uniqueness. 

Pastoral  counseling  takes  that  level  of  the  system 
seriously  that  focuses  on  meaning  in  life  and  the 
meaning  of  the  individual  person’s  life.  It  takes 
seriously  the  meaning  of  suffering.  Pastoral  counsel- 
ing takes  that  anxiety  seriously  which  is  rooted  in 
emptiness,  in  a life  cut  off  from  its  center.  It  takes 
realistic  as  well  as  neurotic  guilt  seriously;  it  sees 
forgiveness  as  an  important  part  of  the  process  of 
healing.  Pastoral  counseling  takes  ethical  and 
moral  issues  seriously,  those  crucial  life  situations 
and  decisions  with  which  responsible  persons 
struggle  in  the  context  of  their  personal  faith  and 
personal  belief  system. 

Pastoral  counseling  is  not  secular  psychotherapy, 
though  pastoral  counselors  utilize  a broad  range  of 
psychologies,  personality  theories,  and  psycho- 
therapeutic techniques  in  their  work  with  in- 
dividuals, couples,  and  families.  It  is  also  not 
spiritual  direction,  though  at  times  it  approaches 
spiritual  direction  as  it  helps  the  person  struggle 
with  religious  issues  and  the  need  to  find  meaning 
and  direction  for  his/her  life.  Pastoral  counseling 
addresses  the  age-old  issue  of  idolatry,  the  god 
which  the  person  worships,  the  central  focus  or 
value  in  the  person’s  life.  It  presents  a unique  per- 
spective on  the  complex,  mysterious  phenomenon  of 
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human  existence.  With  a foot  in  two  camps 
psychology  and  religion  and  with  a sensitivity  to 
several  others,  pastoral  counseling  utilizes  psycho- 
logical insights  or  ways  of  coticeptualizing  and 
religious  insights  or  ways  of  conceptualizing  in 
understanding  and  responding  to  a person,  to  a 
session,  or  to  a moment. 

Just  as  the  medical  profession  has  become  aware 
of  the  need  to  respond  to  more  than  simply  the  bio- 
chemical or  physiological  dimension  of  the  patient’s 
being,  so  also  pastoral  counseling  seeks  to  remain 
open  to  these  various  levels.  There  is  a richness  that 
comes  from  approaching  a person  in  this  way,  a 
richness  that  does  more  justice  to  the  complexity  of 
human  experience.  Each  perspective,  conceptual 
framework,  or  sensitivity  to  a level  of  the  system 
helps  us  to  understand  certain  parts,  unlock  certain 
parts,  and  hence  makes  possible  certain  types  of 
response.  There  is  probably  no  stronger  statement 
than  this  for  the  need  that  we  have  for  interdisci- 
plinary enrichment. 

Though  each  of  us  in  the  health  care  professions 
claims  and  celebrates  a uniqueness  in  our  perspec- 
tive, we  touch  upon  the  same  truths  with  regard  to 
healing.  Belief  in  recovery,  hope,  is  an  important 
factor  in  healing.  That  the  body  has  a natural 
healing  power,  a vis  medicatrix  naturae,  is  apparent 
on  the  physiological,  emotional,  and  spiritual  levels 
of  life.  Francis  Peabody’s  famous  remark,  “The 
secret  of  the  care  of  the  patient  is  in  caring  for  the 
patient,”  sensitizes  those  of  us  in  the  medical  and 
psychotherapeutic  professions  to  the  importance  of 
care  in  healing.  Pastoral  counseling  focuses  on 
trust,  faith,  and  the  importance  of  the  relationship 
in  therapy,  while  medicine  speaks  of  the  doctor- 
patient  relationship  and  its  role  in  healing.  Doctor 
Jerome  Frank,  of  the  Johns  Hopkins  University 
School  of  Medicine,  called  attention  to  a dynamic 


central  to  pastoral  counseling  and  medicine  when 
he  remarked  at  the  Johns  Hopkins  1975  graduation 
exercises  that  any  treatment  of  an  illness  that  does 
not  also  minister  to  the  human  spirit  is  grossly  defi- 
cient. Whether  we  deal  with  physiological,  emo- 
tional, or  spiritual  problems,  when  we  focus  on  the 
healing  of  the  person  rather  than  the  caring  of  the 
illness,  we  find  we  have  much  in  common. 

Pastoral  counseling  goes  back  thousands  of  years 
in  its  history,  claiming  ties  with  the  archaic  shaman 
and  medicine  man,  the  religious  teacher  and 
healer,  with  Asclepius  and  Jesus.  It  has  emerged  as  a 
profession  and  a specialized  ministry  of  the  church 
only  since  the  advent  of  psychology  as  a profession. 
In  this  sense,  its  adolescence  is  both  a source  of 
confusion  and  a blessing.  As  those  of  us  in  this  pro- 
fession struggle  with  the  identity  issues  that  are  com- 
mon to  all  adolescents,  as  we  look  to  numerous 
other  professions,  including  the  medical  profession, 
both  as  role  models  and  sources  of  enrichment, 
perhaps  like  the  medical  profession  of  today  we  can 
remain  open  to  the  numerous  systems  in  which  we 
live  and  have  interface,  and  to  the  complexity  of 
human  life  and  the  healing  process. 
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II.  Hospice:  Family-Centered 
Care  of  the  Dying 


Robert  J.  Canny 


How  do  people  die?  How  should  people  die?  Ex- 
ploring the  answers  to  these  questions  can  help  us 
to  understand  not  only  our  attitudes  toward  dying 
and  death  but  also  much  about  the  way  we  live. 
While  the  responses  to  these  questions  have  varied 
from  time  to  time,  they  can  be  a significant  indica- 
tor of  individual  values  and  aspirations  as  well  as  a 
measure  of  the  kind  of  society  in  which  a person 
lives. 

The  Meaning  of  Caring 

This  may  be  demonstrated  by  the  following 
accounts  of  the  last  moments  of  life  of  persons 
historically  only  a few  generations  apart.  The  first 
is  the  story  of  a man  whose  death  took  place  in  a 
little  village  in  the  southeast  corner  of  Ireland  over 
fifty  years  ago.  The  story  was  shared  with  me  by 
Professor  Richard  Walsh  of  University  College, 
Dublin,  who  heard  it  from  the  man’s  son-in-law. 

My  father-in-law  lived  with  me  for  a long  time  before  he 
died.  The  night  he  died,  he  called  me  at  about  midnight.  I 
was  shaving  at  the  kitchen  table.  When  I went  up  to  his  door, 
he  said,  ‘Did  you  meet  somebody  as  you  were  coming  up  here 
just  now?’  I said,  ‘No,  I didn’t  see  anybody.'  ‘He  has  just  gone 
down  there  now,’  he  said,  ‘a  powerfully  built  man  with  a blue 
pilot  suit  and  a soft  hat.’  ‘You’re  imagining  these  things,’  I 
said.  ‘No,  I am  not,’  he  said. 

It  was  a brother  of  his  who  was  in  America.  Two  weeks 
later,  we  got  word  of  his  death. 

I sat  by  the  window  and  watched  him.  I felt  that  perhaps 
some  change  had  come  over  him.  I lit  my  new  pipe. 

I suppose,  he  said,  ‘that  if  there  were  three  pounds  of 
tobacco  on  fire,  I couldn’t  get  a smoke  out  of  it.’ 
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‘ Try  it,'  I said,  putting  the  pipe  in  his  mouth.  He  took  three 
puffs  out  of  the  pipe  and  asked  me  to  take  it  from  him. 

I went  back  to  the  kitchen  and  continued  shaving.  Soon,  he 
called  me  again.  I went  up  to  him.  It  seemed  to  me  he  had 
become  faint  and  I took  the  habit  (shroud)  out  of  the  box. 
When  I was  putting  his  hands  into  it  he  said.  ‘Don’t,  Mike, 
there’s  no  need  for  it  yet.’ 

I took  the  habit  from  him  and  laid  it  on  the  box.  He  asked 
me  to  rub  some  of  the  stuff  in  the  doctor’s  bottle  on  his  chest.  I 
did. 

I asked  him  if  he  would  like  a spoonful  of  drink.  He  said  he 
would.  I gave  him  a spoonful  of  spirits  mixed  with  v/ater. 

' Raise  my  head  now,’  he  said.  I did  this.  I felt  he  was  very 
weak.  I lit  the  blessed  candle  and  put  it  in  his  hand.  He  held  it 
for  about  five  minutes.  ‘Take  it  away  from  me  now,  Mike,’  he 
said,  ‘and  let  me  rest.’  He  asked  me  to  raise  his  head  again. 

‘ God  help  us,’  he  said.  ‘We  have  nothing  to  pay  for  my 
burial.’  ‘Nobody  was  ever  left  over  ground,’  I said.  ‘I  owe 
O’Brien,  the  bread  man  two  or  three  pounds,’  he  said,  and 
then  he  told  me  of  every  shilling  he  owed  everyone. 

‘ Now,’  he  said,  ‘This  is  how  you’ll  pay  for  my  burial;  get  a 
bill  for  everthing  and  send  them  all  out  to  the  girls  in 
America.  They  will  send  you  all  you’ll  have  spent  burying  me. 
Now,  where’s  Biddy?’  (that  is,  his  daughter,  my  wife) . 

‘ She’s  sleeping  with  the  children,’  I said. 

‘ Call  her  now.’ 

I called  her  and  she  came  to  his  room.  He  stretched  out  his 
hand  to  her  and  he  said,  ‘I  suppose  you  have  no  knowledge  of 
the  pulse  any  more  than  the  rest  of  us.’ 

‘ I haven’t,’  she  said. 

When  a man  dies,  the  pulse,  ie  the  life,  leaves  his  body 
through  his  thumb;  when  a woman  dies,  it  goes  out  through 
her  shoulder. 

‘ Put  me  waking  in  the  new  room,’  he  said,  ‘and  it  will  be 
easy  for  you  to  get  the  coffin  out.’ 

The  new  room  was  one  that  had  been  added  to  the  house, 
and  it  had  its  own  exit.  There  was  a porch  outside  the  kitchen, 
and  no  coffin  could  be  taken  out  that  way.  That’s  why  he 
thought  of  telling  us  to  wake  him  in  the  new  room. 

‘ My  blessing  be  with  you  now,’  he  said,  ‘and  the  blessing  of 
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God  with  it.  Live  quietly  and  let  nobody  hear  you.  Give  me  the 
candle.' 

I lit  the  candle  and  put  it  in  his  hand.  At  that  instant,  he 
went  just  as  you  would  quench  a candle.  He  was  seventy- 
eight. 

It  was  not  many  years  ago  that  people  could  die 
in  this  fashion  with  meaningful  ritual,  with 
dignity,  honesty,  and  love.  The  family  was  able  to 
provide  the  care  and  do  such  wonderfully  human 
things  as  give  a few  puffs  of  tobacco,  a bit  of 
spirits,  a blessed  candle.  There  were  no  machines, 
no  heroics,  but  quiet,  gentle  heroes.  There  was 
time  to  do  the  things  that  needed  to  be  done,  to  be 
sure  the  bills  were  paid,  and  time  to  say  goodbye. 

The  time  of  a person’s  dying  was  a very  sacred 
time.  Each  person  could  consecrate  his  death  and 
thereby  his  life  in  his  own  individual  fashion. 
Death  was  a natural  part  of  the  cycle  of  life.  Death 
was  human,  and  life  was  a little  more  human  also. 

Now,  only  few  people  die  at  home  in  a world 
surrounded  by  the  people  and  things  that  have 
given  them  meaning.  Rather,  death  for  so  many, 
today,  is  a lonely,  dehumanizing  thing.  In  her 
pivotal  study  On  Death  and  Dying,  Doctor  Eliza- 
beth Kubler-Ross  offers  a description  of  the  way 
so  many  people  must  die  today.  She  writes: 

When  a patient  is  severely  ill,  he  is  often  treated  like  a 
person  with  no  right  to  an  opinion.  It  is  often  someone  else 
who  makes  the  decision  if  and  when  and  where  a patient 
should  be  hospitalized.  It  would  take  so  little  to  remember 
that  the  sick  person,  too,  has  feelings,  has  wishes  and  opinions 
and  has  most  important  of  all  the  right  to  be  heard.  ...  He 
will  be  surrounded  by  busy  nurses,  orderlies,  interns,  residents, 
a lab  technician  perhaps,  who  will  take  some  blood,  an  elec- 
trocardiogram technician  who  takes  the  cardiogram.  He  may 
be  moved  to  X-ray  and  he  will  overhear  opinions  of  his 
condition  and  discussions  and  questions  to  members  of  the 
family. 

He  slowly  but  surely  is  beginning  to  be  treated  like  a thing. 
He  is  no  longer  a person.  Decisions  are  made  often  without  his 
opinion.  If  he  tries  to  rebel  he  will  be  sedated.  ...  He  may  cry 
for  rest,  peace,  and  dignity,  but  he  will  get  infusions,  transfu- 
sions, a heart  machine,  or  a tracheotomy  if  necessary.  He  may 
want  one  single  person  to  stop  for  one  single  minute  so  that  he 
can  ask  one  single  question  — but  he  will  get  a dozen  people 
around  the  clock,  all  busily  pre-occupied  with  his  heart  rate, 
pulse,  electrocardiogram  or  pulmonary  functions,  his  secre- 
tions or  excretions,  but  not  with  him  as  a human  being. 

(Elizabeth  Kubler-Ross,  On  Death  and  Dying) 

It  is  against  these  two  death-bed  scenes  that  one 
begins  to  understand  the  philosopher  Martin 
Buber,  who  tells  us  that  man  may  relate  to  himself, 
to  his  situation,  to  things,  to  fellow  man,  and  to 
the  mystery  of  being  in  one  of  two  ways.  He  may 
make  a technical  relation,  that  is,  he  may  mani- 
pulate or  be  manipulated  by  external  control,  or 
he  may  make  an  essential  relationship  to  them. 


responding  interiorly  to  them  as  subjects.  Man 
may,  in  short,  respond  to  the  other  in  all  realms 
either  as  to  a thou  or  to  an  it.  Obviously,  he  must 
do  both  if  he  is  to  survive  and  remain  human,  but 
one  mode  will  be  dominant.  Unless  the  technical 
relation  is,  by  intent,  subordinated  to  the  essential 
relation,  human  beings  will  become  more  exclu- 
sively the  objects  of  instrumental  treatment. 

All  of  this  is  further  reflected  in  the  recent  beau- 
tiful book  Anatomy  of  an  Illness  by  Norman 
Cousins.  The  main  thesis  of  the  book  is  a truth  so 
basic,  so  simple,  and  so  fundamental  that  it  must 
not  be  overlooked.  Human  beings  are  not 
machines  that  break  down,  and  doctors  are  not 
mechanics  or  plumbers.  Human  beings  are  in- 
separable combinations  of  body  and  mind  and 
symptoms  and  spirit,  and  therefore  the  will  to  live 
and  the  sense  of  purpose  are  as  medically  impor- 
tant as  temperature  or  blood  pressure.  Yet, 
modern  medicine  has  been  developing  in  a 
different  direction.  It  has  become  constantly  more 
technical,  so  that  the  patient  has  little  input  — as 
if  he  or  she  were  the  object  of  the  doctor’s  efforts 
and  not  a partner  in  the  recuperative  process. 
Instead  of  a family  doctor  who  knows  the  person 
intimately,  we  now  have  a team  of  technicians  who 
know  only  different  parts  of  the  anatomy  and 
scarcely  know  the  patient’s  name  much  less  his  or 
her  inner  concerns,  goals,  and  fears. 

Cousins  in  his  book  tells  how  he  took  personal 
responsibility  for  his  own  recovery  and  how  he 
came  to  understand  that  love,  faith,  hope,  and 
even  laughter  have  therapeutic  value.  He  pleaded 
with  doctors  for  a laying-on-of-hands  as  well  as  for 
a laying-on-of-equipment,  and  for  a listening  heart 
as  well  as  for  an  objective  mind.  This  book  is  a 
reminder  to  doctors  that  the  patient  is  a person 
and  that  healing  is  not  only  a science,  but  also  an 
art.  This  is  reflective  of  the  old  dictum:  “The 
secret  of  the  care  of  the  patient  is  in  caring  for  the 
patient.’’  If  faith,  hope,  and  a listening  heart  can 
be  significant  for  those  whose  goal  is  cure  and 
recuperation,  how  much  more  for  those  who  are 
dying,  for  whom  medical  technology  has  little 
valu'e  and  before  whom  sophisticated  technical 
skills  are  meaningless,  for  those  for  whom  all  the 
machines  in  the  world  can  only  threaten  their  last 
moments  of  dignity  and  humanness. 

Doctor  Ciciley  Saunders,  the  founder  of  the 
modern  hospice  movement,  tells  us,  “There  comes  a 
time  when  it  is  neither  right  nor  kind  nor  good 
medicine  to  do  another  treatment.  A decision  to  do 
yet  another  treatment  doesn’t  prolong  the  act  of 
living,  it  merely  prolongs  the  act  of  dying.’’ 
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Hospice  is  a metaphor  that  attempts  to  link  the 
needs  of  the  terminally  ill  patient,  the  family,  and 
the  staff  with  the  medieval  religious  institution  of 
hospitality,  where  a community  assisted  the 
vulnerable  traveler  with  nourishment,  rest,  and  a 
sense  of  care. 

The  objective  of  hospice  is  to  enable  terminally 
ill  patients  to  remain  in  the  hospice  of  their  homes, 
cared  for  and  supported  by  a community  of  family 
and  friends.  When  all  the  efforts  at  physical  curing 
have  failed,  hospice  offers  a kind  of  caring  that 
signifies  to  people  that  the  time  or  length  of  days  is 
not  the  essence  of  life,  but  rather  the  meaning  and 
quality  invested  in  whatever  time  we  have  left.  As  a 
concept,  hospice  promises  that  pain  can  be  stilled, 
loneliness  shared,  and  fear  eased;  that  a person’s 
family  will  be  supported;  and  that  death  can  be 
the  final  stage  of  growth.  Because  hospice  serves  a 
process  more  than  a program,  individuals  are  res- 
pected in  their  uniqueness.  Patients  and  families 
are  given  responsibility  and  control  for  both  their 
living  and  their  dying.  Hospice  responds  to  the 
whole  person  and  family  with  a wide  range  of 
needs,  with  a variety  of  services,  and  with  all  man- 
ners of  ministry,  including  volunteers,  who  are  at 
the  heart  of  the  hospice  movement.  In  an  age 
which  promotes  rugged  individualism,  fragmenta- 
tion, and  specialization,  we  are  reminded  that 
caring  — the  genuine  involving  kind  of  caring  — is 
done  most  effectively  by  a community  of  people, 
patients,  family,  professionals,  and  volunteers  who 
recognize  the  need  for  one  another  while  they 
respect  their  individual  gifts  and  contributions. 

Hospice  in  Rhode  Island 

As  part  of  a growing  national  movement.  Hospice 
Care  of  Rhode  Island  (HCRI)  is  developing  a 
model  of  service  in  accordance  with  the  philosophy 
described  above  and  with  the  standards  mandated 
by  National  Hospice  Organization.  The  home  is  a 
natural  place  to  die.  Surrounded  by  loved  ones  and 
cherished  possessions,  the  dying  gain  much  in  the 
family  environment.  Protected  from  institutional 
encroachments  upon  their  dignity  and  thereby  able 
to  maintain  individuality,  the  dying  can  avoid  the 
isolation  and  anonymity  which  is  too  often  their 
lot.  They  remain  part  of  their  family;  they  can 
participate,  although  in  a limited  way,  in  home 
life.  In  this  conviction,  the  focus  of  HCRI  has  been 
on  providing  support  to  families  caring  for  patients 
who  wish  to  remain  at  home  for  the  final  period  of 
their  lives. 

A core  staff  consisting  of  the  Medical  Director, 
Director  of  Nursing,  and  two  assistant  nurses 


provide  consultation,  support,  and  care  to  termi- 
nally ill  patients  and  their  families.  While  Hospice 
Care  has  a Medical  Director,  it  is  our  intent  to 
work  with  the  patient’s  primary  physician.  One  cri- 
terion for  admission  is  the  primary  physician’s  [ 
willingness  to  continue  responsibility  for  patient  , 
care.  Also,  HCRI  collaborates  and  cooperates  with  ^ 
other  existing  health  care  agencies  and  community 
resources  to  provide  services  to  the  terminally  ill. 
There  is  no  room  in  terminal  care  for  interagency 
or  interdisciplinary  rivalry.  It  is  a goal  of  HCRI 
ultimately  to  integrate  the  principles  and  standards 
of  Hospice  into  the  existing  medical  delivery 
system. 

The  Director  of  'Volunteers  and  her  fifty  dedi- 
cated cohorts  are  a vital  part  of  the  program. 
Along  with  assisting  the  staff  in  planning  and 
community  education,  the  volunteers  provide  a 
variety  of  services  including  respite  for  the  family, 
preparing  meals,  shopping,  and  befriending  the 
patient  as  well  as  the  family. 

Since  becoming  operational  in  April  1979, 
HCRI  has  cared  for  some  30  patients  and  families. 
From  this  limited  experience  and  from  our  educa- 
tional and  informational  programs,  we  are  increas- 
ingly aware  of  the  need  for  and  appreciation  of 
Hospice  services.  It  is  also  becoming  abundantly 
clear  that  HCRI  must  have  the  capacity  to  offer  in- 
patient services  to  those  patients  who  cannot 
be  cared  for  at  home  and  also  as  a support  for 
caregivers  who  need  a period  of  respite.  The 
physical  environment  of  the  terminally  ill  patient 
and  family  must  enable  them  to  feel  at  home,  if 
they  cannot  remain  at  home,  and  to  achieve  a 
balance  between  privacy  and  community  which  en- 
courages both  reflection  and  participation.  Efforts 
are  continuing  to  locate  a small  number  of  beds. 

In  these  early  stages  of  providing  services,  HCRI 
will  of  necessity  be  limited  in  the  number  of 
patients  for  whom  services  can  be  provided.  In 
order  to  build  a firm  base,  we  shall  be  conscious  of 
the  need  for  continual  evaluation  and  to  being 
open  to  being  taught  by  our  patients  and  their 
families.  The  program  must  not  raise  false 
expectations.  The  world  will  not  be  made  perfect 
for  those  who  are  dying  nor  for  those  continuing  to 
live,  but  Hospice  Care  will  be  a service  program 
through  which  we  can  provide  for  some  patients 
and  families  the  best  care  we  are  capable  of,  learn 
more  helpful  ways  to  care,  and  share  our  discovery 
with  others  who  will  be  serving  the  terminally  ill  in 
other  health  care  systems. 

Hospice  Care  of  Rhode  Island 
157  Waterman  Street 

Providence.  RI  02906  H 
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Interfaith  Health  Care  Ministries 


Reverend  Duane  Parker,  PhD 


Interfaith  Health  Care  Ministries  (IHCM)  is  a pro- 
gram developed  to  improve  the  quality  of  care  pro- 
vided individuals  and  families  experiencing  emo- 
tional, physical,  and  spiritual  life  crises  in  hospital 
and  community.  The  program  provides  clinical 
pastoral  education  (CPE)  programs  for  clergy  and 
members  of  religious  orders,  pastoral  care  for 
hospitalized  individuals  and  their  families,  and 
educational  programs  for  physicians,  nurses,  social 
workers,  and  other  care  givers. 

The  IHCM  program  started  with  conversations 
between  representatives  of  the  religious,  medical, 
and  hospital  communities  in  Rhode  Island  regard- 
ing the  lack  of  clinically  trained  clergy  to  provide 
pastoral  services  in  hospitals.  The  conversations 
were  initiated  primarily  by  The  Rev.  Charles 
Baldwin,  Chaplain  at  Brown  University,  and  Dean 
Stanley  Aronson,  Brown  University  Program  in 
Medicine. 

In  1975  the  IHCM  program  was  incorporated  by 
the  Board  of  Rabbis,  the  Diocese  of  Providence, 
and  the  Rhode  Island  Council  of  Churches.  The 
program  was  supported  by  the  Brown  University 
Program  In  Medicine  and  its  affiliated  hospitals: 
Butler  Hospital,  Emma  Pendleton  Bradley 
Hospital,  The  Miriam  Hospital,  Memorial  Hospital 
of  Pawtucket,  Roger  Williams  General  Hospital, 
Rhode  Island  Hospital,  and  Women  & Infants 
Hospital  of  Rhode  Island. 

Each  sponsoring  body  appoints  a representative 
to  the  IHCM  Board  of  Directors.  The  board  estab- 
lishes policy,  employs  staff,  and  develops  communi- 
cation between  the  various  agencies.  The  IHCM 


Reverend  Duane  Parker,  PhD  is  Director  of 
Pastoral  Care  with  the  Interfaith  Health  Care  Min- 
istries and  a Lecturer  at  Brown  University.  He  is  an 
ordained  United  Methodist  minister  and  also  an 
A CPE  certified  supervisor. 


program  is  funded  by  the  sponsoring  bodies, 
student  fees,  and  interested  individuals  and  founda- 
tions. 

The  program  staff  includes  The  Rev  Duane 
Parker,  PhD,  Director  of  Pastoral  Care;  Sister 
Dorothy  Cotterell,  susc,  Associate  Director  of 
Pastoral  Care;  and  Sandra  Pencarski,  Secretary. 
The  IHCM  office  is  located  at  Rhode  Island  Hospi- 
tal in  the  Aldrich  Building. 

The  IHCM  goals  are  : 

1)  to  bridge  the  religious,  hospital,  and  university 
communities ; 

2)  to  improve  the  quality  of  pastoral  care  and  coun- 
seling offered  individuals  and  families  experiencing 
physical,  emotional,  and  spiritual  crises  in  hospital 
and  community ; 

3)  to  provide  an  ACPE  accredited  CPE  program  for 
area  clergy,  members  of  religious  orders,  and 
theological  students; 

4)  to  help  physicians,  nurses,  social  workers,  ad- 
ministrators, and  students  understand  the  role 
religion  and  values  play  in  helping  relationships; 

5)  to  offer  the  services  of  clinically  trained  hospital 
chaplains  ready  to  listen  to  patients  and  families  as 
they  struggle  with  life  and  death,  hope  and  despair, 
and  joy  and  sorrow ; and 

6 ) to  work  as  partners  with  other  community  groups 
meeting  the  needs  of  people  in  crisis. 

Clinical  Pastoral  Education  Program 

Clinical  pastoral  education  started  in  Massachusetts 
in  1925  through  the  efforts  of  a physician,  Richard 
Cabot,  MD,  and  a clergyman.  The  Rev  Anton 
Boisen.  Doctor  Cabot  proposed  that  clergy  needed  a 
year  of  supervised  clinical  experience  to  help  them 
effectively  minister  to  people  experiencing  life  crisis. 
Cabot  proposed  that  the  learning  experience  should 
take  place  in  a general  hospital.  Rev  Boisen  ex- 
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perienced  severe  mental  illness  and,  while  recover- 
ing, realized  that  clergy  were  not  adequately  pre- 
pared to  provide  pastoral  care  and  counseling  for 
people  experiencing  emotional  problems.  In  1925 
Boisen  enrolled  several  theological  students  from 
the  Boston  area  in  a summer  CPE  program 
conducted  at  Worcester  State  Hospital  in 
Massachusetts.  Presently  there  are  approximately 
350  CPE  centers  in  the  United  States  accredited  by 
the  National  Association  for  Clinical  Pastoral 
Education  (ACPE) . 

The  IHCM  CPE  program  was  accredited  by 
ACPE  in  1977  after  a multidisciplinary  group  con- 
ducted a self-study,  examining  the  center’s  re- 
sources. Between  January  1977  and  September 
1979,  thirty-one  area  clergy,  members  of  religious 
orders,  and  theological  students  have  completed 
one  CPE  unit  (400  hours  of  supervised  learning) . 
Currently  there  are  20  students  enrolled  in  the 
IHCM  CPE  program. 

In  clinical  pastoral  education,  students  are 
encouraged  to  develop  pastoral  relationships  with 
patients  in  hospitals  or  parishioners  in  congrega- 
tions. Students  learn  pastoral  care  and  counseling 
principles  and  methods  through  evaluating  their 
pastoral  relationships.  The  learning  process  involves 
students  writing  verbatims  and  case  studies.  Student 
written  work  is  reviewed  in  individual  supervision 
and  seminar.  Important  questions  discussed  in- 
clude: What  did  the  patient  need?  What  did  you 
provide?  Where  did  your  personal  limitations  affect 
the  helping  relationship?  How  are  other  care-givers 
helping  the  person?  Where  do  you  go  in  strengthen- 
ing the  future  relationship? 

Each  CPE  program  has  six  to  eight  students  par- 
ticipating in  a small  group.  The  students  come  from 
different  religious  traditions  and  pastoral  ex- 
periences. The  seminars  are  conducted  by  the  CPE 
supervisor.  The  seminars  include  four  types: 
didactic,  case  study,  group  concerns,  and  theo- 
logical reflection. 

In  the  didactic  seminar  clinically  trained  clergy, 
physicians,  nurses,  and  social  workers  present 
lecture  material  on  various  topics  related  to  the  stu- 
dents learning  experience.  Recent  topics  covered 
include:  Uniqueness  of  Pastoral  Care,  Nature  of 
Helping  Relationships,  Understanding  the  Cancer 
Patient,  Death  and  Dying,  Psychiatric  Illness  and 
Treatment,  Informed  Consent,  and  Nonverbal 
Communication.  Students  are  encouraged  to 
integrate  the  lecture  into  their  pastoral  work. 

Case  study  seminars  are  conducted  on  a regular 
basis.  Students  present  written  material  from  their 
pastoral  relationships  in  the  hospital  or  parish.  The 


case  study  is  reviewed  by  the  supervisor  and  peers  to 
determine  how  the  helping  relationship  can  be  im- 
proved. 

The  grow/?  concerns  seminar  gives  the  students  a 
first-hand  experience  in  understanding  how  groups 
function  and  how  they,  as  individuals,  are  looked 
upon  by  peers.  Topics  discussed  in  the  group 
concerns  seminar  involve  personal  and  professional 
issues  of  importance  to  the  participants. 

Theological  reflection  seminars  give  students  a 
chance  to  integrate  their  theological  beliefs  with  life 
experience.  The  seminars  help  participants  view 
pastoral  work  from  a theological  point  of  view, 
which  is  different  from  the  perspective  of  social 
workers  or  psychiatrists.  A group  might  discuss  their 
concept  of  God  as  it  relates  to  the  way  they  relate  to 
patients. 

IHCM  offers  three  separate  CPE  programs 
during  the  year.  The  three  programs  use  the  same 
educational  philosophy  and  methods,  but  differ  in 
specific  student  goals  and  the  number  of  hours 
students  participate  in  the  program.  The  programs 
include  the  following: 

Chaplain  Intern  Program  is  a full-time  nine  month 
September-May  program  for  clergy  and  members  of 
religious  orders  seeking  an  intense  hospital  ministry 
experience.  Students  work  at  several  IHCM 
hospitals,  where  they  visit  patients  and  families  and 
develop  working  relationships  with  physicians  and 
hospital  personnel. 

Extended  Unit  is  designed  for  area  clergy  and 
members  of  religious  orders  seeking  a continuing 
education  experience  while  fulfilling  a full-time 
pastoral  responsibility  in  parish,  university, 
hospital,  or  other  service  agency.  The  program  is 
conducted  January-May  each  year.  Students  partici- 
pate in  the  program  on  a part-time  basis. 

Sum  mer  Unit  is  conducted  primarily  for  theological 
students  wanting  a supervised  pastoral  experience 
while  enrolled  in  seminary.  The  program  is  a full- 
time program  offered  May-July  each  year. 

Evaluation  of  the  CPE  Program 

The  IHCM  CPE  program  was  established  for  area 
clergy  from  different  religious  traditions.  The 
characteristics  of  the  first  thirty-one  students 
completing  the  program  between  1977-79  are  sum- 
marized in  Table  1 . 

At  the  completion  of  each  CPE  unit  the  student, 
supervisor,  and  administrator  consultant  at  the 
hospital  prepare  an  evaluation  on  the  experience. 
These  evaluations  indicate  what  the  students  have 
learned  in  the  program.  The  students’  major  learn- 
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ing  discoveries  included  the  following:  pastoral  care 
is  person  centered;  the  clergy  have  a unique  role  in 
helping  people  in  crisis;  they  developed  increased 
empathy  for  people  experiencing  physical  and 
emotional  pain;  they  developed  a stronger  pastoral 
identity;  they  integrated  theology  and  religious 
practice  with  life  experiences  in  a new  way;  they 
could  work  as  team  members  with  other  profes- 
sionals; and  an  interfaith  pastoral  care  model  is 
suitable  for  people  in  crisis. 

The  students  and  hospital  administrative  con- 
sultants felt  that  patients  gained  pastoral  support 
during  crisis,  liaison  with  home  clergy  and  congre- 
gation, pastoral  presence  in  struggling  with  life  and 
death  issues,  trained  available  listeners  to  patient’s 
concerns,  familiar  figure  in  new  environment,  and 
support  to  endure  difficult  situations. 


Table  1.  Characteristics  of  thirty-one  students 
who  completed  CPE  program  between  1977-1979. 

Ecclesiastical  Standing 

Ordained  clergy 

15 

Members  of  religious  orders 

8 

Theological  students 

8 

31  total 

Pastoral  Assignment  When  Entering  Program 

Hospital  Chaplains 

9 

Parish  Clergy 

9 

Theological  Students 

8 

Educators 

3 

University  Chaplain 

1 

Administrator 

1 

31 

Religious  Affiliation 

Roman  Catholic 

17 

United  Church  of  Christ 

5 

Episcopal 

3 

Baptist 

2 

United  Methodist 

1 

AME  Zion 

1 

United  Church  of  Canada 

1 

Evalgelical  Lutheran  (Finland) 

1 

31 

Pastoral  Assignment  After  Completing  Program 

Hospital  Chaplain 

10 

Parish  Clergy 

7 

Theological  Students 

8 

Further  CPE 

6 

31 

Tbe  evaluations  show  that  hospitals  benefited 
from  having  clergy  available  as  part  of  tbe  health 
care  team,  staff  supported  in  caring  for  difficult 
patients,  better  informed  clergy  about  medical  care 
in  the  community,  and  patients  were  provided  with 
the  pastoral  presence  during  hospitalization. 

These  evaluations  reflected  a positive  experience 
of  the  CPE  experience  for  students,  patients,  and 
the  hospital.  Some  of  the  fears  expressed  by  hospital 
personnel  were  not  realized.  These  fears  in- 
ducted: clergy  interfering  with  patient  treatment, 
overlapping  services  with  those  provided  by  the 
home  clergy,  interfaith  religious  conflict,  and  lack 
of  support  from  the  medical  profession. 

Other  Educational  Programs 

IHCM,  in  cooperation  with  other  groups,  con- 
ducted educational  programs  for  professionals  from 
different  backgrounds.  The  participants  included: 
physicians,  nurses,  social  workers,  administrators, 
clergy,  and  students  in  various  health  related  fields. 
The  seminars  conducted  thus  far  include : 

— Medical  Research  — Issues  of  Informed  Con- 
sent (January  1977).  There  were  190  par- 
ticipants in  this  seminar,  which  examined 
the  legal,  medical,  and  ethical  issues  involved  in 
informing  patients  and  families  of  the  benefits 
and  risks  of  medical  research  being  proposed  for 
their  treatment. 

— Care  and  Needs  of  The  Terminally  III  Patient 
(January  1978)  . 285  registrants  participated  in 
this  seminar,  which  considered  the  physical, 
emotional,  and  religious  aspects  of  providing 
care  for  dying  patients  and  their  families. 

— - Mental  Health,  Illness,  and  Religious  Belief 
(January  1980).  There  were  265  registrants 
from  the  mental  health  professions,  clergy,  and 
lay  people  enrolled  in  the  seminar,  which  ex- 
amined the  relationship  between  mental  health 
and  religious  beliefs. 

In  evaluating  these  seminars,  participants  expressed 
gratitude  for  an  opportunity  to  learn  about  a topic 
while  engaged  in  conversation  with  persons  from 
different  professional  backgrounds. 

IHCM  has  provided  one  day  seminars  for  area 
clergy  on  specific  health  related  topics.  The  goals  of 
these  seminars  were  to  help  clergy  better  understand 
medical  problems  so  they  could  be  more  effective  in 
referring  people  for  help  and  providing  pastoral 
care  during  treatment.  The  topics  of  these  seminars 
included : 

— The  Cancer  Patient  and  The  Clergy.  80  clergy 
gained  an  increased  understanding  of  the 
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nature  of  cancer  and  how  it  effects  people  physi- 
cally, emotionally,  and  spiritually. 

— The  Heart  Patient  and  The  Clergy.  Had  an 
enrollment  of  60  clergy.  This  seminar  focused 
on  understanding  the  needs  of  the  heart  patient, 
during  and  after  hospitalization  and  how  clergy 
could  be  helpful  to  the  heart  patient  in  adapting 
new  life  styles. 

— The  Family  Affected  by  Alcohol.  Had  65 
registrants.  The  seminar  focused  on  under- 
standing the  impact  alcohol  has  on  a total 
family  and  ways  in  which  clergy  can  be  most 
helpful. 

— The  Miriam  Hospital  Seminars  for  Clergy.  Four 
seminars  have  been  conducted  at  The  Miriam 
Hospital  for  clergy  visiting  patients  at  that 
hospital.  These  seminars  have  examined  The 
Needs  of  the  Terminally  111  Patient,  Team 
Treatment  in  Responding  to  The  Total  Patient, 
and  two  conferences  dealing  with  Ethical  Issues 
in  the  Care  of  Patients. 

Relationships  with  Other  Community  Agencies 

IHCM  has  developed  strong  working  relationships 
with  several  agencies  in  the  Rhode  Island  com- 
munity serving  people  in  crisis.  These  include  the 
Pastoral  Counseling  Center  of  Greater  Providence, 
Hospice  Care  of  Rhode  Island,  and  The  Samari- 
tans. In  addition,  the  IHCM  program  has  worked 
on  cooperative  programs  with  the  American  Cancer 
Society-Rhode  Island  Division,  the  American  Heart 
Association-Rhode  Island  Affiliate,  and  the  Mental 
Health  Association  of  Rhode  Island.  IHCM  seeks  to 
develop  these  relationships  so  that  cooperation  can 
be  provided  in  offering  educational  programs  for 
professionals  and  lay  people.  Also,  IHCM  seeks  to 
refer  people  to  appropriate  agencies  rather  than 
overlapping  services. 

The  IHCM  Director  of  Pastoral  Care  has  been  in- 
volved at  the  Brown  University  Medical  Program  in 
several  important  ways.  These  include  teaching  a 
course  with  Dr  Bruno  Borenstein  for  medical  stu- 
dents and  chaplain  interns  focusing  on  the  needs  of 
the  terminally  ill  patient.  The  course  involves 
conversation  with  professionals  providing  treatment 
and  support  for  persons  experiencing  terminal 
illness.  In  addition,  the  course  involves  terminally 
ill  patients  and  relatives,  who  are  grieving,  in 
conversation  with  the  participants.  The  Director 
has  been  involved  in  chairing  the  Human  Values 


and  Ethics  Committee  at  the  Brown  Program  in 
Medicine.  The  committee  has  been  examining  the 
need  for  improved  teaching  of  human  values  in 
ethics  in  the  total  medical  school  curriculum.  Also 
the  Director  has  served  on  the  Admission  Advisory 
Committee  with  other  professionals. 

Future  of  IHCM 

The  IHCM  program  is  funded  on  three  year  cycles. 
This  gives  the  sponsoring  agencies  an  opportunity 
for  continuing  evaluation  considering  the  need  for 
the  program. 

During  the  coming  year  IHCM  has  established  a 
Future  Directions  Committee  which  will  be  examin- 
ing the  needs  of  the  program  in  the  future.  There 
are  several  possibilities  being  considered  including; 
continuing  the  program  in  its  present  form;  pro- 
viding additional  seminars  encouraging  coopera- 
tion between  clergy,  physicians,  and  other  care 
givers;  developing  a program  to  train  lay  people  in 
pastoral  care;  implementation  of  a values  and 
ethics  program  at  the  medical  school  and  affiliated 
hospitals;  and  providing  chaplaincy  services  on  a 
contractual  basis  with  interested  hospitals  and 
governmental  agencies.  These  programs  will  be 
evaluated  by  the  Directions  Committee  in  terms  of 
making  recommendations  to  the  various  sponsoring 
bodies. 

Summary 

The  IHCM  program  has  provided  educational 
programs  for  interested  clergy,  physicians,  social 
workers,  psychologists,  administrators,  and  students 
in  health  related  disciplines  throughout  the  State  of 
Rhode  Island.  It  has  provided  a bridge  between  the 
religious  community.  Brown  University  Program  in 
Medicine,  and  affiliated  hospitals.  The  program 
has  encouraged  closer  working  relationships 
between  professionals  from  different  backgrounds 
as  they  serve  emotionally,  physically,  and  spiritually 
troubled  persons  in  hospitals  and  community.  Also, 
the  program  has  cooperated  in  developing  other 
non-medical  programs  which  support  people 
through  life  crises.  The  program  seeks  to  expand 
the  educational  and  service  offerings  throughout 
the  State  of  Rhode  Island.  Comments  from  physi- 
cians and  other  interested  parties  are  welcome. 

Interfaith  Health  Care  Ministries 
Rhode  Island  Hospital 

Providence,  Rhode  Island  02902  H 
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IV.  The  Samaritans 


Carolyn  Benedict-Drew 


There  were  110  reported  deaths  by  suicide  in  Rhode 
Island  in  1978.  The  additional  number  of  suicide 
attempts  and  threats,  as  well  as  the  distress  of  the 
involved  family  and  friends,  adds  up  to  a problem 
of  vital  importance  affecting  a large  number  of 
people.  The  table  below  contains  suicide  rates  for 
the  United  States  for  the  years  of  1968  to  1978. 
Rhode  Island’s  suicide  rate  was  consistently  below 
the  national  average  up  to  1976,  when  for  the  first 
time  the  Rhode  Island  rate  exceeded  that  of  the 
United  States  (Table  1 ) . 

In  1977  the  Rhode  Island  rate  of  15.2  was  21.6 
per  cent  higher  than  the  national  rate  of  12.5.  In 
1978  the  Rhode  Island  rate  again  dropped  below 
that  of  the  United  States  (11.8  as  opposed  to  11.9). 
The  Rhode  Island  average  rate  for  the  past  five 
years,  12.3,  was  66.2  per  cent  higher  than  the 
average  of  7.4  for  the  previous  five  years. 

The  Samaritans  of  Rhode  Island  is  a suicide  pre- 
vention center  established  with  the  intent  of  be- 
friending the  lonely,  depressed,  and  suicidal.  The 
Providence  Samaritan  center,  located  at  33 
Chestnut  Street,  is  based  on  a model  developed  in 
England  in  1953  by  Chad  Varah.  Internationally, 
Samaritans  consists  of  more  than  20,000  men  and 
women  who  dedicate  twenty-nine  hours  a month  to 
the  prevention  of  suicide  in  more  than  30  countries. 
Theirs  are  the  quiet,  unhurried  voices  which,  at  any 
hour  of  the  day  or  night,  any  day  of  the  year,  answer 
the  emergency  telephone  with  the  words,  “Samari- 
tans, can  I help  you?”  Because  of  the  devotion  of  the 
many  volunteers,  the  lives  of  many  have  been  saved. 
In  Great  Britain,  where  there  are  167  Samaritan 
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centers,  the  rate  of  suicide  has  dropped  by  34  per 
cent  in  the  last  ten  years. 

The  Samaritans  of  Rhode  Island  opened  its  doors 
in  September  1978.  To  date  they  have  trained  over 
140  volunteers  and  have  served  over  3000  people. 
Befrienders  International  (the  parent  orga- 
nization) has  predicted  that,  if  the  Providence 
Branch  follows  the  pattern  of  growth  of  branches  in 
cities  of  similar  size  in  England,  our  volume  of 
service  will  double  in  two  to  three  years. 


Table  1.  Suicides  and  Rate  Per  100,000  Population 
in  Rhode  Island  and  United  States,  1968-1978 


Rhode  Island  Suicides  Unite  States  Suicides 


# 

Rate 

Rate 

1968 

63 

6.9 

10.7 

1969 

56 

6.0 

11.1 

1970 

74 

7.8 

11.6 

1971 

81 

8.4 

11.7 

1972 

63 

6.5 

12.0 

1973 

79 

8.2 

12.0 

1974 

104 

11.1 

12.1 

1975 

102 

11.0 

12.7 

1976 

112 

12.1 

11.7 

1977 

142 

15.2 

12.5 

1978 

110 

11.8 

11.9 

Source;  Rhode  Island  Department  of  Health 


Program  Delivery 

Clients  contact  The  Samaritans  directly  by 
telephone,  letter,  or  visit.  Two  emergency  lines  are 
maintained  24  hours  a day,  365  days  a year,  by 
trained  volunteers.  The  center  is  open  every  day 
from  9 a.m.  to  5 p.m.  for  clients  to  visit  with  or 
without  an  appointment. 


January,  1981  — Vol.  64 


43 


Being  able  to  call  or  come  in  as  needed  is  enough 
for  many  clients.  Others  also  need  referrals  for 
medical,  professional,  or  practical  help.  Some 
clients  are  helped  by  long-  or  short-term 
befriending  in  a supervised  supportive  relationship 
with  a Samaritan  volunteer. 

The  Samaritans  will  call  a suicidal  person  at  the 
recommendation  of  a third  party  if  the  risk  of 
suicide  seems  urgent,  and  the  person  at  risk  is 
receptive  to  our  calling  but  unable  or  unlikely  to 
make  the  call  personally. 

Befriending 

Samaritan  “befriending”  is  simply  the  offering  of 
friendship  by  one  ordinary  human  being  to  another 
at  a time  of  crisis  or  loneliness.  Befriending  takes 
place  on  the  telephone,  in  the  Center,  or  perhaps 
outside  the  Center  in  a “Special  Befriending”  rela- 
tionship arranged  by  the  Director  between  a 
particular  client  and  a particular  Samaritan. 

Befriending  is  both  more  and  less  than  ordinary 
friendship.  It  is  more,  because  it  is  available  24 
hours  a day,  7 days  a week.  Confidentiality  is  guar- 
anteed. It  accepts  in  friendship  people  who  might 
not  be  chosen  as  friends  apart  from  their  need.  It  is 
less,  because  it  is  not  mutual.  The  befriender  does 
not  give  his  or  her  surname,  address,  or  phone 
number.  The  relationship  is  limited  to  the  duration 
and  extent  of  the  client’s  need,  and  is  supervised  by 
the  Director.  Befriending  is  not  counseling.  It  is  not 
a substitute  for  psychotherapy,  medical  treatment, 
or  specialized  help.  Nor  is  befriending  an  occasion 
for  religious  or  any  other  kind  of  proselytizing. 
Befriending  is  not  forced  on  anyone.  Samaritans  do 
not  intrude  on  persons  who  have  not  sought  their 
help  directly,  and  they  do  not  take  action  on  a 
client’s  behalf  without  his  or  her  consent.  The  client 
makes  his  or  her  own  decisions  and  is  free  to  reject 
help  or  break  contact  at  any  time  without  fear  of 
being  sought  out  against  his  or  her  will . 

The  client  will  take  from  the  volunteers  what 
she/he  needs.  What  the  volunteer  says  or  doesn’t  say 
is  not  as  important  as  how  it  is  said.  If  the  volunteer 
can’t  find  the  right  words,  but  feels  genuinely 
concerned,  his  or  her  voice  and  manner  will  convey 
this. 

The  Samaritan  deals  with  the  person  not  just  with 
the  problem.  The  Samaritan  makes  a relationship 
from  which  the  client  can  gain  support  and 
strength.  They  exchange  first  names,  establish  a 
feeling  of  trust  and  emotional  rapport.  Depressed 
persons  may  be  withdrawn  and  difficult  to  be  with. 
They  may  be  deprived  of  understanding  and 
sympathetic  listening  by  family  and  friends  when 


they  most  need  it,  and  feel  very  isolated.  The  volun- 
teers always  let  the  clients  know  that  they  are  glad 
they  called,  and  that  they  are  no  longer  alone  with 
their  pain  but  are  with  fellow  human  beings  who 
care,  who  value  them,  and  who  accept  them  as  they 
are,  whatever  their  situation. 

The  volunteers  are  reminded  that  it  is  much  safer 
and  more  comfortable  to  be  offering  help  than  it  is 
to  be  asking  for  it.  The  people  who  call  are  often 
very  vulnerable  and  sensitive  to  rejection.  The 
Samaritan  attitude  of  uncritical,  unconditional 
acceptance  and  respect  can  go  a long  way  toward 
restoring  the  dignity,  confidence,  and  self-esteem 
that  the  client  feels  she  he  has. 

Befriending  is  actually  listening  for  feelings,  as 
well  as  facts,  and  for  what  is  not  said  as  well  as  what 
is  said.  Samaritans  respond  in  ways  that  let  the 
clients  know  that  they  have  been  and  are  being 
understood.  Samaritans  know  that  there’s  no  rush 
and  allow  the  clients  to  unburden  without  inter- 
ruption. 

The  Samaritans  show  interest,  and  invite  the 
clients  to  continue  without  directing  the  course  of 
the  conversation,  perhaps  away  from  what  the 
clients  want  to  talk  about.  “Tell  me  about  it?”  “Go 
on.”  “Mmm.”  Simple,  direct  questions  (“What’s 
happened?”)  are  less  threatening  than  complicated, 
probing  ones. 

Samaritans  steer  toward  the  pain  by  giving  the 
clients  a chance  to  express  their  feelings anger, 
despair,  fear,  guilt,  anxiety,  suicidal  feelings,  and 
depression.  Volunteers  pick  up  on  non-verbal 
cues  — sighs;  crying;  that  low,  flat  depressed  voice; 
nervous,  agitated  speech  and  respond  to  them. 
Sometimes  they  have  to  provide  an  opening,  and 
give  the  clients  permission  to  tell  them  about  the 
private,  painful,  things  that  so  many  other  people 
don’t  want  to  hear.  (“You  sound  depressed.  What’s 
the  matter?”)  Intellectual  questions  (“Why  do  you 
think  you  feel  that  way?”)  avoid  feelings  that  are 
frustrating  and  inhibiting  and  may  put  people  on 
the  defensive. 

The  befriender  trys  to  see  and  feel  things  from  the 
client’s  point  of  view.  The  volunteer  is  always  on  the 
side  of  the  caller,  not  on  the  side  of  the  people 
she/he  may  be  hurting,  even  if  it  means  suspending 
ones  own  biases  and  judgments.  Samaritans  respond 
to  the  clients’  feelings,  even  if  the  causes  they 
present  seem  irrational  or  unlikely.  Client:  “My 
daughter-in-law  is  trying  to  poison  me.” 
Samaritan  : “How  frightening  for  you  to  feel  that.” 

Having  the  Samaritans’  time,  attention,  and 
concern  may  not  seem  enough,  but  having  someone 
to  talk  to,  in  confidence,  at  any  time  of  the  day  or 
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night,  with  no  strings  attached  may  he  a real  luxury 
for  the  client,  and  may  be  all  that  is  needed  to 
restore  confidence  and  ability  to  cope. 

Non-Suicidal  Clients 

A relatively  small  percentage  of  our  clients  are 
actively  suicidal  at  any  one  time;  most  however  are 
acutely  unhappy.  One  cannot  be  certain  that  in  any 
given  case  an  acutely  unhappy  person  may  not  be 
driven  to  despair,  tbence  to  suicide  should  help  not 
be  forthcoming  at  an  early  stage. 

Samaritans  receive  their  clients  with  warmth, 
concern,  and  acceptance.  It  is  not  simply  the  stark 
difference  between  living  and  dying  that  is 
important,  but  also  the  quality  of  life. 

Helping  People  Through  a Crisis 

The  threshold  of  suffering  differs  from  one  person 
to  another.  What  might  seem  trivial  to  one  could  be 
the  cause  of  acute  distress  to  another.  Some  clients 
are  temporarily  defeated  by  life;  some  unfortun- 
ately are  chronically  incapable  of  meeting  the 
demands  and  stresses  of  living,  and  crisis  follows 
crisis.  For  these  clients  we  must  be  content  to  be 
available  as  a prop  only  in  times  of  crisis,  and  to 
withdraw  in  the  interval.  If  we  did  more  than  this, 
we  would  not  have  time  to  perform  our  proper 
functions  of  helping  the  suicidal  and  despairing, 
and  might  moreover  harm  some  people  by  allowing 
them  to  become  too  dependent  on  us. 

Professional  Support 

Our  relationship  with  mental  health  professionals 
and  social  service  agencies  has  been  carefully  built 
up  and  nurtured,  so  that  on  the  whole.  The 
Samaritans  are  not  regarded  by  the  professional 
services  as  interfering  amateurs,  but  as  a 
complementary  service. 

We  do  not  attempt  to  diagnose  illness,  but  we  do 
need  to  recognize  cases,  where  medical  treatment 
may  be  vital,  or  perhaps  desirable.  Samaritans  en- 
couragement and  support  may  enable  a client  to 
seek  medical  attention  which  she/he  feels  is  too  dif- 
ficult or  hopeless  to  seek  of  her  or  his  own  accord. 
Samaritan  support  may  continue  alongside  medical 
treatment  and  supplement  it.  In  the  same  way,  the 
Samaritans  may  help  and  encourage  clients  to 
obtain  help  from  appropriate  social  service  agencies 
in  the  state. 

No  Samaritan  contact  is  made  on  a client’s  behalf 
without  first  obtaining  the  client’s  permission  and 
consulting  the  home  leader. 


Confidentiality 

The  use  of  first  names  for  volunteers  is  not  an  affec- 
tation, but  a practical  way  of  maintaining 
anonymity  for  the  protection  of  both  client  and 
volunteer. 

A prospective  caller  may  be  put  off  from  seeking 
Samaritan  help  if  she/he  knows  someone  who  is  a 
volunteer.  Volunteers  are  asked  to  reveal  their 
membership  in  Samaritans  only  to  family  members 
or  to  others  who,  for  practical  reasons,  need  to  know 
about  it. 

No  information  given  to  the  Samaritan  by  a 
client  can  be  passed  on  to  anyone  outside  the  center 
without  the  client’s  permission,  including  the  fact 
that  the  client  has  contacted  us,  or  the  information 
that  a client  has  not  contacted  us.  Anyone  asking 
for  information  about  a client  must  be  told,  “I’m 
sorry,  we  don’t  give  any  information  about  anyone 
who  comes  to  us.” 

Findings 

The  most  critical  question  is:  Are  The  Samaritans 
attracting  the  right  clients,  that  is,  potential 
suicides?  The  answer  is : So  far,  yes. 

More  than  3000  people  have  called  The  Samari- 
tans since  the  center  opened  in  September,  1978. 
The  average  number  of  daily  calls  is  75.  Of  the  909 
new  contacts  in  the  last  six  months  of  1979,  37.0  per 
cent  mentioned  suicidal  thoughts  and  impulses,  and 
16.2  per  cent  had  made  definite  plans  for  suicide  at 
the  time  of  first  contacting  The  Samaritans.  Nearly 
20  per  cent  had  made  previous  attempts,  and  7.8 
per  cent  were  making  a suicide  attempt  at  the  time 
they  called;  7.1  per  cent  were  worried  about  a 
suicidal  friend  or  relative,  and  26  people  called  who 
had  lost  someone  through  suicide. 

Indications  of  suicide  risk  mentioned  during  the 
first  call  were;  depression  (37.5  per  cent)  ; low  self- 
esteem (19.7  per  cent)  ; isolation  (27.8  per  cent)  ; 
anxiety  (24.4  per  cent)  ; broken  relationship  (40.8 
percent);  despair  (12.2  per  cent)  ; rejection  (11.8 
per  cent)  ; illness,  injury  or  pain  (7.7  per  cent) 
recent  loss  (14.1  per  cent);  and  drug  or  alcohol 
abuse  (22.8  per  cent) . 

Call  satisfaction  is  difficult  to  measure  statisti- 
cally. Although  one  out  of  six  callers  continues 
contact  with  The  Samaritans  beyond  the  first  call, 
many  persons  stop  calling  when  things  improve.  We 
are,  however,  seeing  an  increase  in  the  number  of 
persons  who  heard  of  The  Samaritans  through  a 
friend  who  was  helped  or  through  a referral  from 
other  agencies. 
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Television  publicity  reached  409  clients  in  the  last 
six  months  of  1979.  In  addition  to  public  service 
messages  on  all  radio  and  television  stations,  The 
Samaritans  were  guests  on  8 radio  interview 
programs  and  7 television  shows  in  1979. 

Selection  and  Preparation  of  Volunteers 

Prospective  volunteers  are  interviewed  once  by  the 
volunteer  coordinator  and  once  by  the  director. 
Following  the  interviewing  process  approximately 
65  per  cent  of  the  applicants  are  accepted  into  the 
six-week  preparation  course.  After  each  class  a 
report  is  written  on  each  volunteer  with  regard  to 
her/his  overall  ability  to  cope  with  the  strain  of 
crisis  intervention.  Upon  completion  of  the  third 
class  individual  interviews  are  arranged  with  the 
director,  at  which  point  the  prospective  volunteer  is 
given  an  opportunity  to  discuss  any  problems  she/he 
may  be  experiencing.  During  this  meeting  approxi- 
mately 15  per  cent  of  the  prospective  volunteers 
withdraw  from  the  program  or  are  dismissed  by  the 
director.  Those  who  are  accepted  into  the  program 
start  a 12-week  probationary  period  and  begin  shift 
duties  at  the  center.  For  these  first  shifts  volunteers 
are  allotted  a shift  leader  to  teach  them  the  routine 
procedures  and  to  help  them  with  all  aspects  of  the 
work.  During  the  first  few  shifts,  the  new  volunteers 
may  be  observers  only,  learning  office  procedures 
and  observing  the  work  done  at  the  center,  but 
having  no  immediate  contact  with  clients. 

The  Preparation  Program 

The  Samaritans  use  the  word  “preparation”  rather 
than  “training”  not  as  an  affectation  but  as  a 
deliberate  reflection  of  our  approach  to  Samaritan 
work. 

There  is  no  such  thing  as  a “trained”,  “qualified”, 
or  “professional”  Samaritan.  Some  have  had  more 
experience  than  others,  and  all  volunteers  continue 
to  learn  from  experience.  To  this  extent  Samaritan 
training  starts  when  a volunteer  goes  on  duty  and 
does  not  end  until  a volunteer  stops  being  a Samari- 
tan. 

The  course,  therefore,  is  a preparation  for  the 
work.  It  is  designed  to  prepare  new  volunteers  for 
the  situations  they  are  likely  to  encounter  and  the 
ways  in  which  Samaritans  respond.  The  primary 
goal  of  the  preparation  is  to  promote  in  new  volun- 
teers a heightened  awareness  of  themselves  and  their 
own  attitudes,  and  a better  understanding  of  the 
darker  varieties  of  human  experience. 

It  is  not  enough  to  be  compassionate,  or  to  be 
informed.  Volunteers  need  to  be  aware  of 


themselves  and  of  their  own  attitudes,  because 
within  the  Samaritan  framework  each  volunteer  is 
reaching  out  in  his  or  her  own  particular  way  to 
another  person  in  distress.  This  is  the  essence  of 
Samaritan  work. 

The  Organization  of  the  Providence  Branch 

The  Executive  Director  is  responsible  for  the  overall 
running  of  the  branch  within  the  framework  of  the 
international  principles.  She/he  is  the  ultimate 
decision-maker.  She/he  must  ensure  that  the 
branch  is  operating  as  effectively  as  possible  to  the 
advantage  of  every  client  who  contacts  it.  The  needs 
of  the  client  are  paramount  and  are  the  sole  reason 
for  the  existence  of  the  branch.  She/he  also  has 
responsibility  for  the  relationship  of  the  branch  to 
the  community,  of  the  branch  to  the  national 
executive,  and  between  volunteers. 

Much  of  the  day-to-day  supervision  of  the  branch 
is  delegated  to  the  Volunteer  Coordinator  and  the 
Home  Leaders.  The  main  functions  of  the 
Volunteer  Coordinator  are  to  support,  consult  with, 
and  inform  the  Director,  and  to  co-ordinate  the 
work  of  the  branch. 

The  home  leaders  are  chosen  by  the  Director 
from  among  the  more  experienced  volunteers. 
Their  function  is  to  provide  continuity  of  care  for 
the  clients  by  being  available  to  volunteers  for  con- 
sultation and  support.  Each  client’s  case  is  in  the 
charge  of  one  of  the  home  leaders,  whose  job  it  is  to 
make  sure  that  the  client  will  receive  appropriate, 
consistent,  and  continuing  support  and  care 
from  every  volunteer  with  whom  she/he  comes  in 
contact.  A volunteer  who  has  talked  to  a new  client 
will  discuss  the  case  with  the  home  leader,  and 
together  they  will  decide  upon  what  seems  to  be  the 
best  way  to  help  the  client.  A volunteer  will  consult 
with  the  home  leader  when  there  is  anxiety  about  an 
existing  client,  indecision  about  the  way  ahead,  or 
new  information  is  uncovered. 

The  Providence  Branch  consists  of  just  over  60 
volunteers,  a Director,  a Volunteer  Coordinator, 
and  ten  home  leaders.  The  center  phones  are 
answered  day  and  night  every  day  of  the  year.  The 
day  is  divided  into  shifts,  usually  with  two  persons 
on  duty  for  each  shift. 

The  minimum  commitment  we  require  of  volun- 
teers is  one  five-hour  shift  per  week,  one  overnight 
shift  per  month,  attendance  at  the  monthly  staff 
meetings,  and  willingness  to  undertake  the 
continuing  befriending  of  a client. 

In  addition  to  the  two  volunteers  on  duty  at  the 
center,  one  of  the  home  leaders  is  on  call  at  home. 
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The  home  leader  is  available  for  consultation  with 
the  volunteers  at  the  center  and  ready  to  come  to 
the  center  immediately  if  help  is  needed.  The  home 
leader’s  experience  may  lead  to  a decision  to  go  to  a 
client  in  emergency  or  arrange  for  someone  else  to 
do  so.  New  cases  presenting  during  the  home 
leader’s  spell  of  duty  become  her  or  his  ongoing 
responsibility  as  already  described. 

The  branch  also  has  professional  consultants  to 
whom  the  Director  can  turn  for  expert  advice  on 
financial,  legal,  or  psychiatric  matters.  She/he 
maintains  working  relationships  with  governmental 
services,  hospitals,  private  doctors,  and  other  volun- 
tary organizations. 

Future  plans  include  implementing  a program  at 
the  Adult  Correctional  Institutions.  The  Samari- 


tans hope  to  train  inmates  to  befriend  potentially 
suicidal  detainees.  Initial  plans  are  underway  to 
train  bridge  attendants  befriending  techniques  to 
use  when  someone  attempts  to  jump  off  a bridge. 

The  Samaritans’  program  is  designed  to  meet  the 
needs  of  many  people.  As  the  stress  of  society 
increases,  the  number  of  calls  increases  at  the 
Samaritan  Center.  As  one  client  remarked  during  a 
3 a.m.  call,  “I  never  thought  I’d  call  a crisis  line, 
but  thank  God  you  are  there.  I think  I want  to  die.” 


The  Samaritans 
33  Chestnut  Street 
Providence,  R.  I.  02903 


For  Rent 

Barrington:  147  County  Road. 

LAND  — ESTATE  QUALITY.  8 ACRES. 

Ideal  location  for  professional,  medical 

PRIVATE,  DRY,  WOODED.  BEST  AREA 

andlor  dental  office.  1100  square  feet.  Also 

IN  SEEKONK  $42,000. 

possibility  of  sharing  another  medical  suite  on 
a part-time  basis.  Off-street  parking.  Call  247- 
0130 

(617)  357-7382  WEEKDAYS 
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Library,  Acquisitions  Div 
University  of  California 
San  Francisco,  CA  94143 
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Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium*(diazepam/Roche)  has  impor- 
tant olinical  and  pharmaoological  implica- 
tions, Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
Penefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
alf-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
^ daily  when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping, 

^Sellers  EM:  Drug  Mefab  Rev  1978 


m ttiE  managEfTiEnt  of 
agmptoma  of  a nxiatg 


y^uml 


'2-mg,  5-mg,  10-mg  scored  tablets 


effective  therapy  through 

efficient  pharmacodynamics 


Before  prescribing,  please  see  summary  of  producf  information  on  nexf  page 


dBZEpam/RactiE 


Before  prescribing,  piease  consult  compiete 
product  information,  a summary  of  which 
foilows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  adiunctively  m skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athe- 
tosis. stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use.  that  is.  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
m patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  m frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  tor  at  least  several  months 
After  extended  therapy  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor 
tranquiiizers  during  first  trimester 
shouid  aimost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate Its  action  Usual  precautions  indicated  m 
patients  severely  depressed  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria  jaundice,  skin  rash 
ataxia,  constipation  headache  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia. laundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


Needed: 

ENT 

Urologists 


ATWOOD 
MEDICAL  CENTER 

1524  ATWOOD  AVENUE 
JOHNSTON,  Rl  02919 

Immediate  occupancy  in  the  finest 
medical  offices  in  New  England. 
Total  sq.  ft.  - 43,000 
Parking  - 300  cars. 

Call:  CARL  F.  DeLUCA,  MD 

274-2910 


OO  D 
PE 


t1? 


CEN 

p.  o. 


(401)-397-5029 


TER 

BOX  470 


EAST  GREENWICH, 

RHODE  ISLAND  02818 


A passive  energy  building  — an  active 
alcohol  intervention  program. 

Residential,  non-residential,  educational. 
Family  oriented.  Professional. 

For  the  people  you  really  care  for  — 
whether  in  moderate  severe,  or  severe 
and  chronic  alcohol  trouble. 


, , Roche  Laboratories 

.ROCHE  > Divisiori  of  Hoftmann-La  Roche  Inc. 
^ Nutley,  New  Jersey  07110 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


8riel  Summary 

Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae,  and  S 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication;  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  (he  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENiCITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  supennfection 
occurs  during  therapy,  appropriate  measures  should 
betaken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  m transfusion  cross-matching 
procedures  when  antiglobulm  tests  are  performed  on 
the  minor  side  or  m Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive  reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict  s and  Fehling's 
solutions  and  also  with  Climtesf  tablets  but  not  with 
Tes-Tape''  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  ihe  fetus 

Usage  m /n/ancy— Safety  of  this  product  for  use 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  m about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— ^fans^\ory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
WepaOc— Slight  elevations  in  S60T.  S6PT.  or 
alkaline  phosphatase  values  (1  in  40) 

Wemafopo/ef/c— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [losoeon] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS 
pneumoniae  or  H influenzae  ® 

Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  pemcillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Additional  information  available  to 
the  profession  on  request  from 
Ell  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

EM  Lilly  industries,  Inc. 

Carolina,  Puerto  Rico  00630 


100061 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’*^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H,  influenzae.  S,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 

^clor* 

oefodor 

Pulvules®,  250  and  500  mg 
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Bkckstone 


Easier  for  you,  nicer  for  them. 


• Same- Day  Surgery  facilities  for  general  surgeons, 
gynecologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• General  anesthesia 

• Block  hookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  ambulu' 
tory  surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory  Surgical  Care 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 
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Are  you 
protected  from 
employee  embezzlement? 

The  Office  Protection  Plan  (TOP)  gives  you  one 
low-cost  policy  that  covers: 

• Destroyed  accounts  receivable 

• Employee  dishonesty  and  embezzlement 

• Destroyed  patient  charts 

• Office  liability 

• Personal  injury 

• Office  equipment 

• Practice  interruption 

Plus  many  other  significant  risks  faced  by 
physicians.  And  TOP  covers  these  risks  fully  . . . 
adequately  ...  so  you  need  not  worry  again 
about  loss.  For  more  information  on  TOP,  call 
Don  Marcum  at  (401)  421-6900. 


ESTABLISHED  1879 

Starkweather  & Shepleymc 

Representing  the  World’s  Major  Insurance  Companies 

155  South  Main  Street,  Providence,  RI  02903  Telephone  (401)  421-6900 


antianxiety/antisecretory/  antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome* 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications;  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis. 

Final  cias.sification  of  the  less-than- 
effecti  -e  indications  requires  further 
investigation 

Contraindications;  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity fo  chlordiazepoxide  HCi  and/or 
clidinium  Bromide 

Warnings;  Cau'ion  oatients  about  possible  com- 
bined effects  ri  •'  a cohoi  ar-d  other  CNS 
depressants,  a,'  o aga  'sr  r.azardcus  occupations 
•equiring  comp  e’a  "enra:  aietnes.s  /e  g operat- 
'd machinery,  / 'g)  ^‘^yvcai  and  psychoiogi- 
ca  dependence  'a-e  /-■eoo'^ed  on  -eo-om ^-vended 
dr/vas,  but  use  ca  ,"  on  - adn-  ' w - g ..  C' 

'cr  ^c'diazepoxide  -'ii.  Poc-ce,  to  'tr-'tu'  add  o 


tion-prone  individuals  or  those  who  might  increase 
dosage:  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur 

Precautions;  In  eiceri/  and  deb'i.tated,  limit  dos- 
age to  sm.aiie.s?  effective  .amount  to  preclude 
ataxia,  ove'seoation  confusion  (no  rnore  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  toieratedj  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  wTh 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protect' ve  measures 
'''ecessary  Variable  effects  on  blood  coaguia''on 
reported  very  rarely  in  patients  receiving  'he  o'ug 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions;  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax,  When  chlordiazepoxide  HCi 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated  avoid- 
able in  most  cases  by  proper  dosage  ad|ustment 
but  also  occasionally  observed  at  lowe'  dosage 
ranges.  Syncope  reported  in  a few  instances  Aiso 
encountered,  isolated  instances  of  skm  eruptons, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms  ncreased 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
laundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  /,e,,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  o'her  spasmolytics  and/or  low  residue  . 
diets 


<s> 


Roche  Products.  Inc 
Manati,  Puerto  Rico  00701 


"We're  together  because  Dr.  Benson 
recommended  home  health  care." 


Home  health  care  is  an  excel- 
lent alternative  when  your  patients 
cannot  fully  care  for  themselves,  yet 
do  not  need  to  be  in  a hospital  or 
nursing  home.  They  can  enioy  the 
comforts  of  home  and  family  while 
receiving  the  care  they  need,  often 
at  a cost  far  below  that  of  institu- 
tional care.  And  you  are  always  in 
full  control  of  the  plan  of  care. 

Each  year,  thousands  of  people 
receive  care  at  home  from  Upjohn 
Healthcare  Services^.^  We  employ 
nurses,  nurse  assistants,  home 
health  aides,  homemakers  and 
companions. 

We're  the  nation's  leading  pri- 
vate provider  of  home  health  care, 
with  hundreds  of  offices  through- 
out the  United  States  and  Canada. 
Many  of  our  offices  are  licensed 
to  provide  services  covered  by 
Medicare. 

Upjohn  Healthcare  Services  is 
a service  program  of  The  Upjohn 
Company,  a name  you  and  your  pa- 
tients can  trust.  For  free  home  health 
care  information  packets  you  can 
give  to  your  patients,  please  send  us 
the  coupon  below.  Or  call  our  office 
nearest  you,  listed  in  the  white 
pages  of  your  telephone  directory. 

UPJOHN 
HEALTHCARE 
SERVICES  " 


Name 

Address ^ 

City iState Zip 

Mail  to;  Upjohn  Healthcare  Services 
Dept.  SJG 
3651  Van  Rick  Drive 
Kalamazoo,  Michigan  49002 

HM-6743  ©1981  Upjohn  Healthcare  Services,  Inc. 


r' 


Let  us  help  you  tell  your  patients  about 
home  health  care. 


Please  □ send  me  10  free  home  health 
care  information  packets 
□ have  your  service  director 
call  me 


CONTINUING  MEDICAL  EDUCATION  CALENDAR 


-ebruary  — June,  1981 


'his  Continuing  Medical  Education  Calendar  is  prepared  by  the  Office  of  Continuing  Medical  Education,  Brown  Univer- 
:ity,  in  cooperation  with  the  Rhode  Island  Medical  Society  Educational  and  Scientific  Board. 

'Contributing  hospitals  are  Kent  County  Memorial  Hospital;  The  Memorial  Hospital;  The  Miriam  Hospital;  Morton 
hospital,  Taunton,  Massachusetts ; Newport  Hospital;  Newport  Naval  Regional  Medical  Center;  Rhode  Island 
hospital;  Roger  Williams  General  Hospital;  St.  Anne’s  Hospital,  Fall  River,  Massachusetts;  St.  Joseph  Hospital;  VA 
Medical  Center,  Women  and  Infants  Hospital;  and  Woonsocket  Hospital. 


Regularly  Scheduled  Hospital  Lectures 


INQUIRIES:  Dr.  Lamb 

Kent  County  Memorial  Hospital  737-7000x303 


^ Credit 

R Hours 

Day 

Time 

Place 

B' 

MEDICAL  EDUCATION  PROGRAM  (1) 

JANUARY  23  “ALLERGY  — ASTHMA” 

presented  by  J.  Loughlin,  MD 

Fridays 

11:30  am 

Doctors  Aud  A 

JANUARY  30 
FEBRUARY  6 

=EBRUARY13 
FEBRUARY  27 


“IV  HYPERALIMENTATION” 

presented  by  Klaus  Haas,  MD,  Gen  Surg,  Kent  County  Mem  Hosp 
“HYPERTENSIVE  CRISIS  AND  MANAGEMENT  OF  EVERYDAY  HYPERTENSION” 

presented  by  Donald  G.  Vidt,  MD,  Head,  Clin  Sect,  Dept  of  Hypertension  and  Nephrology,  Cleveland 
Clinic 

“USE  OF  BODY  SCANS” 

“MENOPAUSE  AND  REPLACEMENT  ESTROGENS” 

presented  by  Allen  DeChreney,  MD,  Assoc  Prof,  OB/GYN,  Yale  Univ 


MARCH  6 
MARCH  13 
MARCH  20 
MARCH  27 

|PRIL3 

?' 

|PRIL  10 

h 

APRIL  24 


“ARTHRITIS” 

presented  by  Charles  Barbera,  MD 
“ELECTROLYTES” 

presented  by  Dr.Tifft,  Assoc  Prof  of  Med,  Internist/Nephrologist,  Boston  Univ 
“THE  JAUNDICED  PATIENT  — PART  I” 

presented  by  Jerome  Walsh,  MD,  Gastroenterologist,  Kent  County  Mem  Hosp 

“RESPIRATORY  CARE:  NEED  VERSUS  ROUTINE  — IPPB  — VENTILATORY  REQUIRED  RESPIRATORY 
CARE  ORDERS” 

presented  by  Robert  E.  Baute,  MD,  Dir,  Resp  Serv,  Kent  County  Mem  Hosp 

“CPC  SURGERY”  . 

presented  by  Joseph  Hansagi,  MD,  Chief,  Dept  of  Lab  Med,  Kent  County  Mem  Hosp  and  Louis  N. 
Pernokas,  MD,  et  al,  Gen  Surgeon,  Kent  County  Mem  Hosp 

“ACUTE  GASTROINTESTINAL  BLEEDING  — Gl  — PART  II” 

presented  by  Antoine  Hadamard,  MD,  Endoscopist,  Kent  County  Mem  Hosp;  Peter  Baute,  MD,  Surgeon, 
Kent  County  Mem  Hosp  and  V.  Erbug,  MD,  Radiologist,  Kent  County  Mem  Hosp 

“SPORTS  INJURIES  — PART  I” 

presented  by  William  Garrahan,  MD,  Orthopedist,  Kent  County  Mem  Hosp 


The  Miriam  Hospital 

MEDICAL  GRAND  ROUNDS 


(1)  Thursdays  11:00  am 


INQUIRIES:  Ms.  R] 
274-3700  X i 

Sopkin  Aud 


JANUARY  22 

FEBRUARY  12 
FEBRUARY  26 

MARCH  12 

MARCH  26 

APRIL  9 


“ASSISTED  BREATHING  AND  CARDIAC  OUTPUT” 

presented  by  Frederick  Hoppin,  MD,  Assoc  Prof  of  Med  and  Physiology,  Brown  Univ;  Dir,  Div 
Pulmonary  Med,  The  Memorial  Hosp 

Presentation  by  Walter  C.  Quevedo,  Prof  of  Biology,  Brown  Univ 
“EPIDEMIOLOGY  OF  DIABETIC  COMA” 

presented  by  Gerald  Faich,  MD,  Clin  Asst  Prof,  Brown  Univ;  Assoc  Dir,  Rhode  Island  Dept  of  Health 
“PROPHYLACTIC  USE  OF  ANTIBIOTICS” 

presented  by  Stephen  C.  Schoenbaum,  MD,  Asst  Prof,  Harvard  Med  Sch 

“HYPEROSMOLAR  NONKEGOTIC  STATE” 
presented  by  George  Cahill,  MD,  of  the  Joslin  Clinic 

“THE  PRIMARY  PREVENTION  OF  HYPERTENSION” 

presented  by  Lot  B.  Page,  MD,  Chief  of  Med,  Newton-Wellesley  Hosp;  Prof  of  Med,  Tufts  Univ  Sch,, 
Med 


APRIL  23  “CHRONIC  OBSTRUCT  PULMONARY  DISEASE:  AN  UPDATE” 

presented  by  Gordon  Snider,  MD,  Prof  of  Med,  Chief,  Pulmonary  Sect,  Boston  Univ  Sch  of  Med;  t 
Pulmonary  Serv,  Boston  VA  Med  Ctr 

MAY  14  To  be  announced 

presented  by  Ralph  R.  Weichselbaum,  MD,  Dir  of  Radiation  Therapy,  Peter  Bent  Brigham  Hosp 


MAY  28  “THE  NATURAL  HISTORY  OF  CORONARY  ARTERY  DISEASE” 


presented  by  Kenneth  Kent,  MD,  Head,  Cardiovascular  Diagnosis,  Cardiology  Branch,  National  He| 
Lung,  & Blood  Inst,  NIH. 


Morton  Hospital 

Taunton,  Massachusetts 


INQUIRIES:  Ms.  Klj 
617  824-6911  xS 


CONTINUING  MEDICAL  EDUCATION  (2)  3rd  Wednesday  8:00  am  Conf  Rm 

LECTURES 


JANUARY  21 
FEBRUARY  18 

MARCH  18 

MAY  20 
JUNE  17 


“THROMBOSIS” 

“PRECUTANEOUSTRANSLUMINAL  CARDIOLOGICAL  ANGIOPLASTY” 
presented  by  David  O.  Williams,  MD,  Asst  Prof  of  Med,  Brown  Univ 

“EVALUATION  — T.I.A.” 
presented  by  Robert  Flynn,  MD 

“NUTRITION  IN  THE  CANCER  PATIENT” 

“VD  UPDATE” 


Newport  Hospital  inquiries:  Mrs.  CransU 

846-64( 

MEDICAL  EDUCATION  LECTURES  (2)  Tuesdays  8:00  pm  Rm  A 

Monthly  Sheffield  Bldg 

FEBRUARY  17  “USE  AND  ABUSE  OF  CEPHALOSPORINS  AND  CHLOROMYCETIN” 

presented  by  Georges  Peter,  MD,  Assoc  Prof  of  Ped,  Brown  Univ;  Dir,  Div  of  Inf  Dis,  Rhode  Island  Hosp 

APRIL  21  “EARLY  RECOGNITION  AND  MANAGEMENT  OF  THE  SKIN  MANIFESTATION  OF  CANCErI 

INFECTIONS,  AND  SYSTEMIC  DISEASES”  I 

presented  by  Charles  J.  McDonald,  MD,  Prof  of  Med,  Brown  Univ;  Chmn,  Dept  of  Dermatology,  Rofli 
Williams  Gen  Hosp 


Newport  Naval  Regional  Medical  Center 

Wednesdays  3:00  pm 


INQUIRIES:  Mrs.  Leona 


CONFERENCE  LECTURES 


(2) 


Command  Conf  Rm 
(Main  Building) 


1 


\NUARY  14 

“POST  TRAUMATIC  PULMONARY  INSUFFICIENCY” 

presented  by  Joseph  M.  Van  De  Water,  MD,  Assoc  Prof  of  Surg,  Brown  Univ 

•:bruary  4 

“PSYCHOLOGICAL  ASPECTS  OF  CHILD  ABUSE” 
presented  by  Peter  Kosseff,  PhD,  Clinical  Psychologist 

•:bruary  11 

“ANTIBIOTICS  (REVIEW,  PROPHYLAXIS,  USE  IN  SPECIFIC  INFECTIONS)” 
presented  by  Georges  Peter,  MD,  Assoc  Prof  of  Ped,  Brown  Univ 

ARCH  4 

“MANAGEMENT  OF  REFLUX  ESOPHAGITIS” 
presented  by  Jose  Behar,  MD,  Asst  Prof  of  Med,  Brown  Univ 

ARCH  11 

“TEMPORAL  LOBE  EPILEPSY” 

presented  by  William  Braden,  MD,  Asst  Prof  of  Psych  and  Human  Behav,  Brown  Univ 

5RIL8 

“TEENAGE  PREGNANCY” 

presented  by  John  R.  Evrard,  MD,  MPH,  Assoc  Prof  of  OB/GYN,  Brown  Univ 

AY  13 

“ESTROGENS” 

presented  by  Milton  Hamolsky,  MD,  Prof  of  Med,  Brown  Univ 

hodG  Island  Hospital  inquiries:  ms.  Ryder 

277-5015 

1ILD  PSYCHIATRY  CONFERENCE  (1)  Tuesdays  1:00  pm  APC-155 


vNUARY  27 

“UPDATE  ON  ‘SOFT  SIGNS’  ” 

presented  by  Edward  Collins,  MD,  Asst  Prof  of  Ped,  Brown  Univ;  Dir,  Ped/Adol  Primary  Care  Unit,  Rhode 
Island  Hosp 

BRUARY  10 

“CHROMOSOME  DISORDERS  AND  MENTAL  DEVELOPMENT” 

presented  by  Dianne  Abuelo,  MD,  Clin  Asst  Prof  of  Ped,  Brown  Univ;  Genetic  Counseling,  Rhode  Island 
Hosp 

:BRUARY  24 

“PSYCHOSOCIAL  ASPECTS  OF  CEREBRAL  PALSY” 
presented  by  Eric  Denhoff,  MD,  Clin  Prof  of  Ped,  Brown  Univ 

'arch  10 

“LANGUAGE  DISORDERS  IN  CHILDREN  - DEFINITIONS  AND  NEUROANATOMICAL  CORRELATIONS” 
presented  by  Louise  Kiessling,  MD,  Dir  of  Ped  Ed,  Pawtucket  Mem  Hosp 

ARCH  24 

“LATEST  TECHNIQUES  OF  TESTING  HEARING  & LANGUAGE  IN  YOUNG  CHILDREN” 

presented  by  J.  Barry  Regan,  EdD,  Dir  and  Janet  Tobin,  MS,  Speech  Path,  Hearing  & Speech  Ctr,  Rhode 

Island  Hosp 

s 

DNSULTATION  LIAISON  LECTURE  SERIES  (1)  Tuesdays  9:00  am  Private  Dining 

I anagement  of  Life-Threatening  Room  1,2,3 

less  Module) 


lvNUARY20 

“THE  ROLE  OF  PSYCHIATRY  IN  THE  MANAGEMENT  OF  LIFE-THREATENING  ILLNESS” 

presented  by  Andrew  E.  Slaby,  MD,  PhD,  MPH,  Prof  of  Psych,  Brown  Univ;  Psychiatrist-in-Chief,  Rhode 

Island  Hosp 

'aNUARY27 

.1 

“THE  CHILD  AND  ADOLESCENT  FACING  LIFE-THREATENING  ILLNESS” 

presented  by  Robert  M.  Tull,  PhD,  Dir,  Prog  in  One  and  Psych,  Rhode  Island  Hosp  and  Stephanie 
LaFargo,  Visiting  Instrof  Ped 

February  3 

“CANCER:  ON  BECOMING  A CHRONIC  ILLNESS” 

presented  by  Arvin  S.  Glicksman,  MD,  Dir,  Dept  of  Rad  One,  Rhode  Island  Hosp 

jEBRUARY  10 

“THE  PROFESSIONAL  WORKING  WITH  LIFE-THREATENING  ILLNESS” 

presented  by  Margo  Inglese-Bieber,  RN,  MPH,  Coordinator,  Crisis  Serv,  Rhode  Island  Hosp 

FEBRUARY  17 

“THE  ADULT  PATIENT  AND  FAMILY  FACING  LIFE-THREATENING  ILLNESS” 
presented  by  Robert  M.  Tull,  PhD,  Dir,  Prog  in  One  and  Psych,  Rhode  Island  Hosp 

i)USE  OFFICERS’  ASSN  (1)  Wednesdays  at  noon  George  Aud 

iJEST  LECTURE  SERIES  (1%)  Fridays  at  10:30  am  George  Aud 


.NUARY21 

1 

“INFLUENZA:  TO  PREVENT  OR  TO  TREAT” 

presented  by  R.  Gordan  Douglas,  MD,  Prof  of  Med  and  Microbiology,  Head,  Infec  Dis  Unit,  Univ  of 
Rochester  Med  Ctr,  Strong  Mem  Hosp,  Rochester,  NY 

■BRUARY  4 

“SYSTEMIC  LUPUS  ERYTHEMATOSUS” 

presented  by  Sara  E.  Walker,  MD,  Assoc  Prof  of  Int  Med,  Arthritis  Div,  and  Rackham  Arthritis  Research 
Unit,  Univ  of  Michigan  Med  Sch 

MARCH  20 

“IS  THERE  ANYTHING  NEW  IN  IRON  DEFICIENCY” 

presented  by  Philip  Lanzkowsky,  MD,  Prof  of  Ped,  Sch  of  Med,  State  Univ  of  NY  at  Stony  Brook 

APRILS 

“COPPER  METABOLISM  — A CLINICAL  STUDY  OF  ANTIPHESIS” 

presented  by  Owen  M.  Rennert,  MD,  Prof  and  Head  Dept  of  Ped,  Univ  of  OK  HIth  Sci  Ctr  | 

APRILS 

“ASPECTS  OF  PATHOGENESIS  AND  THERAPY  OF  PAGET’S  DISEASE” 

presented  by  Stephen  M.  Krane,  MD,  Prof  of  Med,  Harvard  Med  Sch;  Chief,  Arthritis  Unit,  Mass  Gen  Hot 

APRIL  22 

“SIGNIFICANCE  AND  CLINICAL  EVALUATION  OF  PATIENTS  WITH  EOSINOPHILIA”  [ 

presented  by  David  A.  Bass,  MD,  Assoc  Prof  of  Med  Div  of  Inf  Dis  and  Immun,  Wake  Forest  Univ  Bowii 
Gray  Sch  of  Med  ‘ 

MAY  15 

“CRITICAL  PERIODS  IN  BRAIN  DEVELOPMENT” 

presented  by  Shaul  Harel,  MD,  Visiting  Instr  in  Neuro  & Ped,  Vanderbilt  Univ 

Roger  Williams  General  Hospital  inquiries:  ms.  Fog 

4561 

Gl  HOUSESTAFF  CONFERENCE  (1)  1st  Friday  12:30  pm  Ctr  2 Conf  Rm  ' 


FEBRUARY  6 

“VIRAL  HEPATITIS”  ' 

presented  by  Michael  Turner,  MD  I 

APRILS 

“PEPTIC  ULCER  DISEASE” 

MAY  1 

presented  by  Herbert  Rakatansky,  MD 

“BILIARY  TRACT  &GB” 
presented  by  Edward  Feller,  MD 

JUNES 

“MALABSORPTION” 
presented  by  Nicolas  Califano,  MD 

HEMATOLOGY/ONCOLOGY  HOUSESTAFF  (1)  Fridays  12:30  pm  Ctr  2 Conf  Rm 


CONFERENCE 

FEBRUARY  13 

“MYELOPROLIFERATIVE  DISORDERS  AND  CHRONIC  LEUKEMIAS” 

presented  by  Michael  Wiemann,  MD,  Asst  Prof  of  Med,  Brown  Univ;  Div  of  Med  One,  Roger  Williams  i 
Hosp 

MARCH  13 

“DISSEMINATED  INTRAVASCULAR  COAGULATION” 

presented  by  Angelina  Carvalho,  MD,  Head,  Sect  of  Coagulation/Hematology,  Roger  Williams  Gen  Ho 

APRIL  10 

“GYNECOLOGICAL  AND  GENITOURINARY  TUMORS” 

presented  by  Ellen  Spremulli,  MD,  Asst  Prof  of  Med,  Brown  Univ;  Div  of  Med  One,  Roger  Williams  ( 
Hosp 

JUNE  12 

“CONCEPTS  OF  CANCER  TREATMENT  AND  CLINICAL  PHARMACOLOGY” 
presented  by  Dr.  Spremulli 

MEDICINE: 

GRAND  ROUNDS  (1)  Tuesdays  11:00  am  Kay  Aud 


JANUARY  13 

“WHAT’S  NEW  IN  UROLOGY?  — PRACTICAL  HINTS  FOR  THE  INTERNIST” 

presented  by  Jacques  Susset,  MD,  Prof  of  Surg,  Brown  Univ;  Staff  Urologist,  Dir  of  Uro-Dynamics,  Roi 
Williams  Gen  Hosp 

JANUARY  20 

Lecture  presented  by  David  C.  Lewis,  MD,  Dir,  Alcoholism  & Drug  Abuse  Prog,  Assoc  Prof  of  M 
Brown  Univ;  Dir,  Div  of  Alcoholism  & Substance  Abuse,  Roger  Williams  Gen  Hosp 

JANUARY  27 

Lecture  presented  by  Robert  Fox,  Jr.,  MD,  Asst  Prof  of  Psych  & Human  Behav,  Brown  Univ;  Head,  Div 
Psych,  Roger  Williams  Gen  Hosp 

FEBRUARY  3 

“INDICATIONS  FOR  THE  USE  OF  ANTIPLATELET  AGENTS” 

presented  by  Angelina  Carvalho,  MD,  Asst  Prof  of  Med,  Brown  Univ;  Head,  Sect  of  Coagulation/Her 
tology,  Roger  Williams  Gen  Hosp;  Chief,  Hematology  Service,  Prov  VA  Med  Ctr 

FEBRUARY  10 

“APPROACH  TO  THE  DIAGNOSIS  AND  TREATMENT  OF  PULMONARY  EMBOLUS” 

presented  by  Timothy  Lepore,  MD,  Asst  Prof  of  Surg,  Brown  Univ;  Dir,  Emergency  Sves;  Dir,  Vasci 

Lab;  Surg  Dir,  Intensive  Care  Unit;  Staff  Surgeon,  Roger  Williams  Gen  Hosp 

FEBRUARY  17 

“PRIMARY  HYPERALDOSTERONISM” 

presented  by  Wayne  Trebbin,  MD,  Asst  Prof  of  Med,  Brown  Univ;  Staff  Nephrologist,  Roger  Williams  G 
Hosp;  Dir,  Dialysis  Unit,  Prov  VA  Med  Ctr 

FEBRUARY  24 

“VASODILATOR  THERAPY  IN  CONGESTIVE  HEART  FAILURE” 

presented  by  Joseph  A.  Franclosa,  MD,  Assoc  Prof  of  Med,  Univ  of  Penn  Sch  of  Med;  Chief,  Cardiolc 
Sect  Med  Ctr,  Phila,  PA  D 

|ARCH 

‘‘HOSPICE  OF  RHODE  ISLAND” 

Discussion  by  Bruno  Borenstein,  MD,  and  members  of  HOSPICE  Staff 

EUROLOGY  HOUSESTAFF  (1)  1st  Wednesday  12:30  pm  Ctr  2 Conf  Rm 

DNFERENCE 


:ebruary4 

,ARCH  4 
\mi  1 
^AY6 
iJNE3 

‘‘DIZZINESS  & VERTIGO” 

‘‘NEUROLOGICAL  COMPLICATIONS  OF  ALCOHOLISM” 

‘‘DEMENTIA:  DIAGNOSIS  &TREATMENT” 

‘‘HEADACHE:  DIAGNOSIS  &TREATMENT” 

‘‘NEUROPHATHIES:  DIABETIC  & OTHERS” 

I above  conferences  will  be  presented  by  Lawrence  Jenkyn,  MD,  Asst  Prof  of  Med,  Brown  Univ;  Staff  Neurologist,  Roger 
llliams  Gen  Hosp. 

EDIATRIC  TEACHING  ROUNDS  (IV2)  Fridays  10:30am  Kay  Aud 


EBRUARY  13 

‘‘RECENT  CONCEPTS  CONCERNING  HEPATITIS  VIRUSES” 

presented  by  David  H.  Carver,  MD,  Prof  and  Chmn  of  Ped,  The  Hosp  for  Sick  Children,  Univ  of  Toronto 

^RCH  13 

j 

‘‘MIGRAINE  AND  EQUIVALENTS” 

presented  by  G.  Robert  DeLong,  MD,  Asst  Prof  of  Neuro,  Harvard  Med  Sch;  Chief,  Ped  Neuro,  Mass  Gen 
Hosp 

3RIL  10 

‘‘POSTNATAL  RADIOLOGICAL  MANIFESTATIONS  OF  FETAL  PULMONARY  DISORDERS” 

presented  by  John  A.  Kirkpatrick,  MD,  Prof  of  Radiology,  Harvard  Med  Sch;  Radiologist-in-Chief,  The 

Children’s  Hosp  Med  Ctr 

AY  22 

‘‘NEWER  DIAGNOSTIC  PROBES  FOR  GASTROINTESTINAL  FUNCTION” 

presented  by  John  B.  Watkins,  MD,  Assoc  Prof  of  Ped,  Univ  of  Penn;  Chief,  Div  of  GE  & Nutrition, 
Children’s  Hosp  of  Phila 

t.  Anne’s  Hospital  inquiries:  Mrs.  Pelletier 

ill  River,  Massachusetts  617  674-5741  x 258 

HYSICIANS  EDUCATION  CONFERENCE  (2)  Wednesdays  8:30  am  Clemence  Hall 


VNUARY  14 

‘‘RADIONUCLIDE  IMAGING” 

presented  by  Kenneth  Korr,  MD,  Research  Fellow,  Brown  Univ;  Cardiology  Dept,  Rhode  Island  Hosp 

^NUARY  28 

‘‘HOSPITAL  ACQUIRED  INFECTIONS” 

presented  by  Robert  Moelering,  MD,  Assoc  Prof  of  Med,  Harvard  Med  Sch;  Assoc  Physician,  Inf  Dis  Unit, 
Mass  Gen  Hosp 

HBRUARY  4 

‘‘HYPERTENSION  IN  PATIENTS  WITH  RENAL  DISEASE” 

presented  by  Walter  Flamenbaum,  MD,  Prof  of  Med,  Tufts  Univ  Sch  of  Med;  Chief,  Renal  Sect,  Boston 
VA  Med  Ctr 

EBRUARY  11 

‘‘MANAGEMENT  OF  INFECTION  IN  THE  SURGICAL  PATIENT” 

presented  by  John  Kellum,  MD,  Asst  Prof  of  Surg,  Tufts  New  England  Med  Ctr 

EBRUARY  25 

‘‘ARRYTHMIAS  AND  THEIR  TREATMENT  — PART  1” 

presented  by  David  0.  Williams,  MD,  Asst  Prof  of  Med,  Brown  Univ;  Cardiology  Dept,  Rhode  Island  Hosp 

ARCH  4 

‘‘TREATMENT  OF  REFRACTORY  HYPERTENSION  ASSOCIATED  AND  ORGAN  DAMAGE” 

presented  by  Richard  Solomon,  MD,  Asst  Prof  of  Med,  Brown  Univ;  Chief,  Renal  Sect,  Providence  VA 

Med  Ctr  & Roger  Williams  Gen  Hosp 

ARCH  25 

PRIL8 

To  be  Announced 

“SEIZURES  IN  THE  ACTIVE  ADOLESCENT” 

presented  by  Edward  Hart,  MD,  Asst  Prof  of  Neuro  & Ped,  Boston  Univ  Sch  of  Med;  Kennedy  Mem  Hosp 
for  Children 

PR1L29 

“CHANNEL  BLOCKERS  SYNDROME  — PART  II” 
presented  by  David  0.  Williams,  MD 

'it.  Joseph  Hospital  inquiries:  Dr.  Mathleu 

521-3231 

HILDREN  AND  YOUTH  SERIES  (1)  2nd  Tuesday  8:00  pm  Stang  Classroom, 

Providence  Unit 


JANUARY  13 
FEBRUARY  10 
MARCH  10 

APRIL  14 
MAY  12 


“LEARNING  DISABILITIES;  UNIQUE  APPROACH” 
presented  by  Herman  Marks,  MD 

“UPDATE:  HEPATITIS  VACCINATION;  NEW  VACCINES” 
presented  by  Charles  J.  DeAngelis,  MD 

“DRUG  ADDICTION:  PSYCHIATRIC  IMPLICATIONS  IN  THE  PERINATAL  NEWBORN” 

presented  by  Barry  Garfinkel,  MD,  Asst  Prof  of  Psych,  Brown  Univ;  Dir,  Training  and  Research  Br^ 
Hosp  ’ 

“COMMUNITY  HOSPITAL  MODE  LEVEL  2 - PEDIATRIC  NURSING  PERINATAL  SERVICE” 
presented  by  Peter  L Mathieu,  Jr.,  MD,  Clin  Asst  Prof  of  Psych,  Brown  Univ 

“CHILDREN  AND  YOUTH  CARE:  PEDIATRICS  AND  FAMILY  PRACTICE”  ! 

presented  by  Marvin  S.  Wesser,  MD 


FAMILY  PRACTICE  LECTURES  (1)  1st  Tuesday  9:00  am 


INQUIRIES:  Ms.  Pro^ 
456^ 

I 

Stang  Classroom 


FEBRUARY  3 
MARCH  3 
APRIL? 
MAYS 
JUNE2 


“TOTAL  CARE  OFTHE  OSTEOARTHRITIC  PATIENT” 
presented  by  George  Ho,  Jr.,  MD,  Clin  Asst  Prof  of  Med,  Brown  Univ 

“NEW  CONCEPTS  IN  EXERCISE  STRESS  TESTS  AND  EXERCISE  PRESCRIPTION” 
presented  by  Dario  Herrera,  MD 

“MEDICAL  GYNECOLOGY” 
presented  by  John  J.  Coughlin,  MD 

“UPDATE  HEPATITIS” 

presented  by  Nicholas  Califano,  MD,  Clin  Instr  Med,  Brown  Univ 
“UPDATE  EPILEPSY” 

presented  by  Guy  Geffroy,  MD,  Clin  Instr  Med,  Brown  Univ 


VA  Medical  Center 

NEUROSCIENCE  SEMINARS  {V/2)  3rd  Monday 


INQUIRIES:  Ms.  Adaf 
273-71 


Rm  125 


JANUARY  19 

FEBRUARY  23 
MARCH  16 

APRIL  20 

MAY  18 


“SOMATOSTATIN  REGULATION  AND  ITS  NEURAL  SIGNIFICANCE” 

“e",  Tufts  Univ;  Head,  Endocrine  Div,  New  Engla 


“NEURAL  CONTROL  OF  ACTH” 

presented  by  Donald  Gann,  MD,  Prof  and  Chmn  of  Surg,  Brown  Univ;  Chief  of  Surg,  Rhode  Island  Hosp 
“AUTONOMIC  PREDICTORS  OF  ARRHYTHMIA  IN  CORONARY  PATIENTS” 

c'entTo^n  Cassem,  MD,  Assoc  Prof  of  Psych,  Harvard  Univ;  Chief,  Psych  Consult  Serv,  Ma 


“PSYCHOANALYTIC  THEORY  AND  TREATMENT:  AN  UPDATE” 

Soc  ancTlnsf  Kahana,  MD,  Assoc  Clin  Prof  of  Psych,  Harvard  Univ;  Pres,  Boston  Psychoanaly 


“VIOLENCE  IN  THE  FAMILY:  CLINICAL  IMPLICATIONS” 

Island"^^^  Richard  J.  Gelles,  PhD,  Assoc  Prof  and  Chmn,  Sociology  and  Anthropology,  Univ  of  Rho 


Women  and  Infants  Hospital 


SATURDAY  MORNING  CONFERENCES 


(1) 


8:00  am 


Aud 


FEBRUARY  7 
FEBRUARY  21 
MARCH  14 
MARCH  21 
APRIL  4 


“POSTERIOR  COLPORRHAPHY  & PERINEAL  PERINEORRHAPHY” 
“URINARY  FISTULAS” 

“RECTOVAGINAL  FISTULAS  & COMPLETE  LACERATION  OF  PERINEUM” 
“EVERSION  OF  THE  VAGINA” 

“LEVATORPLASTY” 


INQUIRIES:  Ms.  Bald|] 
274-1 1 


PRIL  1 1 “GYNECOLOGIC  UROLOGY” 

II  above  lectures  will  be  presented  by  David  H.  Nichols,  MD,  Prof  & Chmn,  OB/GYN,  Brown  Univ. 

ATURDAY  MORNING  GUEST  LECTURES  (1)  9:00  am  Aud 


ANUARY  31  Guest  lecturer  (To  be  announced) 

EBRUARY  28  “INTRAUTERINE  GROWTH  RETARDATION  AND  ‘DYNAMIC  ULTRASOUND’  ” 
presented  by  Gregory  DeVore,  Yale  Univ  Sch  of  Med 


lARCH  7 Doctor  Ralph  DeLeone  Memorial  Lecture 

presented  by  George  W.  Mitchell,  Jr.,  MD,  Prof  & Chmn  Dept  of  OB/GYN,  Tufts  Univ  Med  Sch 


1ARCH  28 

Guest  lecturer  (To  be  announced) 

1AY  30 

Guest  lecturer  (To  be  announced) 

IUNE27 

Guest  lecturer  (To  be  announced) 

1 

A^oonsocket  Hospital 

INQUIRIES:  Ms.  Granier 
767-3211  X 260 

(1)  Mondays,  Noon 

Christiansen  Hall 

FEBRUARY  9 

“HIGH  ACCURACY  SONOGRAPHIC  RECOGNITION  OF  GALLSTONES” 
presented  by  Paul  Hessler,  MD,  Staff  Radiologist,  Fogarty  Hosp 

Tentative: 

MARCH  16  or  23) 

“USE  AND  ABUSE  OF  ANTIBIOTICS” 

presented  by  Stephen  Zinner,  MD,  Assoc  Prof  of  Med,  Brown  Univ;  Head 
Gen  Hosp 

Div  of  Inf  Dis,  Roger  Williams 

Courses  and  Symposia 

FEBRUARY  4 

NATIONAL  SYMPOSIUM  ON  ASPIRIN 
8:00  am  to  5:00  pm 

George  Auditorium,  Rhode  Island  Hospital 
No  charge 
7 hours 

Dr.  Guy  Settipane  331-7234 


sponsored  by  Division  of  Allergy,  Rhode  Island  Hosp  and  Brown  Univ 


TIME: 

PLACE: 

FEE: 

CREDIT: 

CONTACT: 


This  seminar  has  been  planned  to  provide  an  update  of  significant  new  data  on  the  mechanism  of  the  action  of  aspirin. 


-EBRUARY  4 


SYMPOSIA  ON  CURRENT  RHODE  ISLAND  HEALTH  PROBLEMS  — sponsored  by  the  Rhode  Island  Medical  Society 


riME: 

^LACE: 

FEE: 

3REDIT: 

CONTACT: 


7 pm  to  9 pm 

Rhode  Island  Medical  Society  Auditorium 

Members  no  charge,  Non-Members  $75  (entire  series),  $10  (each  symposium) 
2 Category  I credits 
Karen  Challberg  331-3207 


rhis  symposium  topic  will  be  “Recommendations  for  Better  Use  of  the  Older  and  Newer  Cephalosporins  and  Aminoglyco- 
sides”, speaker:  Georges  Peter,  MD,  Dir  Div  of  Inf  Dis,  Rhode  Island  Hospital;  Assoc  Prof  of  Ped,  Brown  Univ. 


FEBRUARY  27  and  28* 

ADVANCED  CARDIAC  LIFE  SUPPORT  — sponsored  by  Rhode  Island  Hosp  and  Rhode  Island  Affil,  Amer  Heart  Assn 


riME: 

PLACE: 

FEE: 

CREDIT: 

CONTACT: 


Friday  1 :00  pm  — 5:00  pm 

Saturday  8:00  am  — 4:00  pm 

Rhode  Island  Hosp  Nursing  Arts  Building 

$155 

12  hours 

Ida  M.  Ryder  277-5015 


Course  Director  will  be  Steven  A.  Wartman,  MD,  PhD,  Physician-in-Charge,  Div  of  Gen  Int  Med,  Rhode  Island  Hosp. 
‘Course  will  be  repeated  on  May  1 and  2, 1981 


MARCH  2 — JUNE  1 

SELECTED  TOPICS  IN  INTERNAL  MEDICINE  — sponsored  by  The  Memorial  Hosp 
TIME:  7:30  pm 

PLACE:  Littlefield  Conference  Room,  The  Memorial  Hosp 

PEE:  Physicians  $90,  Students  and  residents  no  charge,  Individual  sessions  $10 

CREDIT:  1 hour  per  session 

CONTACT:  Mrs.  Silva  722-6000 

Part  II  of  this  course  will  cover  General  Medicine  in  March;  Infectious  Diseases  in  April;  and  Oncology  in  May  and  June. 


MARCH  4 


SYMPOSIA  ON  CURRENT  RHODE  ISLAND  HEALTH  PROBLEMS  — sponsored  by  the  Rhode  Island  Medical  Society 


TIME: 
PLACE: 
FEE: 
CREDIT: 
CONTACT 


7 pm  to  9 pm 
Rhode  Island  Medical  Society  Auditorium 

Members  no  charge,  Non-Members  $75  (entire  series),  $10  (each  symposium) 
2 Category  I credits 
Karen  Challberg  331-3207 


This  symposium  topic  will  be  “Medical  and  Surgical  Management  of  the  Most  Frequently  Occurring  Thyroid  Problems  it 
Rhode  Island”,  speaker:  Milton  W.  Hamolsky,  MD,  Physician-in-Chief,  Dept  of  Med,  Rhode  Island  Hosp;  Prof  of  Med  Sci 

I lni\«  ' * 


MARCH  25 


SYMPOSIUM  ON  PEDIATRIC  ACCIDENT  PREVENTION  — sponsored  by  Rhode 
Univ;  Rhode  Island  Dept  of  Health 

TIME:  8:30  am  to  4:30  pm 

PLACE:  George  Auditorium,  Rhode  Island  Hospital 

FEE:  No  charge 


CREDIT:  5 hours 

CONTACT:  John  O’Shea,  MD 


Island  Hosp  Div  of  Ambulatory  Ped;  Browi 


This  syrnposium  will  cover  in-depth  discussions  of  all  facets  of  accident  prevention  in  the  pediatric  population.  Topics  wil 
include  Pediatric  Accident  from  the  Medical  Examiner’s  Perspective”;  “Moving  Vehicle  Accident  Prevention”-  “Preventior 

of  Accidental  Poisoning”;  “Drowning  Prevention”;  “Thermal  Injury  Prevention”;  and  “Accidents  as  a Manifestation  of  Pedi 
atric  and  Adolescent  Suicide.” 


APRIL  1 


SYMPOSIA  ON  CURRENT  RHODE  ISLAND  HEALTH  PROBLEMS  — sponsored  by  the  Rhode  Island  Medical  Society 
TIME:  7 pm  to  9 pm 


PLACE:  Rhode  Island  Medical  Society  Auditorium 

FEE.  Members  no  charge,  Non-Members  $75  (entire  series),  $10  (each  symposium) 

CREDIT : 2 Category  I credits 

CONTACT:  Karen  Challberg  331-3207 


Management  of  the  Aged  for  the  Practitioner”,  speaker:  David  S.  Greer,  MD,  Assoc 
Dean  of  Med;  Prof  and  Sect  Leader  Comm  Health,  Brown  Univ. 


APRIL  3,  4,  and  5 


OCCUPATIONAL  DISEASE  AND  ENVIRONMENTAL  PATHOLOGY  IN  THE  80’S 
Pathology  Dept,  The  Miriam  Hosp 


TIME: 

Friday,  April  3,  6:30  — 9:30  pm 

Saturday,  April  4,  8:30  am  - 5:00  pm 

Sunday,  April  5,  8:30  am  - 12:30  pm 

PLACE: 

Barus  — Halley  166  on  Brown  Campus 

FEE: 

Entire  3 days 

$125  physicians 

$75  residents  and  allied  health  professions 
Friday  evening  and  Saturday  only 
$80  physicians 

$50  residents  and  allied  health  professionals 


— sponsored  by 


Brown  Univ  and  the 


Sunday  only 
$50  physicians 

$30  residents  and  allied  heaith  professionals 
:REDIT:  14  hours  for  entire  seminar 

lONTACT:  I.Owens  863-3337 

his  seminar  will  present  experts  in  the  field  who  will  discuss  current  environmental  and  occupational  health  problems  and 
rovide  information  on  resources  available  to  physicians  for  management  of  these  problems. 


1AY6 

.YMPOSIA  ON  CURRENT  RHODE  ISLAND  HEALTH  PROBLEMS  — sponsored  by  the  Rhode  Island  Medical  Society 
IME:  7 pm  to  9 pm 

LACE:  Rhode  Island  Medical  Society  Auditorium 

EE:  Members  no  charge,  Non-Members  $75  (entire  series),  $10  (each  symposium) 

.REDIT:  2 Category  I credits 

iONTACT:  Karen  Challberg  331-3207 


ihis  symposium  topic  will  be  “Early  Recognition  of  Skin  Manifestations  of  Cancer,  VD,  and  other  Systemic  Diseases  , 
peaker:  Charles  McDonald,  MD,  Chief  Div  of  Dermatology,  Dept  of  Med,  Roger  Williams  Gen  Hosp;  Prof  of  Med,  Brown  Univ. 

UNE3 

SYMPOSIA  ON  CURRENT  RHODE  ISLAND  HEALTH  PROBLEMS  — sponsored  by  the  Rhode  Island  Medical  Society 
IME:  7 pm  to  9 pm 

’LACE:  Rhode  Island  Medical  Society  Auditorium 

•EE:  Members  no  charge,  Non-Members  $75  (entire  series),  $10  (each  symposium) 

CREDIT:  2 Category  I credits 

CONTACT:  Karen  Challberg  331-3207 

"his  symposium  topic  will  be  “The  Child  with  Handicaps;  The  Need  for  Better  Medical  Support  System  , speaker.  Eric 
)enhoff,  MD,  Med  Dir,  Meeting  Street  School,  E Providence;  Med  Dir,  Governor  Center  School,  Providence;  Clin  Prof  of  Ped, 
Jrown  Univ. 


Special  Lecture  Programs  and  Meetings 


FRIDAY,  FEBRUARY  6 

The  Use  of  Intraoperative  Ultrasonography  in  Renal  Calculus  Disease”,  and  “The  ACI  Rat  as  a Model  for  Multiple 
Congenital  Genitourinary  Anomalies”,  presented  by  Fray  F.  Marshall,  MD,  Assoc  Prof  of  Urology,  James  Buchanan  Brady 
Urological  Inst,  The  Johns  Hopkins  Hosp.  Sponsored  by  Urology  Dept,  Rhode  Island  Hosp.  Time  and  location  to  be 
announced.  Call  John  B.  Lawlor,  MD,  421-2260. 

MONDAY, FEBRUARY  9 

The  Nathan  J.  Kiven  Oration,  “Coronary  Artery  Spasm”,  presented  by  Eugene  Baunwald,  MD,  Physician-in-Chief,  Peter  Bent 
Brigham  Hosp.  Sponsored  by  The  Miriam  Hosp.  Sopkin  Aud.  12  Noon.  Call  Carol  Fain,  277-3700,  x 233  to  register. 

WEDNESDAY,  FEBRUARY  11 

“Anerobic  and  Mixed  Infections”,  presented  by  Frank  P.  Tally,  MD,  Assoc  Prof  of  Med,  Tufts  Univ,  New  England  Med  Hosp. 
Sponsored  by  Dept  of  Med,  Rhode  Island  Hosp.  12  noon.  George  Aud,  Rhode  Island  Hosp.  Contact  Milton  Hamolsky,  MD, 
277-5677. 

WEDNESDAY,  FEBRUARY  18 

Kenney  Day  sponsored  by  The  Memorial  Hosp.  Abstracts  presented  by  attendings,  house  officers,  research  depts.  8:30  am 
to  1:00  pm,  Richardson  1. 

WEDNESDAY,  MARCH  18 

“Air  Contamination  and  Hazards  in  Rhode  Island  Industry  — What  Your  Patients  May  Be  Exposed  to  in  Their  Employment 
Environment”,  presented  by  Mr.  Robert  Jones,  Environmental  Health  Specialist,  Rhode  Island  Lung  Association.  Sponsored 
by  the  Occupational  Health  Committee,  the  Rhode  Island  Medical  Society. 

THURSDAY,  MARCH  26 

“Hyperosmolar  Nonkegotic  State”,  presented  by  George  Cahill,  MD,  Prof,  Harvard  Univ,  Sen  Investigator,  Howard  Hughes 
Inst.  Sponsored  by  The  Miriam  Hosp.  11:00  am.  Sopkin  Aud. 


FRIDAY,  MARCH  27  I 

“Management  of  Infectious  Complications  in  Cancer  Patients”,  presented  by  Philip  A.  Pizzo,  MD,  Head,  Inf  Dis  Sect,  Pe(' 
One  Branch,  Nat  Cancer  Inst.  Sponsored  by  Dept  of  Med,  Rhode  Island  Hosp.  12  noon.  George  Aud,  Rhode  Island  Ho^ 
Contact  Milton  Hamolsky,  MD,  277-5677. 

FRIDAY,  APRIL  10 

Spring  Meeting,  New  England  Surg  Soc  sponsored  by  Dept  of  Surg.  Rhode  Island  Hosp  and  New  England  Surg  8M| 
Speaker  and  location  to  be  announced.  6 hours  credit.  Call  J.  Robert  Bowen,  MD,  272-1800,  for  further  information.  I 

TUESDAY,  APRIL  21  ] 

“Bone  Marrow  Transplantation  in  Malignancy”,  presented  by  George  Santos,  MD,  Prof  of  Med,  Johns  Hopkins  Cance 
Center.  Sponsored  by  Dept  of  Med  One,  Rhode  Island  Hosp.  12  noon.  George  Aud,  Rhode  Island  Hosp.  Contact  Louin 
Leone,  MD,  277-5391.  T 

THURSDAY,  APRIL  30  — SATURDAY,  MAY  2 

Chief  Pro  Tern  presentations  by  G.  Tom  Shires,  MD,  Prof  and  Chmn,  Dept  of  Surg,  Cornell  Univ  Med  Coll,  Surg  and  Chief, 
New  York  Hosp.  Sponsored  by  Dept  of  Surg,  Rhode  Island  Hosp.  Topics  and  times  to  be  announced.  Call  Donald  S.  Gann  I 
MD,  277-5321,  for  further  information. 

THURSDAY,  MAY  7 | ; 

The  Alex  M.  Burgess  Oration,  “Is  the  Monoclonal  Antibody  the  Magic  Bullet?”,  presented  by  Hilary  Koprowski,  MD,  Dir  Th( 
Wistar  Inst.  Sponsored  by  The  Miriam  Hosp.  12  noon.  Sopkin  Aud.  Call  Carol  Fain,  277-3700,  x 233,  to  register.  ■ 

WEDNESDAY,  MAY  13  1 

“Gram  Negative  Bacteremia”,  presented  by  Lowell  S.  Young,  MD,  Prof  of  Inf  Dis,  UCLA  Sch  of  Med,  Ctr  for  the  HItl 
Sciences.  Sponsored  by  Dept  of  Med,  Rhode  Island  Hosp.  Time  to  be  announced.  George  Aud,  Rhode  Island  Hosp.  ContaC 
Milton  Hamolsky,  MD,  277-5677,  for  further  information. 

WEDNESDAY,  MAY  20 

“Glucocorticoid  Therapy  Update  — 1981”,  presented  by  Lloyd  Axelrod,  MD,  Prof,  Harvard  Med  Sch;  Dir,  Diabetic  Unit,  Mas( 
Gen  Hosp.  Sponsored  by  the  Diabetes  and  Endocrine  Soc  of  Rl.  12  noon.  George  Aud,  Rhode  Island  Hosp. 
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Peter  L.  Mathieu,  Jr.,  MD,  Editor 
Karen  Challberg,  Associate  Editor 


What  About  A Doctor 
Shortage? 

The  Wall  Street  Journal  of  January  6,  1981  carried  an 
article  by  Lindley  H.  Clark,  Jr.,  “Medical  Schools  and 
Doctor  Shortages”.  It  supported  the  view  of  the  late 
economist  Reuben  A.  Kessel  that  medical  schools 
should  “produce  doctors  any  way  they  choose”, 
without  curtailment  or  restrictions  on  numbers.  Mr. 
Kessel,  in  his  Essays  on  Applied  Price  Theory  says  his 
way  will  maintain  high  quality  of  practicing  physicians, 
and  avoid  a shortage  of  them. 

No  mention  was  made  in  this  editorial  of  the  recent- 
ly released  report  of  the  Graduate  Medical  Educational 
National  Advisory  Committee  (GMENAC)  or  GMENACs 
recommendation  of  a 10  per  cent  reduction  of  first- 
year  medical  students  based  on  projected  excesses  of 
physicians.  No  mention  was  made  of  buzzings  in 
planning  and  regulatory  circles  of  certificate-of-need 
for  physicians  to  control  surpluses.  Likewise,  Kessel 
and  those  who  hold  like  views  are  rarely  referred  to  by 
planners. 

One  of  the  difficulties  which  prevents  “discussion” 
between  these  thinkers  on  the  one  hand,  and  health 
planners  on  the  other,  is  that  federal  and  other 
estimates  of  the  supply  of  and  need  for  physicians  is 
based  on  certain  set  economic  assumptions  which  are 
unrealistic. 

Just  plain  common  sense  is  needed  to  suggest 
some  of  the  factors  which  could  cause  shortages  of 
physician  supply  in  the  1980s.  For  example: 

• As  higher  education  becomes  increasingly 
expensive,  which  it  will  do,  there  may  be  a smaller 
population  attending  college. 

• With  increasing  numbers  of  career  opportunities 
in  schools,  and  competition  between  departments  for 
students,  medicine  could  become  a less  attractive 
career  opportunity  than  it  has  been. 

• New  physicians  will  need  to  seek  the  best 
financial  options  in  choosing  locations  to  practice 
(exacerbating  “pocket  shortages”). 

Added  to  the  above  is  the  fact  that  recent  federal 
restrictions  on  United  States  training  opportunities  for 
foreign  medical  graduates  will  begin  in  this  decade  to 
have  a major  impact  on  the  number  of  physicians. 

There  is  no  easy  answer  to  the  problems  of  project- 
ing physician  supply,  although  the  temptation  to  tinker 
with  statistics  induces  many  to  try.  Whether  there  be 
shortage  or  surplus,  one  thing  is  certain.  We  would 
welcome  a surplus  of  good  common  sense,  such  as 
Mr.  Kessel  has  demonstrated.  ■ 


RIMS  • Membership  Count  • RIMS 
(as  of  December  31, 1980) 

Total  RIMS  members  1380 

Total  AMA  members 826 

New  RIMS  members 6 

Robert  J.  Crouse,  MD  James  R.  McCartney,  MD 

Abraham  Lasser,  MD  James  E.  McLennan,  MD 

Robert  Lev,  MD  Deborah  J.  Rich,  MD 


RIMS  • Appointments  • RIMS 

Geret  A.  Dubois,  MD,  Chairman,  Trauma  Committee 
Frank  H.  D’Alessandro,  MD,  Chairman,  Tel-Med 
Committee 

John  S.  O’Shea,  MD,  Chairman,  Professional  Health 
Providers  Committee 


Obfuscation  by  Planning? 

SHCC  Plan  Says: 

The  State  Health  Plan  argues  that  the  “baby  boom” 
cohort  represented  individuals  born  from  1947  to 
1956  and  that  this  group  was  in  the  peak  childbearing 
age  group  (20-29)  during  1975.  It  also  says  that  from 
1975  to  1990  the  resource  demands  on  obstetric  and 
pediatric  services  should  be  significantly  less.  (State 
Health  Plan,  6-14,  6-21) 

Others  Say: 

The  above  timing  of  the  decline  may  be  ten  years  too 
soon.  The  full  impact  of  the  baby  boom  nationally  is 
still  with  us.  The  peak  years  of  the  baby  boom  were 
from  1956  to  1962.  The  cohort  of  births  in  this  group 
will  be  at  their  peak  years  of  fertility  in  the  mid-1980s, 
(from  a communication  of  Mr.  Edward  J.  Montminy, 
Department  of  Health  and  Human  Services,  Public 
Health  Service,  Region  I) 


RIMS  24-Hour  Service 


The  Rhode  Island  Medical  Society  is  trying  to 
meet  your  needs  better.  Now,  your  calls  will 
be  answered  24  hours  a day.  After  the  regular 
business  hours,  8:30  am  to  5:00  pm,  call  and 
leave  a brief  taped  message.  Your  call  will  be 
returned  at  the  earliest  possible  time.  We’re 
making  the  Society  work  for  you,  the 
member. 
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U.  Mass.  Student  Interns 
at  RIMS 

A new  face  was  at  the  Rhode  Island  Medical  Society 
during  the  month  of  January.  Mary  Grady,  an  intern 
from  the  University  of  Massachusetts  at  Amherst,  an 
English  major  in  her  junior  year,  worked  with  us  for 
four  weeks  on  the  Rhode  Island  Medical  Journal,  news 
releases,  radio  spots,  program  announcements,  and 
other  “PR”  activities.  For  this  issue  of  the  Journal  she 
did  copy  writing,  copy  editing,  proofreading,  and  lay- 
out. She  also  prepared  posters,  fliers,  notices,  and 
wrote  letters. 


Mary  graduated  from  Attleboro  High  School,  Attle- 
boro, Massachusetts  in  1978.  She  studied  for  one  year 
at  the  College  of  the  Holy  Cross,  Worcester, 
Massachusetts,  then  transferred  to  the  University  of 
Massachusetts.  She  hopes  to  pursue  a career  in  either 
public  relations  or  publications.  This  internship  will 
earn  for  Mary  three  credits  in  her  major  towards  her 
bachelor’s  degree,  but  that  was  not  the  only  motiva- 
tion behind  her  seeking  the  experience.  She  said  it 
benefitted  her  personally,  and  will  be  a great  reference 
for  prospective  future  employers.  She  said  she  found  it 
a great  deal  of  fun.  “It’s  different  when  you’re  working 
at  something  you  enjoy  doing.  Usually  between 
semesters  I work  at  a bank  doing  very  unimportant 
things,  so  it’s  easy  to  be  bored.  The  Rhode  Island 
Medical  Society  isn’t  boring  at  all,”  she  added.  ■ 


President’s  Mailbox 


Dear  Dr.  Mathieu: 

On  October  24,  1980  the  Federal  District  Court  of  Rhode  Island 
certified  as  a class  the  approximately  650  Rhode  Island  Physicians 
by  St,  Paul  Fire  & Marine  Insurance  Co.  on  June  16, 

In  an  unusual  judicial  determination,  the  court  recognized  an 
additional  class  of  600  or  so  Rhode  Island  doctors  insured  at  the  time 
by  malpractice  carriers  other  than  St.  Paul,  thus  leaving  the  way  open 
for  possible  future  class  certification  of  this  group  as  well. 

The  decision  marks  the  latest  development  in  the  five  and  one- 
half  year  old  $100,000,000  antitrust  suit  against  four  malpractice 
insurers  alleging  illegal  restraint  of  trade  in  violation  of  the  Sherman 
and  McCarran-Ferguson  Antitrust  Acts  in  the  insurance  companies’ 
sale  of  malpractice  policies  to  Rhode  Island  physicians  in  1975. 

Anthony  F.  Merlino,  MD 


Council  Briefs 


Meeting  December  1, 1980 

Peter  L.  Mathieu,  Jr.,  MD®,  Presiding 

• Report  of  Management  Committee  on  four  finalists 
for  Executive  Director.  Information  to  support  trans- 
cripts of  the  candidates’  interviews  was  requested  by 
the  Council. 

• Report  of  the  Trustees  of  the  RIMS  Building  on 
building  conditions  in  need  of  repair. 

• Voted  to  send  the  President,  Delegate,  President- 
Elect,  and  Executive  Director  to  the  AMA  Leadership 
Conference,  February  12-15,  1981. 

• Heard  a report  by  Dr.  Paul  B.  Metcalf,  Jr.  ’J'  , on  a 
Blue  Shield  Liaison  Committee  proposal  for  receiving  i 
complaints  from  the  membership  on  their  dealings 
with  Blue  Shield. 

• Heard  a report  by  Dr.  Charles  E.  Millard  -r  , on  the 
appropriateness  review  criteria  proposed  by  the 
Department  of  Health,  which  will  be  reviewed  by  the 
Delivery  of  Medical  Care  Committee. 

• Voted  to  have  the  President  name  a nominating 
committee  to  select  nominees  for  the  Blue  Shield 
Board  of  Directors  and  Professional  Advisory  Commit- 
tee, to  be  presented  to  the  House  of  Delegates. 

• Heard  a report  of  Dr.  Jorge  Alonso  on  district  auxi- 
liary presidents  becoming  members  of  the  Council, 
and  voted  to  approve  motion  that  one  district  auxiliary 
member  represent  the  president  as  a member  for  a 
one-year  trial  period. 

• Heard  a report  by  Dr.  Charles  P.  Shoemaker,  Jr.  , 
on  possible  combinations  for  a RIMS  computer 
system,  and  voted  to  approve  seeking  bids  on  a i 
system  as  soon  as  possible,  for  early  implementation,  j 

Special  Meeting  January  9, 1981 

Paul  B.  Metcalf,  Jr.,  MD  , Acting  Chairman 

• Report  of  the  Management  Committee  was  referred  ! 
back  to  the  Committee  to  return  with  3 or  4 candidates  i 
for  the  position  of  Executive  Director  within  30  days.  \ 


Dear  Dr.  Mathieu:  | 

In  the  past  year  or  so  patients  who  are  having  prescriptions  filled 
for  diuretics  or  diuretic-containing  drugs  are  routinely  being  instructed 
by  the  pharmacists  — by  stickers  on  bottles  and  other  methods  — to  3 
consume  potassium  containing  foods  (such  as  bananas  or  oranges)  as  1 
a measure  to  prevent  hypokalemia. 

Since  all  K containing  foods  are  highly  caloric  (in  contrast  to  K 
supplements)  and  obesity  and  related  conditions  (including  diabetes) 
are  among  the  most  common  abnormalities  in  our  society,  the  results 
are  often  less  than  beneficial.  It  is  not  unusual  to  see  patients  for 
whom  this  kind  of  advice  contributes  to  poor  diabetic  or  weight  j 
control.  There  are  approximately  45  mEq  of  K (370  calories)  in  a banana  j 
or  430  calories  in  an  orange. 

The  pharmacist  is  obviously  not  aware  of  the  many  problems 
patients  may  have,  and  what  appears  to  be  a simple  solution  may  have 
harmful  results. 

Perhaps  returning  to  the  oid  concept  that  only  physicians  should 
practice  medicine  might  be  of  great  value  to  the  public. 

Mario  Tami,  MD 
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Interviews  of  the  Month 

Roger  J.  Fontaine,  MD 
William  F.  Varr,  Jr.,  MD 


Doctors  Roger  J.  Fontaine  and  William  F.  Varr,  Jr. 
recently  became  Presidents  of  their  district  societies 
— the  Woonsocket  District  Medical  Society  and  the 
Kent  County  Medical  Society  — and  we  asked  each 
what  they  looked  forward  to  in  their  terms. 


William  F.  Varr,  Jr., 


William  Varr,  an  anesthesiologist,  began  practice  in 
Warwick  in  1961,  and  remembers  the  Kent  Society 
when  its  principal  purpose  was  to  provide  opportuni- 
ties for  its  members  to  meet,  socialize,  and  discuss 
common  concerns,  serving  as  the  forum  for  issues 
internal  to  the  community  and  the  profession.  During 
his  term  this  basic  function  of  the  organization  will 
continue.  But  other  functions  are  also  evolving.  Now, 
the  Society  is  also  becoming  involved  in  external 
affairs,  representing  positions  to  organizations  and  to 
the  public  statewide.  For  example,  the  planned 
development  of  a trauma  center  at  Rhode  Island 
Hospital  concerns  Warwick  as  a community  which  will 
utilize  the  facility.  “Town  and  gown”  issues,  regula- 
tion, and  possibly  the  state’s  mediation  panels  also 
may  require  the  Society’s  action  this  year. 

Unique  to  district  medical  groups  representing  the 
physicians  in  a hospital  catchment  area  — the  case 
with  both  Kent  County  Medical  Society  and  the 
Woonsocket  District  Medical  Society  — almost  all  of 
the  members  are  also  closely  affiliated  with  the  same 
community  hospital.  “This  provides  definite  advan- 
tages,” Dr.  Varr  believes,  “because  we  are  stronger 
and  can  focus  very  clearly  within  the  state  medical 
community.” 

Dr.  Roger  J.  Fontaine,  a general  internist  whose 
practice  has  been  devoted  in  recent  years  largely  to 
cardiology  problems,  agrees  with  this.  District  medical 
societies,  Fontaine  believes,  are  ideal  for  strengthen- 
ing community-based  medical  practice.  “Our  goal  is 
cooperatively  to  improve  the  private  practice  of 
medicine.  We  have  very  good  relations  with  the  hospi- 
tals here  and  can  speak  effectively  for  our  community 
to  centralized  state  organizations.” 


Roger  J.  Fontaine,  MD 


Two  attitudes  are  prevalent,  Fontaine  observes,  with 
respect  to  one  of  the  centralized  influences,  the 
Department  of  Health.  Some  of  the  changes  which 
government  would  like  to  see  occur  are  quite  suspect 
by  many,  he  says,  but  the  other  view,  which  he  prefers, 
is  that  government  is  sincerely  trying  to  make  medi- 
cine “manageable”.  “They  are  certainly  not 
malicious,”  he  says,  “and,  realizing  this,  the  inevitable 
controversies  can  be  made  constructive.” 

The  new  presidents  will  face  these  challenges,  and 
probably  more  yet  unknown  during  their  terms.  In  addi- 
tion to  conducting  active  practices,  both  doctors  are 
busy  family  men.  Dr.  Fontaine  has  six  children.  His 
oldest,  a daughter,  is  a student  at  Mt.  Holyoke  College, 
looking  forward  to  a career  as  a cytologist.  Dr.  Varr  has 
three  children,  his  oldest  a son,  now  in  his  first  year  at 
New  York  Medical  College.  Their  presidencies  are 
adding  more  responsibilities,  which  both  consider  to 
be  important  ones.  ■ 


Help  for  Pregnant  Smokers 

Seebert  J.  Goldowsky,  MD 

Rhode  Island  agencies  will  implement  an  innovative 
two-year  program  to  help  pregnant  women  to  quit 
smoking.  The  pregnant  female  population  is  the 
fastest-growing  group  of  smokers,  and  Rhode  Island  is 
the  first  state  to  be  doing  something  about  it. 

Based  on  a project  carried  out  by  a Yale  University 
intern,  the  Rhode  Island  Lung  Association  (RILA)  and 
Women  and  Infants  Hospital  of  Rhode  Island  (WIHRI), 
with  funding  assistance  from  the  Rhode  Island 
Department  of  Health,  will  offer  pregnant  women  the 
choice  of  a counselor  available  by  phone,  the  use  of 
self-help  materials,  or  participation  in  “quit  groups”.  A 
trained  staff  will  facilitate  the  program. 

Initial  surveys  show  that  medical  and  health  profes- 
sionals feel  that  such  a program  is  needed.  Nationally 
published  studies  in  1975  revealed  conclusively  that 
pregnant  women  who  smoke  expose  unborn  babies  to 
physical  risks.  The  Rhode  Island  Lung  Association  (421- 
6487)  is  encouraging  referrals  from  physicians  for 
smoking  cessation  help  in  such  cases.  ■ 
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Financial  Update 

Recommend  Buy:  Flow  General  (ASA) 

Robert  F.  Hall  and  Robert  E.  Washburn 

In  our  November,  1980  commentary  in  this  Newsletter 
we  recommended  investment  in  growth  common 
stocks.  Now  a look  at  which  to  choose  in  1981. 

We  anticipate  this  year  a volatile  market,  much  like 
last  year.  High  interest  rates  will  probably  result  in  the 
renewal  of  the  recession  that  only  seemingly  ended  in 
the  summer,  particularly  affecting  the  housing  and 
automobile  industries,  causing  a negative  influence  on 
interest  rates.  Then,  with  business  demand  for  funds 
declining,  interest  rates  will  decline  again,  which 
should  have  a positive  effect  on  stock  prices.  The 
record  since  1966  provides  a strong  indication  of  stock 
prices  moving  up  once  a downward  trend  of  interest 
rates  is  established. 

The  year  ahead  should  be  a good  one  for  selected 
stocks,  and  we  are  recommending  emerging  growth 
companies  whose  primary  markets  are  growing 
rapidly.  Flow  General,  Inc.  is  a good  example,  whose 
highly  specialized  products  serve  two  high  growth 
industries  — health  care  and  high  technology. 

Flow  General,  Inc.  produces  biological  products; 
equipment  and  instruments  for  materials  testing; 
computer  software,  broadcasting  and  control  equip- 


*The  Providence  Group  — Investment  Advisory  Com- 
pany — private  investment  counselling  firm  in  Provi- 
dence — clientele  primarily  individuals  and  charitable 
or  non-taxable  organizations  — specializes  in  invest- 
ment portfolio  management  — investment  advisors  for 
Rhode  Island  Medical  Society. 


ment.  We  estimate  that  earnings  per  share  will  be  up  | 
by  a third  this  year,  driven  by  strong  demand  for  lab  ! 
equipment,  biological  products,  and  communication  i 
gear.  i 

Flow  General,  Inc.  is  best  known  for  its  recent  $2 
million  award  from  the  National  Cancer  Institute  to 
produce  human  fibroblast  interferon.  While  the  ! 
monetary  value  of  the  NCI  contract  is  quite  respect-  I 
able  in  itself,  the  ramifications  of  the  Government’s 
choice  of  Flow  Laboratories  as  its  only  source  of  this 
variety  of  interferon  for  clinical  testing  clearly  go 
beyond  the  immediate  dollar  figure. 

Flow  General’s  technique  and  the  Superbead  micro- 
carriers could  be  in  considerable  worldwide  demand. 
Along  the  same  lines,  the  economies  of  scale  Flow 
General  realizes  by  growing  a large  quantity  of  cells  in 
a relatively  small  space  with  the  microcarriers,  could 
conceivably  become  an  extremely  cost-effective 
production  technique  to  manufacture  other  cell 
products,  such  as  vaccines.  Very  limited  clinical  tests 
of  interferon,  in  recent  years,  have  produced  encourag- 
ing results.  Certain  types  of  cancer  also  seemed  to 
respond  to  its  use.  The  common  viral  cold  seemed  to 
retreat  in  the  face  of  interferon  doses. 

Flow  General  is  also  working  on  a technique  to  grow 
replacement  skin  for  humans.  The  procedure  is 
designed  to  produce  a tissue-like  fabric  that  has  the 
consistency  and  appearance  characteristics  of  skin. 
The  result  may  be  the  first  living  substance  that  can 
become  a permanent  replacement  for  skin.  Flow 
Laboratories  is  the  licensee  for  commercial  use  of  the 
technique. 

Flow  General  expects  to  sell  about  500  units  in 
fiscal  1981.  A list  price  of  $11,000  each  adds  up  to 
sales  of  $5  million-plus. 

Flow  General  is  traded  on  the  American  Stock 
Exchange  at  $31.75  (January  23,  1981).  ■ 


Medical  Assisting  Students  Attend  Special  Orientation 


Medical  Assisting  students  of  Johnson  and  Wales  Col- 
lege recently  attended  a special  orientation  seminar 
with  guest  speaker  Mrs.  Jacqueline  M.  Harker,  Presi- 
dent of  the  Providence  Association  of  Medical  Assis- 
tants. Professor  Mary  Jonnson  had  requested  an 
honest  “Tell-it-to-them-like-it-really-is”  session,  that 
they  might  be  more  realistically  prepared  for  their 
entry  into  the  field  of  medical  assisting.  A discussion 
of  the  American  Association  of  Medical  Assistants,  its 
component  and  constituent  associations,  and  its  edu- 
cational opportunities  also  was  requested.  Mrs.  Harker’s 
candid  talk  included  subject  areas  such  as  what  to 
expect  during  interviews,  probable  salaries  and 
benefits,  employer  attitudes  and  expectations,  scope 
of  duties,  versatility  requirements,  responsibility,  con- 
fidentiality, and  relations  with  employers,  patients,  co- 
workers, and  allied  health  services.  She  described  a 
typical,  full  day  in  a medical  office,  citing  feigned  ex- 
amples of  situations  and  personalities  encountered 
and  how  to  cope  with  them.  The  students  asked 
questions  during  the  talk  and  afterwards  felt  that  they 
had  a much  clearer  insight  and  understanding  of  what 
medical  assisting  is  all  about. 


Mrs.  Jacqueline  Harker  speaks  to  medical  assisting 
students  at  Johnson  and  Wales  College,  Providence, 
Rhode  Island. 
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Administrative  Reports  . . . Meetings  with  Officers  and  Staff 


Wednesday,  December  10,  1980.  . reviewed 
criteria  from  the  Rhode  Island  Department  of  Health 
for  appropriateness  reviews  of  CAT  scanning,  radiation 
therapy,  obstetrics  inpatient,  and  pediatrics  inpatient 
services  in  the  state  . . . heard  reports  from  staff  . . . 
discussed  the  idea  of  sponsorship  of  an  education 
meeting  for  members  on  the  Annual  Implementation 
Plan  (AlP)  of  the  Rhode  Island  Department  of  Health  . . 
discussed  ways  to  implement  statewide  peer  review 
procedures  involving  specialty  societies  . . . reviewed 
miscellaneous  business  correspondence. 

Wednesday,  December  17,  1980 . . guest  of 
the  meeting  was  Mr.  Jeffrey  L.  Goodwin,  Associate 
Director,  Health  Insurance  Association  of  America  . . . 
heard  a report  from  Mr.  Goodwin  on  his  association’s 
health  planning  concerns,  including  the  development 
of  an  improved  comprehensive  data  base  to  support 
planning  . . . heard  reports  from  staff . . . reviewed  mis- 
cellaneous business  correspondence. 

Wednesday,  December  24,  1980 . . . heard 

reports  from  staff  . . . discussed  a future  Society  spon- 
sored CME  program  on  occupational  health  . . . 
discussed  legislation  being  considered  for 


introduction  in  the  1981  legislative  session  . . . 
considered  a request  for  comment  from  the 
Department  of  Health  and  Human  Services  on  an  appli- 
cation for  designation  of  Barrington,  Bristol,  and 
Warren  as  a health  manpower  shortage  area,  and 
assigned  Drs.  Charles  Millard,  >■  Paul  Metcalf,  Jr., 
and  Robert  H.  Rosen  to  form  a task  force  to  review  the 
application  . . . considered  and  approved  a request 
from  Dr.  Thomas  F.  Morgan  r for  the  Society’s 
assistance  in  obtaining  a count  of  radioisotope  scans 
performed  in  selected  Rhode  Island  hospitals  ...  re- 
viewed miscellaneous  business  correspondence. 

Wednesday,  December  31,  1980.  guest  of 

the  meeting  was  Lewis  Arnow,  MD,  Chairman, 
Educational  and  Scientific  Board  ...  Dr.  Arnow 
reported  on  the  Board’s  activities  and  the  development 
of  the  Rhode  Island  Medical  Society  “Symposia  on 
Current  Rhode  Island  Health  Problems”,  and  explained 
his  goals  for  obtaining  relevant  data  to  support  the 
program  . . . discussed  the  closing  of  the  open-heart 
surgery  service  in  The  Miriam  Hospital  and  some  of 
the  problems  surrounding  this  action  which  the 
Society  will  attempt  to  address  . . . heard  reports  from 
staff  . . . reviewed  miscellaneous  business  correspon- 
dence. 


Peripatetics 


Guy  A.  Settipane,  MD,  Chairman  of  the  Publications 
Committee  of  the  Rhode  Island  Medical  Society,  is 
editor-in-chief  of  the  new  New  England  Journal  of 
Allergy  Proceedings,  the  quarterly  publication  of  the 
New  England  Society  of  Allergy. 

Assistant  Dean  for  Medical  Affairs  at  Brown  University 
for  the  academic  year  1980-1981  is  Albert  S.  Most,  MD. 

Richard  M.  Cowett,  MD  is  the  recipient  of  a Research 
Career  Development  Award  for  $191,160  from  the 
National  Institute  for  Child  Health  and  Human  Develop- 
ment of  the  National  Institute  of  Health. 

Officers  of  the  Providence  Surgical  Society  are  J. 

Robert  Bowen,  MD,*  President;  Charles  L.  Hopper,  MD, 
Vice  President;  John  R.  Stuart,  MD,*  Secretary;  Joseph 
E.  Caruolo,  MD,*  Treasurer;  Paul  J.  M.  Healey,  MD,* 
Program  Chairman. 

Donald  S.  Gann,  MD,  Surgeon-in-Chief  at  Rhode  Island 
Hospital,  is  editor  of  Endocrine  Review,  the  quarterly 
publication  of  the  Endocrine  Society. 

David  O.  Williams,  MD  has  been  appointed  to  the  edi- 
torial board  of  the  American  Heart  Journal. 

Woonsocket  District  Medical  Society  officers  for  1980- 
1981  are  Roger  J.  Fontaine,  MD,  President;  Alban  J. 
LeBlanc,  MD,*  Vice  President;  Eleuterio  G.  Alikpala, 
MD,  Treasurer;  Craig  A.  Harris,  MD,*  Treasurer. 


A “Paul  Calabresi  Oncology  Lecture”  to  be  held  each 
Spring  has  been  established  in  honor  of  Paul  Calabresi, 
MD*  by  the  Roger  Williams  General  Hospital  medical 
house  staff. 


By  a recently  announced  appointment  Stephen  J.  Hoye, 
MD*  has  become  full-time  surgeon-in-chief  at  The 
Memorial  Hospital,  Pawtucket,  Rhode  Island. 


Mary  D.  Lekas,  MD*  recently  served  a visiting  pro- 
fessorship at  the  Walter  Reed  Army  Medical  Center, 
Washington,  DC.  Dr.  Lekas  also  served  on  the  faculty  of 
the  fall  scientific  meeting  of  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Surgery. 


Rhode  Island  appointees  to  National  Heart  Association 
national  committees  are  Richard  S.  Shulman,  MD,* 
Program  Committee;  Richard  E.  Carleton,  MD,* 
Exercise/Cardiac  Rehabilitation  Committee. 


Samuel  V.  Just,  MD  is  president  of  the  Rhode  Island 
Ophthalmological  Society. 

A paper  by  Arun  K.  Singh,  MD*  titled  “Clinical  and  Elec- 
tronmicroscopic  Comparison  of  Electrolyte  and  Blood 
Cardioplegia”  has  been  cited  as  a “Top  Research 
Paper”  by  the  American  College  of  Chest  Physicians. 
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Aches  and  Pains . . . 

• The  official  payroll  of  the  Department  of  Health, 
Education  and  Welfare  (now  Health  and  Human  Ser- 
vices) in  1978  carried  145,000  workers.  But  the  number 
of  people  actually  supported  by  that  agency  - - subse- 
quently it  was  split  into  two  departments  - - was  more 
than  six  times  as  large.  Former  HEW  Secretary  Joseph 
Califano  provided  Congress  with  this  breakdown; 
workers  supported  by  HEW  grants  and  contracts  in 
local  governments,  572,700;  in  state  governments, 
84,000;  at  universities,  87,700;  at  research  institutions, 
33,400;  with  private  contractors,  1 13,900;  others,  88,900. 
Thus,  the  “hidden  work  force”  amounts  to  981,200 
above  and  beyond  the  145,000  that  HEW  employs 
directly.  Department’s  total  force:  1,126,000  in  all. 

• The  Migrant  Council  decided  that  Eastern  Idaho 
is  “medically  underserved,”  and  they  determined  to  put 
a migrant  clinic  in  Blackfoot.  To  justify  their  claims, 
they  raised  a barrage  of  numbers.  . . . When  their 
numbers  were  shown  to  be  less  than  accurate,  they 
replied,  “We  have  a perceived  need  . . . .”  Their  applica- 
tion was  rejected,  resubmitted,  and  again  rejected  at 
both  the  local  and  state  levels.  However,  the  regional 
offices  in  Seattle  have  announced  a $500,000  grant  for 
the  first  year’s  operation  of  a migrant  clinic  in  Black- 
foot.  Meanwhile,  in  Pocatello,  20  miles  away,  the 
powers-that-be  denied  the  expansion  of  St.  Anthony’s 
Hospital.  It  seems  that  they  have  too  many  empty  beds. 

• From  the  attitude  of  easing  patients  with  chronic 
diseases  away  from  the  doors  of  the  best  types  of 
treatment  facilities  available  to  the  actual  dispatching 
of  such  patients  to  killing  centers  is  a long  but  never- 
theless logical  step.  (From  “Medical  Science  Under 
Dictatorship,”  New  England  Journal  of  Medicine,  July 
14, 1949.) 


• A New  York  State  health  agency  has  taken  the  un- 
precedented action  of  telling  two  Buffalo  hospitals  that 
up  to  160  acute  care  beds  at  either  or  both  facilities  may 
be  recertified  for  long-term  care.  The  Office  of  Health 
Systems  Management  (OHSM)  cited  as  its  authority  to 
take  the  proposed  action  a heretofore  unused  law  al- 
lowing the  state  to  change  the  status  of  hospital  beds 
by  amending  a facility’s  operating  certificate  when 
such  a move  would  be  in  the  community  interest. 
OHSM  says  Buffalo  General  Hospital  and  Erie  County 
Medical  Center  were  selected  because  they  have  more 
than  300  of  the  450  inpatients  in  the  county  on 
“alternate  care”  status  awaiting  placement  in  a long- 
term care  facility. 

• The  United  States  ranked  first  in  health  and  edu- 
cation as  well  as  in  “overall  quality  of  life”  in  a survey  of 
50  nations  conducted  by  two  research  organizations. 
Following  the  United  States  in  the  health  and  education 
category  were  Canada,  The  Netherlands,  New  Zealand 
and  Denmark.  Chile  was  ranked  the  lowest,  preceded 
by  Uruguay,  Argentina,  Brazil  and  Mexico. 

• A count  of  the  number  of  pages  published  in  the 
Federal  Register  since  1936  shows  the  following  trend: 
1936  - 2,619;  1946  - 14,736;  1956  - 10,528;  1966  - 16,850; 
1970  - 20,036;  1976  - 57,072;  1980  - 100,000. 

• The  1980  edition  of  the  Socio-Economic  Factbook 
for  Surgery,  a 97-page  booklet  published  by  the  Ameri- 
can College  of  Surgeons  (ACS),  is  now  available.  The 
booklet  contains  descriptive  and  statistical  information 
on  surgical  manpower,  use  of  medical  services,  and 
medical  economics.  The  Socio-Economic  Factbook  for 
Surgery,  1980  is  available  free  of  charge  from  the  De- 
partment of  Surgical  Practice,  American  College  of 
Surgeons,  55  East  Erie  Street,  Chicago,  Illinois  60611. 
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February 

4 “Recommendations  for  Better  Use  in 
Rhode  Island  of  the  Older  and  Newer 
Cephalosporins  and  Aminoglyco- 
sides”, special  RIMS-CME  program 
with  speaker,  Georges  Peter,  MD: 
RIMS  Auditorium;  7:00-9:00  pm 

4 "National  Symposium  on  Aspirin  and 
Endogenous  Mediators  of  Clinical 
Disease”;  George  Auditorium,  Rhode 
Island  Hospital;  8:15  am-5:00  pm 

5 Pawtucket  Medical  Association  Dinner 
Meeting;  Checker  Club;  6:30  pm 

9 Rhode  Island  Medical  Society  Coun- 
cil; regular  meeting;  Davenport  Room, 
RIMS  Building;  6:00  pm 

12-15  9th  Annual  AMA  Leadership  Confer- 
ence; Marriott  Hotel,  Chicago 

19  RIMS  — Blue  Shield  Liaison  Commit- 
tee; RIMS  Library;  7:00  pm 

23  Blue  Shield  Board;  regular  meeting; 
6:00  pm 


March 

4 “Recognition  and  Management  of  the 
Thyroid  Problems  Most  Frequently  Cc- 
curring  in  Rhode  Island  Medical  and 
Surgical  Practice”,  special  RIMS  — 
CME  program  with  speaker,  Milton  W. 
Hamolsky,  MD;  RIMS  Auditorium;  7:00- 
9:00  pm 

17  Rl  Chapter,  American  Academy  of 
Pediatrics;  regular  meeting;  RIMS 
Building;  7:00  pm 

18  RIMS  House  of  Delegates;  regular 
meeting;  RIMS  Auditorium;  2:00  pm; 
followed  by  annual  meeting  of  Blue 
Cross  Blue  Shield  corporation. 

18  Cccupational  Health  Committee  meet- 
ing; with  speaker  Mr.  Robert  Jones. 
Environmental  Health  Specialist, 
Rhode  Island  Lung  Association;  topics 
to  include:  air  contamination  and 
hazards  in  Rhode  Island  industry  — 
what  your  patients  may  be  exposed  to 
in  their  employment  environment;  7:30 
pm 


28  Roger  Williams  General  Hospital  Medi- 
cal Ball;  Rhode  Island  Country  Club, 
Barrington,  Rl 

April 

1 “Health  Management  of  the  Aged  for 
the  Practitioner”,  special  RIMS  — 
CME  program  with  speaker,  David  S. 
Greer,  MD;  RIMS  Auditorium;  7:00-9:00 
pm 

3-5  Cccupational  Disease  and  Environ- 
mental Pathology  in  the  80s;  spon- 
sored by  Brown  University  and  the 
Pathology  Department,  The  Miriam 
Hospital;  Barus-Holley  166,  Brown  Uni- 
versity 

10  New  England  Surgical  Society  Meet- 
ing; Rhode  Island  Hospital 

13  Rhode  Island  Medical  Society  Council; 
regular  meeting;  Davenport  Room, 
RIMS  Building;  6:00  pm 

16  Providence  Surgical  Society;  regular 
meeting 
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PRESIDENT’S  CORNER 


21st  Century  Tonic  for 

Blue  Cross  & Blue  Shield  Part  II 


Resistance  to  change  seems  almost  universal.  Thus, 
in  this  case,  the  neglect  of  new  policy  that  meets 
the  wishes  of  the  membership  seems  only  reinforced 
by  the  rigidities  of  the  bureaucracy.  We  are  con- 
stantly informed  as  to  the  best  way  to  deliver 
medical  care  despite  our  reservations  and  alterna- 
tive views  based  on  experience. 

On  1 January  1978,  the  National  Blue  Cross 
Association  and  the  National  Blue  Shield  Asso- 
ciation merged,  though  each  corporation  main- 
tains its  own  Board  of  Directors.  There  are  69  in- 
dividual plans  in  the  United  States,  and  one  in 
Puerto  Rico.  Twenty  two  of  the  plans  have  two 
corporations,  two  boards,  and  one  chief  executive. 
Sixteen  of  the  plans  have  two  corporations,  two 
boards,  and  one  chief  executive.  Rhode  Island 
operates  in  this  manner.  Twelve  plans  operate  as 
two  corporations  with  two  boards  and  two  chief 
executives.  Twenty  plans  with  separate  geographi- 
cal locations  are  Blue  Shield  plans  only.  As  of 
January  1977,  1,749  board  members  served  on  the 
Blue  Shield  Boards  forty-nine  per  cent  of  whom 
were  medical  doctors.  Public  membership  on  the 
boards  increased  from  32  per  cent  to  41  per  cent 
between  1970  and  1977. 

Most  Blue  Shield  plans  or  Blue  Cross  Blue  Shield 
plans  are  beginning  to  sign  individually  participat- 
ing agreements  or  contracts  with  the  physicians  in 
their  plan  areas.  Small  plans  have  no  individual 
contracts  but  have  support  through  their  local  or 
state  medical  societies  concerning  participation. 
Plans  such  as  that  of  Texas  are  considered  to  have 
100  per  cent  participation  because  of  medical 
society  support.  Using  this  information,  plus  that 
provided  by  plans  for  participating  contracts.  Blue 
Shield  Association  estimates  the  aggregate  partici- 
pation at  79  per  cent.  The  AMA  and  physicians  in 
general  are  fully  aware  of  and  seriously  concerned 
about  the  substantial  weakening  of  relationships  in 
a number  of  states  between  physicians  and  Blue 
Shield-Blue  Cross  plans. 

Two  health  insurance  programs,  so-called  vision 
and  hearing  programs,  have  main  responsibility  for 
the  recently  deteriorating  relationship  between 
doctors  and  the  plans.  Both  programs  involve 
differential  payments  services  by  participating  and 


Peter  L.  Mathieu,  Jr.,  MD 

non-participating  physicians.  The  vision  program 
was  initially  negotiated  between  United  Auto 
Workers  branch  of  the  Ford  Motor  Company,  and 
subsequently  by  the  Chrysler  Corporation  with  its 
unions.  The  hearing  program,  negotiated  between 
the  Ford  Motor  Company  and  its  United  Auto 
Workers  branch,  also  is  administered  by  Blue 
Shield-Blue  Cross  of  Michigan  and,  in  fact, 
provides  full  payment  for  the  professional  services 
of  non-participating  physicians.  I feel  strongly  that 
both  of  these  national  account  programs  directly 
intrude  on  the  patient’s  right  of  free  choice  of  phy- 
sician. Physicians  across  the  country  have  been 
expressing  a great  deal  of  dissatisfaction  with  Blue 
Shield-Blue  Cross  plans.  Many  maintain  that  as 
plans  become  more  and  more  aggressive  in  their 
marketing  efforts  and  attempt  to  keep  payments 
down,  they  are  intruding  deeply  into  the  practice 
of  medicine  itself  — in  effect  using  payment 
mechanisms  to  direct  physicians’  treatment.  The 
AMA  and  this  administration  oppose  third-party 
differentiation  between  covered  services  provided 
by  participating  and  non-participating  physicians 
as  discriminating  against  the  physician  who  does 
not  have  a separate  contractual  relationship  with 
the  carrier,  and  inhibiting  the  patient’s  free  choice 
of  physician. 
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Three  state  medical  societies  have  in  particular 
experienced  difficulties  with  the  Blues:  Massachu- 
setts, Michigan,  and  Ohio.  Of  the  plans  which 
have  participating  agreements  with  physicians, 
about  25  per  cent  do  not  have  the  same  allowances 
for  non-participating  physicians.  For  this  and  other 
reasons,  the  AMA  in  1978  stopped  nominating 
physicians  to  the  national  Blue  Shield  Board. 
These,  therefore,  have  been  reclassified  as  “phy- 
sician at  large”  positions. 

The  mode  of  selecting  board  members  for  the 
Blue  Shield  plans  is  interesting,  and  a breakdown 
for  the  New  England  states  may  be  pertinent.  In 
Rhode  Island,  there  is  medical  involvement  and 
board  selection  in  more  than  50  per  cent.  One  half 
of  board  members  must  be  members  of  the 
medical  society,  which  nominates  physician 
directors.  The  Board  is  elected  by  members,  the 
majority  of  whom  are  members  of  the  House  of 
Delegates  of  medical  society.  Actual  board  compo- 
sition, 12  physicians  and  12  non-providers,  total 
24. 

In  Massachusetts,  the  majority  of  board 
members  must  be  approved  by  the  medical  society. 
The  board  is  elected  by  the  executive  board  of  the 
medical  society.  Board  medical  involvement  and 
board  selection  are  therefore,  more  than  50  per 
cent.  The  actual  board  composition  is  9 physicians, 
45  per  cent,  11  non-providers,  55  per  cent.  Total 
board  members  20. 

In  Maine  the  Blue  Cross-Blue  Shield  board  is 
elected  by  members  who  apparently  are  composed 
of  subscribers  and  participating  providers.  The 
majority  of  the  board  must  be  public,  with  the 
remainder  divided  between  representatives  of  par- 
ticipating hospitals  and  professionals.  Therefore, 
their  medical  involvement  in  board  selection  is  less 
than  50  per  cent.  The  actual  board  composition  is 
6 physicians  (19  per  cent),  8 other  providers  (25 
per  cent),  and  18  non-providers  (56  per  cent),  for 
a total  of  32  board  members. 

In  Connecticut  Blue  Cross-Blue  Shield,  there  is 
no  apparent  medical  society  involvement.  Twenty- 
five  to  thirty  per  cent  of  the  board  must  be  physi- 
cians. The  board  is  nominated  and  elected  by 
“members”.  Members  are  persons  who  were 
members  on  the  effective  date  of  By-Laws,  and 
others  selected  by  them.  Therefore,  the  actual 
board  composition  consists  of  10  physicians  (27  per 
cent),  1 other  provider  (3  per  cent),  and  26  non- 
providers (70  per  cent),  for  a total  board 
membership  of  37. 

In  the  New  Hampshire-Vermont  Blue  Cross-Blue 
Shield  arrangement,  less  than  50  per  cent  of  the 


board  members  have  medical  involvement.  Eight 
of  forty  directors  represent  physicians.  Physician 
directors  are  nominated  by  medical  societies.  The 
board  is  elected  by  54  members,  12  of  whom  are 
selected  by  medical  societies.  The  actual  board 
consists  of  8 physicians  (20  per  cent),  10  other 
providers  (25  per  cent) , 22  non-providers  (55  per 
cent) , for  a total  board  membership  of  40. 

In  summary  physician  control  of  or  involvement 
in  Blue  Shield  plans  for  1978  (source.  Blue  Shield 
Association  application  for  renewal  of  member- 
ship, total  of  70  plans)  is:  Physician  majority  in  31 
plans,  provider  majority  on  1 1 plans,  non-provider 
majority  in  28  plans.  Physician  control  committees, 
supervise  or  participate  in  decisions:  regarding  fee 
schedule  modifications,  if  applicable  to  the  plan, 
in  58  plans;  and  regarding  both  fee  schedules  and 
reasonable  charges,  if  applicable  to  the  plan,  in  50 
plans. 

There  is  claim  administration  policy  and 
complex  physician  control  in  67  plans.  In  58  plans 
there  is  adjudication  of  fee  claims  exceeding  UCR 
criteria.  In  62  plans  the  physicians  control  utiliza- 
tion review.  All  of  these  functions  applicable  to  the 
plans  with  physician  control  exist  in  48  plans. 
Fifty-nine  plans  have  medical  society  approval. 
Nine  states  and  many  Blue  Cross  plans  have 
adopted  some  form  of  prospective  reimbursement 
of  hospitals  under  which  total  reimbursement  is 
established  in  advance  for  the  coming  year.  To 
avoid  the  inflationary  effects  of  retrospective  reim- 
bursement (under  which  hospitals  are  reimbursed 
after  the  fact,  on  the  basis  of  actual  cost  incurred) , 
prospective  reimbursement  gives  hospitals  incen- 
tives to  live  within  fixed  annual  budgets.  Thus, 
they  are  at  risk  for  costs  exceeding  the  ceiling, 
while  able  to  keep  some  or  all  of  the  difference  if 
they  provide  services  more  efficiently.  The  ceiling 
is  established  through  review  of  projected  budgets 
of  individual  hospitals  (eg,  Rhode  Island  Hospi- 
tal) , or  established  through  negotiations  between 
hospitals  or  aid  centers  (eg,  Rhode  Island) . It  is 
too  early  to  tell  whether  regulation  requiring  pros- 
pective reimbursement  programs  can  control  costs. 
Rhode  Island  initiated  a program  in  1974,  and  has 
constantly  tinkered  with  it.  Preliminary  evidence  in- 
dicates it  has  had  some  success.  Critics,  however, 
feel  that  this  approach  may  reduce  cost-effective  in- 
novation and  penalize  efficient  hospitals  which  start 
with  less  “fat”.  For  example,  the  comparison  of 
hospital  semi-private  room  charges  by  state  for 
1976  and  1977  (source.  Health  Insurance  Associa- 
tion of  America) , indicates  that  the  cost  per 
hospital  bed  in  Rhode  Island  was  the  sixth  highest 
nationwide  in  1976.  In  1977  the  cost  for  the  same 
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hospital  bed  had  dropped  to  10th  highest.  If  the 
cost  of  the  beds  in  Rhode  Island  hospitals  in 
aggregate  is  among  the  highest,  why  is  the  reim- 
bursement for  provider  services  through  the  carrier 
Blue  Shield  the  48th  lowest? 

The  Director  of  the  Department  of  Business 
Regulation  approved  an  overall  8.15  per  cent 
increase  in  its  provider  allowance,  effective  1 July 
1980.  Blue  Shield  had  fded  a request  for  an  11.81 
per  cent  increase  comparable  to  the  consumer’s 
index  for  the  twelve  months  ending  January,  1980 
— a method  which  had  been  used  as  the  basis  for 
provider  allowance  increases  for  the  past  four 
years.  This  year’s  8.15  per  cent  increase  is  the  same 
figure  used  by  Medicare  to  upgrade  its  prevailing 
allowances.  However,  there  is  a hooker.  Blue 
Shield,  in  a manner  which  is  not  clear  to  me  or  to 
most  of  the  members  of  the  Board  of  Directors, 
decided  to  allocate  3.8  per  cent  of  this  8.15  per 
cent  increase  to  updating  reimbursement  of  physi- 
cians with  the  lowest  profile  (below  50  per  cent) 
up  to  50  per  cent,  the  remaining  5 per  cent  was 
allocated  to  physicians  whose  profile  was  5 per  cent 
or  higher.  In  all  fairness  this  boggles  the  mind  and 
is  inconsistent  with  what  was  reported  by  the 
President  of  Blue  Shield  for  staff  and  administra- 
tive salary  increases  to  the  tune  of  9.1  per  cent. 
The  President  indicated  that  the  9.1  per  cent 
increase  for  the  staff  was  less  than  the  9.4  per  cent 
granted  by  the  state  to  its  personnel,  and  that  Blue 
Shield  might  have  to  consider  higher  increases  for 
staff  and  the  administration  if  they  were  to  retain 
the  services  of  these  valued  people.  In  like  manner 
I wonder  how  valuable  they  consider  the  physician 
who  has  been  rendering  services  at  2/3  his  usual 
and  customary  fees  for  so  long  that  the  amount  of 
reimbursement  that  he  receives  for  his  services  is 
approximately  2/3  of  his  usual  fees.  Is  there  any 
wonder  why  there  is  dissatisfaction  with  Blue 
Shield?  I ask  for  a more  complete  explanation  for 
physician  reimbursement  and  that  this  explanation 
be  given  in  writing  to  every  physician  in  Rhode 
Island.  The  whole  approach  to  physician  profiles  is 
geared  to  cost  containment  and  keeping  the  phy- 
sicians reimbursement  fee  down.  A physician,  who 
in  years  of  service  when  he  is  seeing  many  patients 
and  decides  to  forego  increases  in  reimbursement, 
is  not  only  penalized,  but  is  unable  ever  to  get  a 
just  reimbursement  even  by  Blue  Shield  staff 
standards  under  the  present  method  of 
determination  of  the  rate  increase  mandated  by  the 
Director  of  Business  Regulation  for  physician  reim- 
bursement. If  a physician  wishes  to  have  his  reim- 
bursement raised  to  a proper  level,  then  he  should 
also  be  prepared  to  show  upfront  his  costs  for 


rendering  that  service.  Resistence  to  this  method  at 
the  level  of  physician  members  of  the  Board  of 
Directors  of  Blue  Shield  befuddles  me.  I know  of 
no  business  that  is  not  based  on  cost  and 
reasonable  profit  motive.  In  this  manner  I ask  phy- 
sicians to  assist  Blue  Shield  in  doing  a pilot  study 
on  the  cost  of  physician  services  in  a way  that 
protects  confidentiallity  and  provides  adequate 
data.  I believe  statistics  prepared  hy  Medical  Econ- 
omics are  adequate,  even  though  Blue  Shield  is 
reluctant  to  accept  them.  A $15.00  office  fee 
entails  approximately  $12.00  of  office  expense;  the 
remaining  $3.00  profit  is  certainly  not  excessive  per 
unit  of  service.  Physicians  must  pay  more  attention 
to  the  business  of  medicine.  The  principles  of  our 
art  will  take  care  of  themselves.  Physicians’  fees  are 
about  1 point  lower  than  the  so  called  “all  items” 
section  of  the  CPI  (Consumer  Price  Index) , and  4 
points  below  “all  services”  — with  which 
physician’s  fees  can  most  fairly  be  compared. 

Blue  Shield  has  become  pickier  about  doctor 
bills  for  its  clients.  Perhaps  Blue  Shield  should 
share  its  statistics  more  closely  with  the  Rhode 
Island  Medical  Society,  which  shares  equal  concern 
for  all  the  physicians  in  the  state.  By  charting  his 
practice’s  course  in  fees  over  a period  of  time,  a 
physician  can  track  fluctuations  which  signal  any 
need  for  reasonable  changes.  A dual  method  one 
for  cost  and  one  for  fees  offers  a simple  key  to 
measure  and  act  upon  these  variances.  This 
technique  is  identical  in  principle  to  a charting 
device  which  has  withstood  the  test  of  time:  the 
Consumer  Price  Index.  However,  if  Blue  Shield  is 
to  use  the  consumer  price  index  for  reimbursement 
of  physician  fees  when  the  CPI  is  low,  it  cannot 
rightfully  disregard  the  CPI  unilaterally  when  that 
CPI  turns  upwards.  This  administration  recom- 
mends that  Blue  Shield  and  the  Rhode  Island 
Medical  Society  set  an  example  by  together  serving 
the  physician  and  the  consumer  in  gaining  a 
clearer  insight  into  the  economic  behavior  of  the 
physician  and  his  patients  by  providing  means  for 
evaluation  of  contemplated  changes  and  charges 
for  medical  services  less  obscure  and  more 
methodical  than  the  present  system  of  “profile 
services”  now  employed  by  Blue  Shield. 

Over  the  next  decade  the  health  delivery  system 
will  undergo  radical  change.  There  will  be 
problems,  but  not  the  ones  that  have  dominated 
the  daily  diet  and  losing  battles  with  the  Blues  and 
state  rate  review  commissions.  Blue  Shield  has 
attempted  to  hold  rate  increases  and  reimburse- 
ments to  both  physicians  and  hospitals  below  tbe 
consumer  price  index.  Certainly  this  should  be 
adjusted  equitably.  Quality  is  an  important  aspect 
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of  service  delivery.  Standards  of  output,  such  as  the 
number  of  patients  a community  clinic  may  see, 
may  increase  exposure,  but  do  not  guarantee  im- 
proved care. 

Although  the  earnings  of  physicians  are  not  in- 
significant, the  under-utilization  of  excess  resources 
contributes  the  most  to  cost  inflation.  Hospitals  are 
poorly  coordinated,  with  the  result  that  resource 
allocation  and  service  delivery  are  below  optimum. 
As  small  businessmen,  running  their  1 to  5 
personnel  operations  because  of  lower 
administrative  and  overhead  costs,  physicians  can 
deliver  the  same  product  more  effectively  and 
economically,  and  should  not  be  penalized  because 
they  can  do  this.  The  public  must  be  aware  of 
these  problems  and  other  facts  of  the  physician’s 
high  stake  in  the  health  care  system.  In  attempting 
to  attain  a balance  between  equity  and  efficiency, 
Blue  Shield  must  not  lose  sight  of  the  potentialities 
of  health  care  in  improving  the  quality  of 
American  life.  The  Blues  must  recognize  that, 
viewed  in  perspective  with  the  other  major  services 
such  as  education,  welfare,  and  criminal  justice, 
physicians  perform  reasonably  well.  In  a 
democracy  such  as  ours,  they  should  not  be 
penalized  by  lower  fees  and  by  refusal  to  assess  the 
value  of  physician  services  in  the  reimbursement 
plan  on  a net  basis  per  unit  of  service  delivery 
consistent  with  administration  and  the  level  of 
training  performed  by  deliverers  of  health  care, 
both  administrative  and  professional. 

Although  the  public  continues  to  respect  doctors 
more  than  any  other  professional  group,  doctors 
are  widely  resented  for  their  high  incomes.  The 
average  doctor  works  60  to  75  hours  a week.  In 
a comparison  of  professionals’  income.  The  Am- 
erican Lawyer,  a bi-weekly  newspaper  reported 
on  the  results  of  an  annual  survey  of  lawyers’  earn- 
ings, conducted  by  the  Price  Waterhouse  Account- 
ing Firm:  in  1977  the  median  income  for  a partner 
in  an  average  size  US  law  firm  (fewer  than  76 
lawyers)  was  $85,000.  The  study  also  reveals  that 
the  highest  paid  partners  are  in  New  York  firms 
with  135  or  more  lawyers;  their  median  income  in 
1975  was  $161,000.  The  study  data  made  available 
by  the  HEW  Health  Care  Financing  Committee 
reported  a net  average  physicians  income  of 
$63,000.  The  1980  Medical  Economics  Continuing 
Survey,  published  13  October  1980,  noted  that 
from  1978  to  1979  doctors  did  a remarkable  job  of 
holding  the  line  on  fee  increases  in  spite  of 
rampant  inflation.  Since  last  year  there  have  been 
numerous  breaches  in  the  line,  but  physician  fees 
still  lag  far  behind  both  the  overall  CPI  and  its 
services  component. 


The  physician  has  always  been  an  evaluator. 
One  of  the  most  important  medical  traditions  is 
that  physicians  take  great  pride  in  being  far  ahead 
of  all  the  professions  evaluating  what  physicians 
can  do.  The  physician  is  intimately  and  deeply 
concerned  in  the  evaluation  and  results  of  care.  For 
this  reason  physicians  established  a Rhode  Island 
Professional  Standards  Review  Organization 
(RIPSRO).  This  organization  needs  to  be 
strengthened  economically  as  well  as  in  community 
support.  The  development  of  a single  unified  utili- 
zation review  system  for  patients  is  urged  upon 
both  Blue  Cross  and  Blue  Shield.  The  Rhode 
Island  Medical  Society  believes  that  evaluation  is 
not  an  end  to  itself.  It  is  a means  to  an  end.  It  is 
not  done  for  the  convenience  or  benefit  of  the 
hospital,  nor  for  the  doctor.  It  is  a part  of  our 
normal  obligation  as  professionals  to  our  profes- 
sion. It  is  for  the  benefit  of  the  patients  for  whom 
we  exist. 

The  suggestion  that  the  structure  of  Blue  Cross- 
Blue  Shield  benefits  should  be  determined  in  a 
vacuum,  separately  from  decisions  concerning  the 
need  for  service,  largely  ignores  patient-oriented 
objectives.  The  fundamental  thesis  is  that  Blue 
Cross-Blue  Shield  must  provide  two  social  impera- 
tives: protection  for  the  consumer  from  unpredict- 
able expenses  and  congruence  of  utilization  and 
need.  Examples  of  public  intervention  and  health 
insurance  benefits  are  the  growing  number  of 
legislatively  mandated  benefits  such  as  mental 
health  care  and  various  screening  procedures. 
There  is  also  the  problem  of  consumers’  purchasing 
worthless  insurance  such  as  cancer  or  other  disease 
specific  benefits.  Does  this  not  require  a debate 
over  the  need  for  such  benefits?  These  and  other 
activities  of  the  Blues  raise  the  question  of  the 
extent  to  which  the  health  care  reimbursement 
activities  of  insurance  companies  are  exempted 
from  the  application  of  the  anti  trust  laws  under 
the  “business  of  insurance”  exemption  contained  in 
the  McCarran-Ferguson  Act.  Courts  have  not 
agreed  on  the  answer  to  this  question.  Cost  con- 
tainment, a major  endeavor  of  the  Blues,  is  in 
everyone’s  interest,  but  it  must  be  achieved  by 
rational  use  of  technology  and  improved  interfac- 
ing among  the  Blues,  the  physicians  who  provide 
the  services,  and  the  consumer  public  which 
receives  the  services.  It  should  not  be  achieved 
through  intimidation  or  denial  of  services  based  on 
subjective  impressions  of  what  is  reasonable  and 
necessary. 

Physicians  (and  hospitals)  have  come  under  in- 
creasing scrutiny  because  of  the  continuing  rapid 
rise  of  the  cost  of  medical  care.  Insurance  benefits 
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(private  and  public)  for  ambulatory  services  are 
less  comprehensive  than  those  for  hospital  services. 
In  1976  third-party  payment  accounted  for  90  per 
cent  of  all  hospital  expenditures,  compared  to 
roughly  60  per  cent  of  physician  services,  and  all 
other  services  performed  outside  of  the  hospital. 
Although  the  issues  are  complex  and  the  answers 
difficult,  proposals  to  reform  current  third-party 
reimbursement  policies  by  the  Rhode  Island 
Medical  Society  and  effect  primary  care,  should  be 
accorded  high  priority  by  physicians  as  well  as  by 
the  policy  makers  (Board  of  Directors  and  Ad- 
ministrative Staff  of  BSA) . I call  upon  the  medical 
profession  not  to  limit  its  role  to  responding  to  pro- 
posals of  Blue  Shield  and  Blue  Cross,  or  to  the 
health  insurance  industry.  The  time  has  come  for 
the  medical  profession  to  act  rather  than  react. 

In  my  job  as  President,  I’m  asked  such  questions 
as:  “Why  do  you  (they  mean  Blue  Shield,  but  it 
always  comes  out  as  you)  discriminate  between 
physicians  and  surgeons?”  “Why  aren’t  family  phy- 
sicians reimbursed  at  the  same  level  as  specialists 
for  identical  services?”  “Don’t  you  realize  you  (Blue 
Shield)  are  keeping  physicians  dissatisfied  by  this 
stupid,  discriminatory  practice  in  fees?”  “What  can 
you  (Blue  Shield)  do  to  bring  more  sense  and  less 
intimidation  from  those  big  city  administrators 
who  seem  to  intimidate  us  with  all  their  facts  and 
figures?” 

Under  the  law.  Blue  Shield  medical  insurance 
payments  are  based  on  “reasonable  charges”  for 
covered  services  and  supplies.  The  intermediary  in 
your  area  is  Blue  Cross  of  Rhode  Island  and  the 
carrier  in  your  area  is  Blue  Shield  of  Rhode  Island. 
Each  year  the  carrier  reviews  the  actual  local 
physician  charges  of  the  previous  year.  Based  on 
this  review,  new  reasonable  charges  are  put  into 
affect  about  each  July  1. 

Here’s  how  reasonable  charges  are  determined : 
first  the  carrier  determines  a customary  charge 
(generally  the  charge  most  frequently  made)  by 
each  doctor  for  each  separate  service  furnished  in 
the  previous  calendar  year. 

Next,  the  carrier  determines  the  prevailing 
charge  for  each  covered  service.  The  prevailing 
charge  is  the  amount  which  is  high  enough  to  cover 
the  customary  charge  of  three  quarters  of  the  bills 
submitted  in  the  previous  year  for  each  service. 
However,  increases  in  prevailing  charges  for  doctor 
services  are  limited  from  year  to  year  by  the 
“economic  index”  formula  which  relates  doctors’ 
fee  increases  to  the  actual  increases  in  the  cost  of 
maintaining  their  practices  and  the  cost  of  general 
earning  levels. 


In  computerized  systems  designed  for  the  review 
of  health  care  processes,  JPS  (Joint  Profile  System) 
was  developed  by  the  Blue  Cross  and  Blue  Shield 
Associations  and  does  provide  statistical  informa- 
tion to  measure  the  economical  use  of  health  care 
service  and  alternative  programs.  Your  SPARI 
Organization  and  individual  medical  hospital  staffs 
throughout  the  state  might  consider  this  as  a tool 
to  improve  cost-effective  use  of  health  insurance. 
Hospitals  and  medical  staffs  should  be  able  to  take 
a closer  look  at  their  efforts  to  work  with  cost- 
effective  alternative  programs.  Future  studies  for 
consideration  should  include  psychiatric  unit 
studies  to  compare  lengths  of  stay  and  charges  in 
various  institutions,  administrative  costs,  personnel 
costs,  laboratory  costs,  and  charges,  bed  registry, 
home  health  care  and  outpatient  service,  and 
administrative  delay  days.  Although  Thomas 
Edison  predicted  that  the  doctor  of  the  future  will 
give  no  medicine,  but  will  interest  patients  in  the 
care  of  the  human  frame  and  diet  and  the  cause  of 
prevention  of  disease,  I suggest  that  the  doctor  be 
not  intimidated  by  administration  and  staff,  and 
that  he  determine  the  cost  of  his  own  services  as 
well  as  the  cost  entailed  in  delivering  not  only  his 
services,  but  the  services  of  all  concerned  in  the 
health  care  system.  Since  the  doctor  is  accused  of 
initiating  $250,000  worth  of  medical  services  each 
year,  he  should  also  be  provided  with  a detailed 
financial  audit  (autopsy)  of  the  monies  spent,  for 
whom,  and  for  what. 

The  Blues  should  not  attempt  to  control  physi- 
cians’ incomes.  They  must  verify  that  the  services 
billed  were  actually  rendered.  Physicians’  incomes 
should  be  discussed  openly,  with  most  of  the  effort 
being  directed  to  the  family  physician  as  backbone 
of  the  primary  care  system.  The  public  has  been 
made  aware  that  the  average  family  physician’s  net 
income  per  hour  is  approximately  $18.00,  which  is 
not  unlike  that  of  many  of  the  organized  trades 
and  other  non-professional  employees.  The  public 
has  been  receptive,  but  has  been  quick  to  grasp  one 
of  our  areas  of  weaknesses  when  defending 
incomes.  Notice  that  the  net  income  for  specialty 
groups  varies  considerably,  even  though  the  period 
of  postgraduate  training  and  responsibility  are 
similar. 

You  all  know  that  the  purchase  of  medical  care 
is  currently  costing  the  American  patient  an  arm 
and  a leg.  The  American  doctor  is  getting  less  of  the 
health  care  dollar  than  ever  before.  The  latest 
Harris  poll  shows  only  29  per  cent  of  the  American 
public  believes  that  the  solution  to  their  medical 
economic  dilemma  lies  with  federal  bureaucracy 
and  national  health  insurance.  American  business 
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is  currently  paying  one  third  of  the  nation’s  bills 
and  it  wants  financial  relief.  To  whom  can  these 
folks  turn?  I feel  that  they  can  logically  turn  to  the 
American  doctor  who  controls  most  of  the  medical 
care  expenditures,  rather  than  to  the  federal 
government  and  the  insurance  companies  whose 
track  record  has  already  proved  not  to  be  the  best 
answer.  I believe  organized  medicine  needs  to 
organize  and  manage  the  health  industry  in  an 
efficient,  effective,  and  less  expensive  manner.  I see 
nothing  wrong  with  putting  less  money  in  the 
hospital  and  more  in  the  doctor’s  pocket. 

Rising  costs  in  inflation  pose  a problem  in 
medicine,  but  with  every  problem  there  is  an  op- 
portunity. I feel  that  organized  medicine  should 
firmly  see  the  opportunity  to  act  in  an  enlightened 
manner  before  it  is  too  late.  We  cannot  go  back  to 
the  19th  century.  The  rise  of  third-party  payment 
(the  Blues)  to  its  present  preeminence  has  been  so 
insidious  that  physicians  in  general  exhibit  the 
posture  of  the  fabled  ostrich  with  its  head  in  the 
sand.  We  still  pretend  that  the  patients  are 
governed  by  the  same  restraints  as  they  were  when 
responsible  for  their  own  bills  on  a one-to-one  rela- 
tionship with  the  doctor,  the  hospitals,  and  other 
“providers”.  The  public  sometimes  demands 
services  it  doesn’t  need,  and,  I fear,  all  too  often 
doctors  may  acquiesce  because  it  is  easier,  it  is 
defensive  medicine,  or  (heaven  forbid!)  it  is  lucra- 
tive. Doctors  have  characteristically  considered 
any  adverse  comment  about  the  profession,  about 
a colleague  (even  when  not  a personal  acquaint- 
ance) , as  a personal  attack.  Both  payer  and  doc- 
tor must  preserve  fiscal  integrity.  The  time  has 
arrived  when  the  medical  profession  collectively  and 
individually  must  recognize  that  the  rules  have 
changed  for  good,  that  patients  are  not  governed  by 
the  same  controls  and  motivations  as  in  the  days 
before  third-party  intrusion. 

We  know  that  health  insurance  is  unequivically  a 
necessity,  unless  we  want  to  return  to  the  early 
1960s.  With  respect  to  health  insurance  such  as  the 
Blues,  however,  as  with  so  manv  other  things, 
more’  in  the  sense  of  “comprehensiveness”  is  not 
necessarily  better.  The  key  to  solving  the  problem  is 
how  the  components  of  the  health  insurance  in- 
dustry interface  with  those  of  the  health  delivery 
system. 

We  must  exhibit  a blend  of  competition, 
regulation,  and  innovation  truly  essential  for  suc- 
cessful delivery  of  medical  care.  Certain  health 
insurance  plans,  such  as  the  Blues,  or  Medicare 
and  Medicaid,  both  national  and  state,  exist 
because  of  regulations  and  legislation.  Other  insur- 


ance programs  are  competitive,  and  their  quality 
ranges  from  superb  to  worthless.  Insurance  benefits 
are  structured  with  the  need  for  services  in  mind, 
and  thus  physicians  must  continue  to  be  respon- 
sibly engaged  (as  they  have  been  historically)  in 
health  insurance  planning.  In  the  development 
risk-factor  screening  and  health-promotion  incen- 
tive programs  by  the  Blues,  physicians  and  other 
providers  should  be  consulted  at  the  policy  making 
level. 

Today,  more  than  30  years  since  the  first  private 
physician  service  health  insurance  plan  in  the  state 
was  founded  by  Rhode  Island  Medical  Society,  we 
have  an  enviable  record  of  concern  leading  to 
innovation.  If  reform  is  to  be  continued  what  are 
our  options  now?  Some  of  the  problems  which  need 
to  be  addressed  are;  (1)  the  differentials  of  re- 
numeration among  specialists,  including  the  high 
fees  paid  for  procedures  performed  by  specialists ; 
(2)  the  disparities  in  payment  for  equivalent 
services  due  to  the  policy  of  paying  physicians  on 
the  basis  of  usual,  customary,  and  reasonable 
charges  within  a relatively  narrow  geographic 
area;  (3)  the  basis  of  present  hospital  reimburse- 
ment policies,  inpatient  services.  A principle  avail- 
able option  to  address  these  problems  is  an 
approved  negotiated  fee  schedule.  This  should  be 
mandatory  in  any  discussion  concerning  the  pro- 
posed merger  of  Blue  Cross  and  Blue  Shield  plan 
into  Blue  Cross  and  Blue  Shield  of  Rhode  Island. 
Other  options  also  exist. 

Change  is  in  the  air.  The  carriers  and  inter- 
mediaries in  the  Blue  Cross  and  Blue  Shield  plans 
are  becoming  more  deeply  involved  in  innovative 
arrangements.  Increasingly,  payments  provide  risk 
incentives  for  both  hospitals  and  doctors;  concur- 
rent utilization  review  is  presently  in  operation  as 
well  as  retrospective  review  in  the  guise  of  quality 
assurance  and  appropriateness  of  care.  Plans 
sponsor  alternative  delivery  systems;  health  promo- 
tion programs  involve  hospitals,  employers,  and 
schools.  New  benefits  extend  beyond  inpatient  care 
to  ambulatory  care,  long  term  care,  and  even 
screening  at  the  work  place.  Preferential  rates  for 
groups  with  health  promotion  programs  are  being 
evaluated. 

Change  is  in  the  air.  We  were  in  on  the  be- 
ginnings. Are  we  going  to  be  in  on  the  changes? 
What  legacy  will  we  leave  to  the  physician  in  the 
21st  century  who  replaces  us?  Will  he  be  aided  by 
our  forsight  and  forthright  negotiations  with  the 
Blues,  or  will  he  be  burdened  by  the  fact  that  we 
believe  the  goose  that  has  laid  the  golden  egg  will 
be  laying  her  eggs  well  into  the  21st  century?  ■ 
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EDITORIAL 


Caffeine:  How  Serious  A Health  Menace? 


Today  I am  adinsing  pregnant  women  to  avoid  caffeine-containing 
foods  and  drugs,  or  to  use  them  sparingly.  IVe  know  that  caffeine 
crosses  the  placenta  and  reaches  the  fetus.  IVe  know  that  caffeine  is  a 
stimulant  and  has  a definite  drug  effect.  As  a general  rule,  pregnant 
women  should  avoid  all  substances  that  have  drug-like  effects.  So  while 
further  eindence  is  being  gathered  on  the  possible  relationship  between 
caffeine  and  birth  defects,  a prudent  and  protective  mother-to-be  will 
want  to  put  caffeine  on  her  list  of  unnecessary  substances  which  she 
should  avoid 

. . . Warning  announcement  issued  September  4th  by  Jere  E.  Goyan, 
Commissioner,  U.S.  Food  and  Drug  Administration. 

As  was  the  case  with  the  announcement  years 
ago  regarding  the  nicotine  danger  to  health  from 
cigarette  smoking,  and  with  the  FDA  ban  on 
saccharin  in  1977,  the  recent  warning  relative  to 
caffeine,  after  the  completion  of  the  first  phase  of 
research  tests  indicated  a danger  in  particular  to 
pregnant  women,  evoked  conflicting  reactions. 

Consumer  groups  felt  the  warning  was  not  strong 
enough.  Industry  representatives  said  it  went  too 
far,  since  it  was  based  only  on  preliminary  testing. 
The  coffee  and  soft  drink  industries  pointed  out 
that  the  tests  did  not  prove  that  caffeine  causes  birth 
defects  in  human  subjects,  although  competent 
microbiologists  reportedly  demonstrated  that  it  has 
caused  such  defects  in  mice,  rats,  hamsters,  and 
rabbits. 

The  warning  certainly  should  not  be  ignored  by 
the  medical  profession.  If  the  scientific  evidence 
only  strongly  suggests  (as  it  does) , but  does  not 
prove  conclusively  that  a food  additive  can  be  a con- 
tributory source  of  danger  to  health,  then  physi- 
cians should  advise  their  patients  accordingly. 

Unfortunately  a public  indifferent  to  long-term 
effects  of  drugs  and  stimulants  added  to  food 
products  on  personal  health  is  inclined  to  disregard 
advisories  such  as  those  issued  by  the  FDA  if  the 
warning  calls  for  a cessation  of  what  it  considers  a 
popular  habit  or  source  of  pleasure.  Thus,  in  spite 
of  years  of  cumulative  evidence  regarding  the 
dangers  of  nicotine  absorption  through  smoking, 
and  the  evidence  of  possible  bladder  cancer  from 
excessive  use  of  saccharin,  the  public  ignores  the 
dangers  and  complacently  accepts  as  a simple  solu- 
tion the  labelling  on  cigarette  and  saccharin 


packages  the  advisory  line  that  “Use  of  this  product 
may  be  hazardous  to  your  health”. 

In  the  case  against  saccharin  the  FDA  proposal  to 
ban  its  use  resulted  in  a deluge  of  mail  by  consumers 
and  diet  food  and  drink  manufacturers  to  the 
members  of  Congress,  with  the  result  that  the 
complaints  encouraged  the  Congress  to  overrule  the 
ban,  placing  a moratorium  on  it  until  June  30, 
1981.  Under  an  amendment  to  the  Federal  Food, 
Drug  and  Cosmetic  act  of  1938  sponsored  by  repre- 
sentative James  J.  Delaney  of  New  York,  any 
substance  found  in  laboratory  tests  to  cause  can- 
cer in  human  subjects  or  animals  must  be 
banned  — even  if  some  putatively  safe  level  for 
human  food  can  be  established.  It  was  a case  of 
winning  in  the  scientific  forum  and  losing  in  the 
political  arena. 

The  FDA  admits  that  the  Department’s  scientific 
evidence  on  caffeine  is  inconclusive  and  that  further 
evaluation  and  research  must  be  sought  — hence  its 
warning  at  this  time  as  it  continues  its  studies  with 
additional  test  results  anticipated  in  1981.  The 
International  Life  Sciences  Institute,  an  industry 
supported  research  organization,  is  also  conducting 
a study  of  the  caffeine  problem. 

Therefore  the  evidence  accumulated  thus  far  is 
“anecdotal”,  that  is,  evidence  that  strongly  hints 
that  excessive  caffeine  consumption  causes  specific 
health  problems,  but  has  not  proven  the  link  con- 
clusively. As  is  common  in  such  conclusions,  the 
word  “excessive”  appears  frequently;  but  few  in- 
dividuals will  ever  admit  to  a fault  that  would 
classify  them  as  excessive  users  or  abusers  of  a 
popular  product.  As  a result,  the  advisory  warning 
is  too  often  ignored. 

The  FDA  has  asked  the  US  Public  Health  Service, 
through  its  maternal  and  child  health  projects, 
community  health  centers  and  other  programs,  to 
advise  pregnant  women  about  caffeine  use.  It  has 
also  called  on  the  Surgeon  General  to  urge  health 
professional  organizations  to  notify  their  members 
of  the  warning. 
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Until  conclusive  evidence,  one  way  or  the  other, 
regarding  potential  health  hazards  inherent  in  the 
chemical  compound  caffeine  is  presented,  it  does 
seem  reasonable  that  of  all  citizen  groups  physicians 
in  all  types  of  individual  practice,  not  merely 


obstetrics  and  family  practice,  should  convey  the 
warnings  of  actual  or  potential  health  hazards  in 
the  use  of  caffeine,  and  also  nicotine  and  saccharin. 

John  E.  Farrell,  ScD  ■ 


Rhode  Island  Medical  Society 

''Symposia  on  Current 
Rhode  Island  Health 
Problems” 

SERIES  WITH  CATEGORY  1 CREDIT 

Call  331-3207 

for  registration  materials 


Locum  Tenens  — COMPHEALTH.  Our 
medical  group  can  place  a well-quali- 
fied physician  in  your  practice  during 
your  absence.  For  more  information 
call  or  write:  Comprehensive  Health 
Systems,  Inc.  175  West  Second  South, 
Salt  Lake  City,  UT  84101  ~ (801)  532- 
1200 
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works  well  in  your  office  • • • 

NEOSPORlN*Ointment 

(pofymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


I • It's  effective  therapy  for 
abrasions,  lacerations,  open 
: wounds,  primary  pyodermas, 

I secondarily  infected 
dermatoses, 

I • It  provides  broad-spectrum 
' overlapping  antibacterial 
I effectiveness  against  common 
' susceptible  pathogens, 
including  staph  and  strep. 


NEOSPORIN  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


\ 

E^ch  gram  contains;  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

R^RNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddeningwith  swelling, 
dry  scaling  and  itching;  it  mav  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereauer. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


AN  EXCEPTIONALLY  FAVORA 


You  can  expect 
rapid  relief  of  a 
broad  range  of 
symptoms 

With  Limbitrol,  patients  often 
improve  within  o week.  Not  only 
is  insomnia  relieved,  but  you  will 
often  see  early  relief  of  agitation, 
psychic  and  somatic  anxiety, 
anorexia  and  feelings  of  guilt 
or  worthlessness.  This  early 
response  encourages  patients 
to  stay  in  therapy. 


You  can  minimize 

phenothiazine 

drawbacks 

When  you  choose  Limbitrol  over 
a phenothiazine-containing 
product  you  minimize  thejisk 
of  tardive  dyskinesia  - now 
associated  even  with  low  dose, 
short-term  phenothiazine 
therapy. ’-2  You  also  reduce  the 
possibility  of  other  extrapyra- 
midal  side  effects,  which  occur 
in  approximately  30%  of  patients 
receiving  phenothiazines.^-^ln 
contrast  the  reported  incidence 
of  these  disturbing  reactions  with 
Limbitrol  or  either  of  its  compo- 


nents alone  is  rare.  (For  a 
complete  list  of  side  effects 
reported  with  Limbitrol,  please' 
consult  full  disclosure.) 


References:  1.  Paulson  GW:  NY  State  J Med 
79.- 193-195,  Feb  1979.  2.  Hollister  LE: 
Antipsychotic  medicotions  and  the  treatment)? 
schizophrenia,  chap.  9,  in  Psychopharmacolo 
from  Theorv  to  Practice,  edited  by  Barchas  X 
et  at.  New  York,  Oxford  University  Press,  197' 
pp.134,  145.  3.  Domino  EF;  Antipsychotics: 
phenothiazines,  thioxanthenes,  butyrophenon 
and  rauwolfia  alkoloids,  chap.  25,  in  Drill’s 
Pharmacology  in  Medicine,  ed.4,  edited -by 
DiPalma  JR.  New  York,  McGrow-Hili  Book 
Company,  1971,  p.476.  4.  Sovner  R,  DiMasc 
Extrapyramidal  syndromes  and  other  neurolor 
side  effects  of  psi/chotropic  drugs,  in  Psycho- 
pharmacology: A Generation  of  Progress,  edite 
Lipfon  MA,  DiMoscio  A,  Killam  KF.  New  York, 
Raven  Press,  1978,  p.  1021.  5.  Donlon  PT, 
Stenson  RL:  Dis  Nerv  Syst  37:  629-635,  Nov 
1976. 


^FETY/BENEFIT  RATIO 


moderate  depression  and 


What 

better  reason 
to  choose 
Limbitrol 
for  your 
patients  with 


Tablets  5-T2.5  each  containing'5  mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  TO-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


vti'rf 


^ ■hi!'- 


Efficacy*  without  a phenothiazine 


Pleose  see  summary  of  product  Information  on  following  page. 


o 


LIMBITROL  ” TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  o summary  of  which  follows: 
Indicofions:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  onxiety 
Contraindications:  Known  hypersensitivity  to  benzodiozepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  fallowing  discontinuation  of  MAO 
inhibitors  since  hyperpyrelic  crises,  severe  convulsions  and  deaths  have  occurred  with  concom- 
itant use,  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved 
Contraindicated  during  acute  recovery  phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and 
anticholinergic-type  drugs  Closely  supervise  cardiovoscular  patients  (Arrhythmias,  sinus 
tachycardia  and  prolongation  of  conduction  time  reported  with  use  of  tricyclic  antidepressants, 
especially  high  doses  Myocardial  infarction  and  stroke  repoded  with  use  of  this  class  of  drugs  ) 
Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete  mental  oledness  (e_g  , operating 
machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenitai  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  If  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  ta  chlordiazepoxide  have  been  reported  rarely, 
use  caution  in  administering  Limbitral  ta  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either  component  alone 
have  been  reparted  (nousea,  headache  and  malaise  far  amitriptyline,  symptoms  | including 
convulsionsi  similar  ta  those  of  barbiturate  withdrawal  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of 
the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients  Periodic  liver  tunction  tests  and  blood  counts  are  recommended  during 
prolonged  treatment  Amitriptyline  component  may  block  action  of  guonethidine  or  similar 
antihypertensives  Concomitant  use  with  other  psychotropic  drugs  has  not  been  evaluated 
sedative  effects 


How  to  initiate  and 
maintain  therapy 

Select  dosage  strength  appropriate  for  each  patient 

2.5  IS  recommended  to  minimize  drows- 


□ Limbifrol  5 

iness  and  for  elderly  patients 

□ Limbitrol  10-25  may  be  Indicated  for  patients  who 
tolerate  medication  without  undue  side  effects 


may  be  additive 
Discontinue  sev- 
eral days  before 
surgery  Limit 
concomitant 
administration 
of  ECT  to  essen- 
tial treatment  See 
Warnings  for  pre- 
cautions about 


Specify  daily  dosage  based  on  symptom  severity 

□ An  initial  dosage  of  three  tablets  is  recommended 

□ Dosage  may  be  increased  to  six  tablets  or  decreased 
to  two  tablets  daily  as  necessary 

□ Once  a satisfactory  response  is  obtained,  patients 
should  be  continued  on  the  smallest  dose  reguired  to 
maintain  the  desired  effect 

Utilize  dosage  options  to  bestaccommodote  indi- 
vidual patient  needs 

□ T.I.D.  orQ  I D.,  familiar  regimens  most  suited  for 
patients  who  tolerate  medication  without  undue  drowsi- 
ness 

n Two  tablets  one  hour  before  bedtime  and  one  tablet 
midday  may  minimize  daytime  drowsiness  and  help 
relieve  a common  target  symptom  - insomnia 

□ Entire  dosage  jrs.  to  take  maximum  advantage  of 
the  sedative  effect 


Youv  guide  to  patient  management... 
when  you  decide  medication  is  needed 


pregnancy 

Limbitrol  should  not  be  token  during  the  nursing  period  Not  recommended  in  children  under  12 
In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia, 
jaundice  and  hepatic  dysfunction  have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  considero- 
tion  because  they  have  been  reported  with  one  or  both  components  or  closely  reloted  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycordia,  palpitotions,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic-  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities, 
extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic-  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation 
of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilio,  purpura, 
thrombocytopenia 

Gasirointeslinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering  of  blood  sugar  levels 
Other:  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency  mydriasis 
jaundice,  alopecio,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment 
IS  symptomatic  and  supportive  I V administrotion  of  1 to  3 mg  physostigmine  salicylate  hos 
been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product 
information  for  manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h_s  dose  may  suffice  for  some  patients  Lower  dosages  are 
recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  increased  up  to  six 
tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial  dosage  ot  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue,  tilm-coated  tablets,  each  containing  5 mg 
chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  bottles  of  100  and 
500,  Tel-E-Dose‘*  packoges  of  100,  available  in  trays  ot  4 reverse-numbered  boxes  of  25  and 
inboxes  containing  10  strips  of  10,  Prescription  Paksot  50 


How  to  moke  each  patient  on 
informed  patient 


1 Discuss  with  patients  the  probability  that  they  will 
experience  drowsiness,  especially  during  the  first  week, 
2.  Reassure  your  patients  that  drowsiness  is  one  indica- 
tion that  the  medication  is  working  and  that  it  may  help 
alleviate  their  insomnia 

3 Encourage  patients  to  report  if  drowsiness  becomes 
troublesome  so  that,  it  necessary,  dosage  schedule  can 
be  adjusted 

4.  Caution  patients  about  the  combined  effects  with 
alcohol  or  other  CNS  depressants.  Let  them  know  that 
the  additive  effects  may  produce  a harmful  level  of  seda- 
tion and  CNS  depression 

5 Caution  patients  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery  or  driv- 
ing a car. 

6 Warn  pregnant  patients  and  patients  of  childbearing 
age  that  the  safety  of  Limbitrol  in  pregnancy  has  not  yet 
been  established 


Please  see  complete  product  disclosure  tor  other  pertinent  information. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


Limbitrol  should  not  be  used  under  the 
following  circumstonces: 

1,  Hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants. 

2,  Concomitantly  with  an  MAO 
inhibitor.  To  replace  an  MAO  in- 
hibitor with  Limbitrol,  discontinue 
MAO  inhibitor  tor  a minimum  of  14 
days  before  cautiously  initiating 
Limbitrol  therapy, 

3,  During  the  acute  recovery 
phase  following  myocardial 
infarction. 
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In  moderate  depression  and  anxiety 


Limbitiiol 


Relief  without  a phenothiazine 


MAKE  YOUR  MARK 
AND  BE  COUNTED.. 

If  you  haven’t  already,  now  is  the  time  to  complete  the  1981 
Census  of  Physicians’  Professional  Activities. 

Doing  so  will  assure: 

• that  your  official  record  is  updated 

• that  you  are  accurately  represented  in  the  28th  Edition  of 
the  American  Medical  Directory 

• that  you  continue  to  receive  the  educational  and  scientific 
materials  relevant  to  your  professional  interests 

Call  or  write  if  you  have  not  received  a census  form 
Division  of  Survey  & Data  Resources 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
312-751-6435 
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MEDICAL  CLEARING  BUREAU 


^p<€>^dd'C<p^pi<i 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


901  Industrial  Bank  Building 
Providence,  Rhode  Island  02903 

8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
521-9287 


We  have  a 
specialty  too. 

Office 

interiors. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 


ROITMAN  & SON,  INC. 

Fine  Furniture  and  Accessories 


161  South  Mam  Street,  Providence,  Rhode  Island  02903 
Telephone  (401)  861-6010 


Open  Monday  and  Thursday  evenings  until  9. 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area. 


HOW 
TOE® 
LESS 
TOTHE 
IRS 

WITH  A 
HOSPOAE 
TRUST 
IRA 


No  one  wants  to  pay  more 
federal  taxes  thaii  he  or  she 
absolutely  has  to— particularly 
on  money  being  saved  tor  retire 
ment.  That’s  why  an  Indi- 
\aducil  Retirement  Account 
(IRA)  makes  so  much  sense 
tor  so  many  people. 

Here  are  the  basic  tacts 
about  IRAs.  (To  get  all  the 
financial  and  legal  details  about 
them,  just  talk  wath  one  of  the 
specialists  at  Hospital  Tnist.) 

The  regular  IRA. 

It  your  emph'^y^'r  Joes 
not  have  a pensic'»n  or 
protit'sharing  plan, 
you  can  open  an  IRA 
at  Hospital  Trust  with  a minimum 
deposit  of  $500.  You  can  then  make 
yearly  deposits  up  to  $1,500  or  15% 
of  your  annual  earn- 
ings,  whichever  is  less. 

Your  IRA  dollars 
will  earn  the  same 
high  interest  as  our  30- 
month'tO'8'year 
Savings  Certiti- 
cates.  No  other 
financial  institu- 
tion can  otter 
you  higher  interest. 

Hospital  Tnist  gimrantees 
thtase  interest  rates.  And 
the  bank  charges  no  service 
fees  tor  IRAs. 

The  total  IRA  deposits  you 
make  each  year  are  deductible  from 
your  gross  taxable  income.  And 


you  pay  no  tederal  tax  on 
pnncipal  or  interest  earnings 
until  you  take  your  IRA  funds 
for  retirement  at  age  59'/: 
or  c'llder. 

Note;  you  can  open  your 
IRA  at  Hospital  Trust 
(and  contribute  to  it)  up  until 
April  15,  1981— and  still 
deduct  all  contributions  you 
nuike  to  it,  up  to  that  April  15 
tax  date,  from  your  1980  tax 
return. 

The  “rollover"  IRA. 

It  your  employer  does 
have  a pension  or  profit- 
shanng  plan,  an  IRA 
might  still  serve  you— 
should  you  change  jobs  or  the  plan 
is  temainated,  and  you  get  a lump- 
sum distribution. 

In  that  case,  you  can  roll  over  that 
money,  within  60  days,  into 
tax-sheltered  “rollover” 
IRA  at  Hospital  Tmst. 

You  pay  no  current 
taxes  on  it— and  enjoy 
same  deferred-tax 
benefits  a regular 
IRA  offers.  With- 
out seivace  tees. 
Those  are  the  highlight 
features  of  IRAs  and 
rollovers. 

To  get  the  full  story  from 
our  Tnist  Department  experts,  stop 
in  at  any  Hospital  Tnist  branch— 
or  call  Larry  Ruggien  at  278-7989. 
He’ll  be  happy  to  help  you. 


You  feel  better  banking  on  Hospital  Trust  £3 

Federal  ref^ulations  prohibit  the  payment  of  a time  deposit  pnot  to  maturity  unless  six  months  ot  intetest 
theteon  is  forfeited  and  interest  on  the  amount  wathdrawm  is  tedticed  to  the  passbook  rate. 

Feeleral  banking  regulations  pennit  payments  from  a time  deposit  prior  to  maturity  and  wathout 
penalty  it  the  hinds  reptesent  an  investment  in  an  Individual  Retirement  Account  ot  an  IdR-lO  Account 

and  the  participant  attains  age  59'/:  or  is  disabled. 


Member  F.D.l.C  ,. 


Deposits  insured  up  to  $100,000. 
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National  Business  Interiors 

A Division  of  National  Office  Supply  Co 

NOW  LEASING 

East  Bay  Medical 

ATTRACTIVE  & FUNCTIONAL 
OFFICES 

Center 

Excellent  Location  and  Accessibility 

250  Wampanoag  Trail 

East  Provi(jence,  Rhode  Island 

16  Suites  — 4 Suites  Avaiiabie 

Designers  & Suppliers  of  Offices 

Lease  Plans  Available 

36  Branch  Ave.,  Providence.  R.l.  02904 
(Branch  Ave.  Exit  Route  95)  401  -274-9000 

FOR  INFORMATION 

Call  944-8100,  434-5432 

FOR  SALE 


12  room  house  — $150,000.00 

Formerly  doctor's  office  and  residence.  Designed 
by  same  architect  as  Providence  Arcade  — pre- 
vious 1834. 

1st  floor:  4 rooms  suitable  1, 2,  3,  or  4 room  suites. 
Lavatory.  Rentable  Apt:  1 bedroom,  large  living- 
room-kitchen,  bathroom,  screened-in  porch,  pri- 
vate entrance. 

2nd  floor:  6 room  apartment,  separate  back  en- 
trance. 

Full  attic,  and  cellar.  All  guaranteed  siding  and  in- 
sulation, Ample  parking.  Back  on  Academy  cove;  2 
minutes  from  Wickford  Harbor,  docking,  stores. 
Equidistant  South  and  Kent  Hospitals.  Detached 
garage. 

TINGLEY  REAL  ESTATE 

48  Phillips  St.,  N.  Kingstown 
Telephone  294-3112 


HEALTH  HAVENS 

NURSING  HOME 


East  Providence 


PORTABlf  X-RAY  SERVICE  OF  RHODE  ISLAND 


100  HIGHLAND  AVENUE 
120  DUDLEY  STREET 
38  HAMLET  AVENUE 


PROVIDENCE,  R.l.  331-3996 

PROVIDENCE,  R.l.  331-3996 

WOONSOCKET,  R.l.  766-4224 


SERviNq  Greater  R.L 

PROV/idiiNq  DiAqiNOsiic  X-RAy 
Services  to: 

* NuRsiNq  ANd  ConvxIescent  Homes 

* SLiut  Ins  Aivid  Private  Home  RxtIents 

* Post  SuRqicAl  RxtIenis 


SAMEdAy  EXAMINATION  ANd  REpORTiNq 
TeIepIiONE  reports  iMMEd'lATEly  wIlEN  iNd'iCATEd  OR  REQUESTfid 


Hours:  MoNdAyTliRuFRldA/ 
8AMto5PM 
SaturcIa/ 

8 A.M.  TO  12  NOON 

Our  service  Is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


‘"To  Some  People  We're  More  Than  A Service," 


CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

Exercise  Therapy  and  Comprehensive 
Rehabilitation  Services  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Each  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER 

200  High  Service  Avenue 
North  Providence,  RI  02904 


274-6777 


Cephalosporin  Induced  Hypersensitivity 
Nephritis:  Report  of  a Case  Caused  by 
Cefazolin 


Prudence  Dictates  Avoidance  of  Cephalosporins  in  Penicillin 
Sensitive  Individuals 


Cyrus  Nemati,  MD 
J.  Gary  Abuelo,  MD 

Acute  renal  failure  is  a recognized  complication  of 
cephalosporin  derivatives  such  as  cephaloridine, 
cephalothin  and  cephalexin.'  Cefazolin  is  another 
semisynthetic  cephalosporin  which  is  active  against 
a similar  spectrum  of  micro-organisms  but  which, 
to  our  knowledge,  has  not  been  associated  with 
adverse  renal  manifestations.  We  report  a patient 
who  developed  reversible  renal  insufficiency  during 
cefazolin  therapy. 

Case  Report 

A 24-year  old  male  developed  a diarrheal  illness 
thought  to  be  Crohn’s  disease.  Following  a short 
course  of  sulfasalazine  therapy  he  experienced  a 
serum  sickness-like  syndrome  characterized  by 
fever,  chills,  myalgias,  rash,  markedly  abnormal 
liver  function  tests,  leukocytosis,  and  eosinophilia. 
A liver  biopsy  showed  acute  hepatitis  compatible 
with  drug  hypersensitivity  perhaps  secondary  to 
sulfasalazine.^  The  patient  responded  promptly  to 
an  empiric  trial  of  steroids  and  discontinuation  of 
sulfasalazine. 

One  month  later,  while  still  taking  prednisone  30 
mg/day,  he  was  readmitted  to  the  hospital  with 


Cyrus  Nemati,  MD,  former  renal  fellow.  Division 
of  Renal  Diseases,  Rhode  Island  Hospital,  Provi- 
dence, Rhode  Island. 

J.  Gary  Abuelo,  MD,  associate  physician,  Division 
of  Renal  Diseases,  Rhode  Island  Hospital,  Provi- 
dence, Rhode  Island;  Assistant  Professor,  Depart- 
ment of  Medicine,  Brown  University  Program  in 
Medicine,  Providence,  Rhode  Island. 


fever  and  arthralgias  in  the  right  shoulder  and  hip 
(Fig.  1 ) . Staphylococcus  aureus  was  isolated  from 
the  blood  as  well  as  from  the  synovial  fluid  of  the 
right  shoulder,  and  a diagnosis  of  staphylococcal 
septicemia  with  septic  arthritis  was  made.  The 
white  cell  count  was  19,700  per  mm.^  Urinalysis 
showed  4 protein  and  a few  hyaline  and  granular 
casts.  A 24-hour  urine  contained  7.8  g of  protein. 
The  serum  creatinine  was  0.7  mg  per  cent  and  BFIN 
was  15  mg  per  cent. 

The  patient  was  initially  treated  with  penicillin. 
However,  after  the  appearance  of  a generalized 
maculopapular  erythematous  rash,  the  penicillin 
was  discontinued  on  the  fifth  hospital  day  and 
cefazolin,  6 g per  day  in  divided  doses  was 
substituted.  The  patient  became  afebrile  on  the  fol- 
lowing day.  Proteinuria  also  decreased  to  2.6  g per 
24  hrs.  It  was  felt  that  this  episode  of  proteinuria 
was  due  to  immune  complex  glomerulonephritis 
secondary  to  staphylococcal  sepsis. 

The  arthralgias  gradually  subsided.  However, 
after  six  days  of  cefazolin  therapy,  daily  elevations 
of  temperature  to  100-102°F  (37.8-39°C)  were 
again  noted.  Repeated  blood  cultures  were 
negative,  and  there  was  no  evidence  of  bacterial 
endocarditis.  Two  days  later  the  patient  suddenly 
developed  painless  gross  hematuria.  The  urinalysis 
showed  numerous  RBCs,  occasional  WBCs,  but  no 
casts  or  crystals.  A Giemsa  stain  of  the  sediment 
showed  no  eosinophils.  Proteinuria  continued  in  the 
range  of  2 -I-  . Six  days  later  a nonpruritic 
erythematous  maculopapular  rash  over  both  arms 
and  abdomen  was  noted.  The  BUN  and  serum  crea- 
tinine rose  to  37  mg  per  cent  and  2.4  mg  per  cent 
respectively,  but  oliguria  was  not  noted.  Gross 
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Figure  1.  Course  of  serum  creatinine  and  other  clinical 
features  during  hospitalization;  PCN  = penicillin;  VAN 
= vancomycin. 


hematuria  persisted.  An  intravenous  pyelogram, 
cystoscopy,  and  retrograde  pyelography  were 
normal.  There  was  no  evidence  of  coagulopathy, 
and  repeated  urine  cultures  for  bacteria  and  acid 
fast  bacilli  were  negative.  There  was  a trace  of  cryo- 
globulin. Negative  or  normal  results  were  obtained 
with  the  following  tests:  anti  streptolysin  0 titer, 
anti-nuclear  antibody,  latex  fixation,  C3,  C4,  anti- 
double stranded  DNA  antibody,  and  immune  com- 
plex titer  by  platelet  aggregation.  A white  cell  count 
was  9300  mm^  with  3 per  cent  eosinophilia.  The 
patient  had  not  received  any  potentially  nephro- 
toxic agents,  with  the  exception  of  furosemide,  20 
mg  by  mouth  on  two  occasions  during  the  entire 
hospitalization  for  pedal  edema  secondary  to  hypo- 
albuminemia. 

At  this  point  the  possibility  of  a hypersensitivity 
nephritis  secondary  to  cefazolin  was  entertained  and 
vancomycin  was  substituted.  Prednisone  was  con- 
tinued unchanged.  Within  hours  after  cefazolin  was 
discontinued,  the  fever  and  rash  disappeared.  The 
serum  creatinine  gradually  decreased  to  1.6  mg  per 
cent  over  a week,  and  was  1.2  mg  per  cent  four 
weeks  later.  Gross  hematuria  resolved  in  three  days, 
although  the  patient  continued  to  have  microscopic 
hematuria  and  moderate  proteinuria,  which  gradu- 
ally disappeared  after  several  months. 

Discussion 

Renal  insufficiency  has  been  reported  as  a compli- 
cation of  several  of  the  cephalosporins.  Human  and 


animal  studies  indicate  that  renal  damage  seen  with 
cephaloridine  is  probably  due  to  direct  toxicity  of 
the  agent  to  the  proximal  tubules.'  This  mechanism 
has  also  been  implicated  in  some  cases  of 
nephrotoxicity  associated  with  cephalothin.'  By 
contrast,  a hypersensitivity  reaction  appeared  to  be 
involved  in  twelve  other  patients  with  renal  compli- 
cations of  cephalothin  therapy^  ® and  in  two  with 
apparent  cephalexin  nephrotoxicity'®  (Table  1) . 

Unfortunately,  none  of  these  14  cases  has  been 
proven  to  be  a definite  example  of  hypersensitivity 
nephritis.  Since  drug  rechallenge,  skin  testing,  and 
in-vitro  immunologic  studies  were  not  carried  out, 
the  etiologic  role  of  the  cephalosporin  could  only  be 
assumed  from  its  temporal  association  with  the 
episode  of  nephropathy.  Pathological  examination 
of  the  renal  tissue  during  the  acute  phase  has  been 
reported  in  just  one  patient,  in  whom  interstitial 
nephritis  was  found.''  In  five  cases  only  scanty  in- 
formation was  provided.®^®  Despite  these 
deficiencies,  one  can  recognize  that  these  patients 
share  certain  clinical  features  with  each  other  and 
with  reported  instances  of  allergic  interstitial 
nephritis  complicating  therapy  with  penicillin 
analogs.'  It  is  important,  then,  to  analyze  these 
previous  case  reports  in  order  to  better  define  the 
syndrome  of  cephalosporin-induced  hypersensitivity 
nephritis. 

Renal  injury  was  first  observed  three  to  ten  days 
(mean  7 days)  after  starting  cephalosporin  therapy. 
It  was  manifested  in  every  patient  by  an  abnormal 
urinalysis  with  trace  to  moderate  proteinuria  and  a 
variable  presence  of  white  blood  cells  and  casts. 
Twelve  of  the  14  patients  had  hematuria,  which  was 
gross  in  five.  Renal  insufficiency  was  present  in  nine 
cases,  accompanied  by  oliguria  in  five  and 
requiring  dialysis  in  two. 

Evidence  for  hypersensitivity  varied  from  a full 
blown  picture  seen  in  one  patient  who  demonstrated 
fever,  rash,  eosinophilia,  lymphadenopathy,  and 
history  of  an  allergic  reaction  to  another  beta- 
lactam  antibiotic'®  to  the  less  convincing  occurrence 
of  only  eosinophilia  or  only  a history  of  a previous 
methicillin  reaction  in  other  patients.®  Of  the  14 
cases,  nine  had  eosinophilia,  five  had  a rash,  five 
had  drug  fever,  and  1 1 had  a previous  reaction  to  a 
cephalosporin  or  penicillin  analogue.  These  pre- 
vious reactions  frequently  involved  the  kidney  and 
included  five  instances  of  interstitial  nephritis 
caused  by  methicillin  and  one  by  nafcillin.^'^ 

Renal  function  returned  to  normal  in  eight  of  the 
nine  patients  with  renal  insufficiency.  The  ninth 
patient’s  serum  creatinine  had  dropped  from  6 mg 
per  cent  to  1.6  mg  per  cent  by  the  time  of  the 
report.®  Recovery  on  stoppage  of  the  drug  occurred 
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without  the  use  of  cortieosterouls  in  eight  of  the 
cases. 

The  frequency  of  cephalosporin-induced  hyper- 
sensitivity nephritis  is  not  known.  It  appears  to 
occur  for  the  most  part  in  individuals  with  a history 
of  an  allergic  reaction  to  penicillin  analogs. 
However,  even  in  these  individuals  it  must  be  un- 
common, since  only  about  5 per  cent  of  penicillin 
sensitive  patients  treated  with  a cephalosporin  will 
sustain  a cross  reaction  of  any  kind."  It  has  been 
suggested  that  patients  who  have  had  methicillin 
nephritis  are  particularly  at  risk  for  cephalosporin 
nephrotoxicity,'^  but  there  are  no  data  bearing  on 
this. 

In  the  patient  described  in  this  report,  several 
factors  suggest  that  renal  insufficiency  was  due  to 
cefazolin  induced  hypersensitivity  nephritis.  First, 
like  most  reported  cases  the  patient  had  a previous 
allergic  reaction  to  a penicillin  analog.  Second,  the 
fever,  rash,  hematuria,  and  azotemia  observed  con- 
stitute a typical  clinical  picture  of  cephalosporin 
nephritis.  Lastly,  the  onset  of  symptoms  after  six 
days  of  therapy  and  the  clinical  improvement  with 


cessation  of  treatment  are  consistent  with  the  etio- 
logical role  of  cefazolin. 

rhe  present  case  report  suffers  from  some  of  the 
deficiencies  of  previous  reports  of  cephalosporin 
nephritis,  such  as  the  use  of  multiple  drugs  before 
the  reaction,  the  presence  of  infection  and  other 
complicating  conditions,  and  abnormal  urinalysis 
prior  to  starting  the  suspected  drug  indicating  pre- 
existing mild  renal  injury.'’  * Furthermore,  a 
renal  biopsy  and  drug  rechallenge  was  not  carried 
out  because  we  believe  that  it  is  difficult  to  justify 
these  potentially  harmful  studies  in  patients  clearly 
recovering  from  hypersensitivity  nephritis.  Since 
future  cases  may  be  expected  to  occur  under  similar 
circumstances,  our  knowledge  of  this  condition  will 
probably  continue  to  depend  for  the  most  part  on 
clinical  observations  in  seriously  ill  patients.  There- 
fore, we  present  our  patient  for  the  purpose  of 
alerting  physicians  to  the  possible  nephrotoxic 
action  of  cefazolin. 

Given  the  potential  severity  of  renal  insufficiency 
in  this  condition,  it  seems  prudent  to  avoid  selection 
of  any  cephalosporin  in  the  penicillin  sensitive 


Table  1.  Case  Reports  of  Cephalosporin  Induced  Hypersensitivity  Nephritis 


Patient 

Reference 

History  of 
Drug  Allergy 

Day  of  Therapy 
Reaction 
first  seen 

Fever 

Rash 

Eosinophilia 

Hematuria 

Increased 

Serum 

Creatinine 

Dialysis 

(mg%) 

Reactions  to  Cephaiothin 

1 

3 

PCN 

8 

— 

+ 

— 

-1- 

11.3(0) 

+ 

2* 

4 

DCL 

3 

+ 

+ 

+ 

— 

10.8(0) 

+ 

3 

5 

n.s. 

10 

+ 

— 

-1- 

2.3 

— 

4 

6 

PCN 

7 

— 

— 

+ 

— 

9.3(0) 

— 

5 

7 

M(n) 

n.s. 

+ 

n.s. 

n.s. 

-i-(g) 

n.s. 

n.s. 

6 

7 

M(n) 

n.s. 

+ 

n.s. 

n.s. 

-i-(g) 

n.s. 

n.s. 

7 

8 

— 

10 

— 

+ 

+ 

+ (g) 

6 

— 

8 

8 

M 

6 

— 

— 

— 

+ 

14  (0) 

— 

9 

8 

— 

3 

— 

— 

+ 

+ 

9.2(0) 

— 

10 

8 

CTH 

8 

— 

+ 

— 

+ 

2.4 

— 

11 

9 

M,NAF(n) 

n.s. 

n.s. 

n.s. 

+ 

n.s. 

n.s. 

12 

9 

M(n) 

n.s. 

n.s. 

n.s. 

+ 

+ 

n.s. 

n.s. 

Reactions  to  Cephalexin 

13 

10 

AMP 

8 

— 

- 

-F 

+ (g) 

— 

— 

14t 

10 

M(n) 

9 

-(- 

4- 

4- 

+ (g) 

2.4 

— 

Summary  of 
previous  cases 

11/14 

3-10days 
(mean  7.2  days) 

5/14 

5/14 

9/14 

12/14 
(5  gross 
hematuria) 

9/14 

(5  oliguria) 

2/14 

Reactions  to  Cefazolin 

Present  Case 

PCN 

6 

+ 

+ 

— 

-i-(g) 

2.4 

— 

* Renal  biopsy  showed  interstitial  nephritis.  Recovery  of  renal  function  followed  treatment  with  prednisone 
t Patient  had  lymphadenopathy 

+ present — absent  n.s.  not  stated  (n)  nephrotoxic  reaction  (g)  gross  hematuria  (o)oliguria  PCN  peniciilin  DCL dicloxicillin 
M methicillin  CTH  cephaiothin  NAFnafcillin  AMP  ampicillin 
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individual  if  an  equivalent  antibiotic  can  be  used. 
When  a cephalosporin  is  the  drug  of  choice,  therapy 
should  be  monitored  with  periodic  urinalyses, 
serum  creatinines,  and  eosinophil  counts. 

Summary 

Renal  insufficiency,  gross  hematuria,  a skin  rash, 
and  fever  developed  in  a penicillin  sensitive  patient 
during  cefazolin  sodium  therapy  for  treatment  of 
staphylococcal  septicemia.  Cessation  of  therapy  was 
followed  by  prompt  improvement  of  all  abnormali- 
ties. The  lack  of  any  other  apparent  cause  of  renal 
insufficiency  and  the  close  temporal  relation  with 
the  initiation  and  discontinuation  of  the  drug 
suggest  that  cefazolin  was  the  cause  of  the  renal 
failure. 
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39th  Charles  V.  Chapin  Oration 

The  Care  of  the  Patient.  Art  or  Science? 


Enhancement  of  Patient  Can  Be  Expected  from  Applying  the 
Scientific  Method  to  the  Psychosocial  Dimensions  of  Illness 


George  L.  Engel,  MD 

“Affection  and  zeal  may  do  much,  but  they  cannot 
take  the  place  of  knowledge”.  Thus  spoke  John 
Shaw  Billings  at  the  opening  of  the  Johns  Hopkins 
Hospital  in  1889.'  When  it  comes  to  applying  sys- 
tematic knowledge  to  the  care  of  the  patient  as  we 
do  to  the  treatment  of  disease,  this  is  a warning 
which  continues  to  go  unheeded,  especially  by  those 
who  argue  that  only  the  display  of  more  compassion 
is  needed  to  render  medical  care  today  more 
humane.  For  centuries  medicine  has  stubbornly 
clung  to  the  view  that  the  study  of  disease  is  a 
science,  while  the  care  of  the  patient  is  an  art.  And 
since  art  is  believed  to  be  more  dependent  on 
personal  qualities  than  on  principles  which  can  be 
examined  and  communicated,  it  is  widely  accepted 
that  the  art  of  medicine  cannot  be  taught.^  At  best 
it  can  be  demonstrated  by  precept  and  example. 
This  dichotomous  view  that  restricts  science  to 
disease  while  relegating  the  care  of  the  patient  to 
the  mystic  realm  of  art  is  the  basis  for  the  frequently 
voiced  complaint  that  physicians  have  become  too 
scientific  and  not  sufficiently  concerned  with 
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patients  as  human  beings.  Such  complaints  have 
been  heard  for  more  than  a hundred  and  fifty  years, 
though,  from  time  to  time  a few  have  questioned 
whether  the  reverse  is  not  the  case,  whether 
medicine’s  neglect  of  a scientific  approach  to  its 
human  side  does  not  in  fact  mean  that  medicine  has 
not  yet  become  scientific  enough.^  '' 

Patient  Care  Amenable  to  Scientific  Method 
In  this  lecture  I shall  address  the  question  of  what  in 
the  formal  education  of  the  physician  is  properly 
classifiable  as  science  and  what  as  art.  I shall  put 
forth  the  thesis  that  the  care  of  the  patient  is  as 
much  a matter  for  science  as  is  the  study  of  disease 
and  that  both  involve  art  as  well.  But  first  let  us 
examine  what  art  and  science  have  in  common. 
This  is  a question  raised  by  the  noted  art  historian 
Gombrich : 

For  why  should  we  perpetuate  that  false  opposition  between  science  and  art  which 
gives  to  art  what  is  murky,  instinctive  and  by  definition  inaccessible  to  rational 
discussion?  It  finds  no  warrant  in  either  psychology  or  history.  Many  scientists 
have  testified  to  the  role  which  creative  dreams  have  played  in  their  work,  dreams 
that  were  hammered  into  rational  theories  by  hard  and  inspired  work:  many 
artists,  on  the  other  hand  use  the  power  of  intellect  with  a lucidity  and  concentra- 
tion that  rivals  that  of  the  scientific  pioneer.^ 

The  goal  of  art  is  primarily  one  of  aesthetics,  of 
feeling,  and  that  of  science  one  of  matters  of  fact. 
But  this  does  not  mean  that  the  arts  are  to  be 
divorced  from  the  factual  or  that  science  may  not 
concern  itself  with  feelings.  Attention  to  a scientific 
approach  to  feelings  has  special  pertinence  for  clini- 
cal medicine,  the  practice  of  which  so  much 
depends  on  the  ability  of  the  physician  to 
understand  the  experiences,  the  personal  history, 
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and  the  development  of  thinking,  feeling  human 
beings.  But  because  they  are  neither  readily  quanti- 
fiable nor  reducible  to  physicochemical  principles, 
scientific  attention  to  such  matters  runs  counter  to 
the  traditions  of  physicalist  Western  science.  Hence 
convention  stipulates  the  clinical  study  and  care  of 
the  patient  to  be  much  more  art  than  science. 

A challenge  to  such  conventional  attitudes  is  long 
overdue.  Human  behavior,  feelings,  transactions, 
and  relationships  and  hence  patient  care  are 
indeed  amenable  to  examination  and  study  through 
application  of  the  scientific  method.  It  is  possible  to 
make  precise  observations  and  to  provide  accurate 
verbal  descriptions  thereof,  to  characterize  and 
classify  data,  to  establish  reliability,  to  draw  infer- 
ences and  to  develop  hypotheses  which  can  be  put  to 
test.  It  is  possible  to  establish  generalizations  about 
patient  care  which  have  predictive  value  and  which 
can  provide  reliable  guides  for  how  the  physician 
should  behave  under  particular  circumstances.  And 
once  derived,  such  principles  are  capable  of  being 
communicated,  tested,  refined,  and  applied  by 
others. 

Before  illustrating  the  application  of  the  scientific 
method  to  patient  care  it  is  necessary  to  specify  what 
patient  care  encompasses.  In  the  treatment  of 
disease  the  time-honored  precept  has  been  “Assist 
Nature  and  do  no  needless  harm”.  For  patient  care 
a corresponding  precept  might  be  “Assist  Human 
Nature  and  provoke  no  needless  upset”.  The 
doctor’s  task  is  to  identify  the  patient’s  psychological 
strengths  and  social  resources  and  help  him  make 
best  use  of  them,  while  at  the  same  time  providing 
the  emotional  and  practical  support  needed  to  help 
compensate  for  existing  weaknesses  and  deficits. 
The  decisions  made  and  the  actions  taken  must  as 
much  as  possible  maximize  confidence,  hope,  and 
equanimity  and  minimize  needless  emotional  upset 
or  social  disruption. 

Patient  care  encompasses  all  of  the  transactions 
between  the  patient  and  the  various  health  pro- 
viders; it  is  not  the  responsibility  of  the  physician 
alone,  though  this  discussion  will  be  limited  to  the 
role  of  the  physician.  In  practical  terms  decisions 
concerning  the  care  of  the  patient  are  being  made 
continually  by  the  physician  in  the  course  of  every 
transaction  with  a patient.  Their  implementation  is 
accomplished  through  the  doctor’s  behavior,  by 
what  is  said  or  done  or  not  said  or  done,  for  that 
matter  — and  how.  The  ultimate  goal  of  a scientific 
approach  to  patient  care  is  to  render  rational  and 
accessible  to  conscious  awareness  and  reporting  the 
basis  for  the  decisions  and  the  means  of  their  imple- 
mentation. They  should  not  be  personally  idio- 
syncratic, mysteriously  intuitive,  or  professionally 


ritualized,  so  often  the  manner  in  which  patient 
care  decisions  are  made.  They  must  be  predicated 
on  reliable  data  correctly  interpreted  and  on  prin- 
ciples amenable  to  scientific  study  and  validation. 
Such  standards  must  apply  as  much  to  minute-to- 
minute  microdecisions  as  to  more  major  decisions, 
whether  to  linger  a moment  longer  at  the  bedside  as 
well  as  when  and  how  to  propose  open  heart 
surgery. 

Illustrative  Cases 

To  illustrate  how  Human  Nature  may  be  hindered, 
not  assisted,  and  the  patient  unnecessarily  upset,  let 
us  turn  to  an  actual  incident.  From  this  we  may 
consider  how  outcome  may  have  been  different  had 
the  doctor  based  his  decision  and  behavior  on  a 
scientific  understanding  of  human  nature. 

Case  1.  A middle  aged  woman  with  a history  of 
intermittent  drinking  and  fatty  liver  had  been  ab- 
stemious for  several  years.  She  had  been  feeling 
relatively  well  until  6 weeks  before  admission  when 
anorexia,  fatiguability,  weakness,  and  loss  of  pep 
and  interest  abruptly  developed.  Her  physician  con- 
curred with  her  concern  that  perhaps  her  liver 
trouble  had  flared  up  and  admitted  her  to  the 
hospital  for  liver  studies,  including  biopsy.  All  the 
laboratory  findings  proved  unremarkable,  and  the 
doctor  was  now  coming  to  report  the  results  of  the 
biopsy.  As  we  walked  to  the  bedside  together  he 
gave  me  a thumbnail  sketch  of  the  case,  adding,  “I 
am  sure  she  will  be  glad  to  know  the  outcome  of  the 
liver  biopsy”.  He  greeted  her  with  a cheerful  smile 
and  a wave  of  his  hand,  saying,  “Good  news,  Mrs. 
Jones,  the  biopsy  shows  only  a little  fat  in  the  liver. 
So  you  can  leave  the  hospital  in  the  morning.  I’m 
sure  you’ll  be  glad  to  get  home  to  your  family”.  The 
patient  smiled  faintly  but  said  nothing  as  the  doctor 
began  efficiently  to  palpate  her  abdomen  while 
asking,  “And  how  are  you  today?”.  After  momen- 
tary hesitation  she  responded  rather  wanly,  “Pretty 
good,  I guess”,  but  at  the  same  time  frowned 
slightly  and  raised  and  then  let  fall  her  right  hand  in 
the  gesture  of  helplessness,^  “Good”,  said  the  doc- 
tor, “I'm  glad  to  hear  that”,  and  walked  out  of  the 
room  with  a smile.  The  patient  looked  so 
disconsolate  that  I lingered  behind,  commenting, 
“You  don’t  seem  so  happy  about  this”.  She  burst 
into  tears.  Encouraged  by  my  interest  she  readily 
reported  that  the  anorexia,  fatiguability,  weakness, 
and  decrease  in  energy  had  begun  abruptly  when 
she  learned  that  her  husband  of  25  years  was  leaving 
her  for  another  woman.  To  me  she  acknowledged 
feeling  let  down,  rejected,  and  hurt,  but  denied  that 
she  had  resumed  drinking.  She  had  hoped  to  be 
able  to  share  this  information  with  her  doctor,  but. 
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she  claimed,  he  gave  her  no  opportunity.  When  I 
subsequently  inquired,  he  expressed  surprise  at  the 
information  and  amazement  at  how  readily  she  had 
revealed  it  to  me. 

Comment.  I shall  limit  discussion  to  the  decisions’ 
bearing  on  patient  care  made  by  the  doctor  during 
the  few  minutes  at  the  bedside.  As  must  be  clear, 
they  were  predicated  both  on  faulty  information 
and  poor  observation.  Indeed,  they  were  more 
reflective  of  the  physician’s  own  needs  and  of  a 
ritualized  pattern  of  behavior  than  they  were  re- 
sponsive to  the  patient’s  situation  at  the  moment. 
The  basic  requirements  of  a scientific  approach 
were  ignored,  presumably  because  his  education 
had  not  led  him  to  appreciate  that  such  was  pos- 
sible. We  can  be  confident  that  his  intentions  were 
of  the  best,  to  make  the  patient  feel  better,  and  that 
he  would  no  more  knowingly  upset  his  patient  need- 
lessly than  he  would  administer  a drug  contraindi- 
cated in  liver  disease.  He  was  a clinician  whose 
standards  would  not  permit  him  to  make  decisions 
about  the  treatment  of  the  liver  disease  without  first 
establishing  the  pertinent  facts.  Yet  he  made 
decisions  about  her  life  without  first  investigating 
her  current  life  situation  and  emotional  status. 
Further,  he  persisted  in  his  decision  in  the  face  of  a 
clear  sign  from  the  patient,  the  hesitant  response 
and  the  helplessness  gesture,  indicating  that  he  had 
overlooked  something.  Such  behavior  is  equivalent 
to  persisting  in  the  administration  of  a drug  contra- 
indicated in  liver  disease  in  the  face  of  jaundice  and 
a palpable  liver. 

But  what,  you  may  ask,  does  this  have  to  do  with 
science?  Is  this  not  merely  an  example  of  a physician 
singularly  lacking  in  sensitivity,  judgment,  and 
common  sense?  (He  was  in  fact  a distinguished 
clinical  teacher  and  investigator,  greatly  admired 
by  his  peers  and  his  students) . The  question  may 
perhaps  be  answered  best  by  reviewing  how  the 
scientific  method  was  utilized  to  establish  the  mean- 
ing of  the  sign  which  the  doctor  had  overlooked, 
namely,  the  gesture  interpreted  as  indicating  a feel- 
ing of  helplessness.  By  so  doing,  I hope  to  document 
that  clinically  relevant  psychological  phenomena 
are  indeed  amenable  to  scientific  study. 

First,  to  describe  the  gesture  more  fully,  it  is 
typically  biphasic.  When  fully  developed,  both 
hands  are  raised  fairly  briskly  to  the  level  of  the 
face,  the  elbows  flexed,  the  palms  facing  each  other 
rotated  slightly  outward,  the  fingers  spread,  and  the 
thumb  and  fingers  slightly  flexed  as  though  prepar- 
ing to  grasp.  This  position  is  held  for  a second  or 
less,  and  then  the  hands  fall  limply  with  gravity. 
Abortive  and  incomplete  gestures  may  also  be  seen. 
Thus  the  hands  may  be  raised  through  only  part  of 


the  arc  or  only  one  hand  may  be  lifted  a few  inches, 
rotated  outward  with  fingers  spread  and  then 
allowed  to  fall  back.  Sometimes  the  upward  move- 
ment of  the  hands  is  accompanied  by  an  upward 
glance,  a slight  elevation  of  the  brow  and  lid,  and  a 
slight  tilt  backward  of  the  head.  As  hands  fall,  the 
face  may  sag  and  the  body  slump  as  well.^ 

Certainly  this  gesture  must  be  familiar  to  all  of 
you,  but  whether  you  consciously  associate  it  with  a 
feeling  of  helplessness,  or  even  understand 
helplessness  as  an  affect,  is  another  matter.  This  is 
because  nonverbal  expressions  of  affects  such  as 
gestures,  postures,  facial  expressions,  and  tone  of 
voice,  more  often  evoke  feelings  than  stimulate  a 
conscious  intellectual  response.  Hence,  while  we 
may  differ  in  how  sensitive  we  may  be  to  the 
emotional  expressions  of  others,  by  and  large  most 
of  us  “feel”  before  we  “know”  what  the  other  person 
is  experiencing  and  communicating.  Further,  we 
typically  respond  to  and  act  on  such  feelings,  at 
least  initially,  much  more  in  terms  of  our  own  emo- 
tional needs  of  the  moment  than  in  terms  of  the 
other  person’s  situation.  Thus,  a nonverbal  expres- 
sion which  is  threatening,  as  is  anger,  or  demand- 
ing, as  is  helplessness  or  anxiety,  may  be  overreacted 
to  or  even  screened  out  altogether  lest  our  own 
equanimity  be  threatened.  But  as  physicians  com- 
mitted to  helping  others  in  distress,  we  must  go 
beyond  our  own  feelings  to  understand  what  the 
patient  is  feeling  and  trying  to  communicate.  This 
can  be  achieved  through  developing  a scientific 
typology  of  gestures,  postures,  and  facial  ex- 
pressions and  establishing  their  relationship  to  the 
inner  experiences  being  felt  and  expressed.  Armed 
with  such  knowledge,  they  can  be  dealt  with  more 
objectively  as  signs  as  well  as  empathically  as  feel- 
ings. How  has  this  been  accomplished  with  respect 
to  the  feeling  of  helplessness? 

Schmale  first  formulated  the  concept  of  helpless- 
ness as  an  affect  in  the  course  of  his  studies  of 
psychological  giving  up.®  Put  into  words,  helpless- 
ness means,  “I  give  up,  there  is  nothing  further  I 
can  do,  no  way  I can  cope  by  myself;  only  some- 
one else  or  altered  circumstances  can  help”. 
Developmentally  Schmale  relates  the  feeling  of 
helplessness  to  that  period  from  birth  to  two  or  three 
years  when  the  child  is  totally  or  largely  dependent 
on  adults  for  even  its  most  elementary  needs.® 

The  proof  of  the  association  of  the  gesture  and 
the  feeling  derives  from  the  following  sources,  (a) 
Verbal  expression  of  helplessness  and  giving  up 
often  is  accompanied  by  the  gesture,  (b)  A familiar 
metaphor  to  express  the  inability  to  do  anything 
further  upon  impasse  is,  “to  throw  up  one’s  hands”, 
(c)  Volunteers  directed  under  hypnosis  to  display 
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(A) 

through  bodily  expression  the  feeling  of  helplessness 
characteristically  exhibited  the  gesture.  They  did 
not  do  so  in  response  to  the  suggestion  of  13  other 
affects,  (d)  To  be  held  in  the  arms  for  the  small 
child  means  comfort,  security,  and  protection. 
When  in  distress  children  characteristically  com- 
municate their  need  for  help  by  looking  up  and  rais- 
ing the  hands,  that  is,  by  signalling  a wish  to  be 
picked  up  and  held.  This  corresponds  to  the  first 
phase  of  the  helplessness  gesture.  Frame  by  frame 
analysis  of  motion  pictures  documents  that  the 
position  of  the  upraised  hands  is  the  same  as  that  of 
the  toddler  asking  to  be  picked  up.  (Fig.  1)  Thus, 
to  look  up  and  to  raise  the  hands  are  behaviors 
learned  early  in  life  to  signal  a need  for  help,  (e) 
When  active  efforts  to  adjust  to  a changing  environ- 
ment prove  to  no  avail,  life  may  be  preserved  by 
withdrawal,  inactivity,  and  disengagement,  a 
biological  regulatory  process  we  have  termed  con- 
servation-withdrawal.'^^-^'^  We  suggest  that  the 
muscular  hypotonia  characterizing  this  process  in 
primates  accounts  for  the  falling  of  the  arms  with 
gravity  that  marks  the  second  phase  of  the  helpless- 
ness gesture. 

Thus  the  helplessness  gesture  begins  with  the 
bodily  communication  of  a wish  to  be  picked  up 
only  to  be  superceded  by  the  hypotonia  of  conserva- 
tion-withdrawal as  the  very  reaching  for  help 
emphasizes  its  futility  at  the  moment.  In  the  process 
the  need  for  help  is  communicated.  The  gesture  is 
embedded  in  both  the  developmental  biology  of  the 


(C) 


Figure  1 (A-C).  The  position  of  the  hands  during  (A)  the 
first  phase  of  the  helplessness  gesture,  and  (B)  and  (C) 
of  a toddler  reaching  to  be  picked  up. 

infant-adult  relationship  and  the  biological 
regulatory  processes  of  conservation-withdrawal.  As 
far  as  we  have  been  able  to  learn,  it  is  a universal 
gesture. 

Let  us  now  return  to  the  clinical  example  which 
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stimulated  this  discussion.  I leave  it  to  you  to  decide 
whether  the  elucidation  of  the  meaning  of  the 
gesture  qualifies  as  science.  If  you  agree,  then  you 
must  also  agree  that  the  doctor’s  failure  to  recognize 
and  respond  appropriately  to  the  gesture  was  no 
more  consistent  with  scientific  medicine  than  would 
have  been  his  failure  to  detect  and  respond  appro- 
priately to  an  enlarged  liver.  In  this  instance  the 
helplessness  gesture  not  only  indicated  the  un- 
reliability of  the  patient’s  verbal  response,  “Pretty 
good,  I guess”,  it  also  provided  the  physician  with  a 
second  opportunity  to  consider  an  alternative  diag- 
nosis, namely  a depressive  reaction.  In  light  of  this 
woman’s  propensity  to  resort  to  alcohol  under  such 
circumstances,  his  failure  correctly  to  interpret  and 
respond  to  his  patient’s  behavior  in  fact  placed  her 
already  damaged  liver  at  greater  risk.  Clearly  here, 
to  have  assisted  Human  Nature  would  also  have 
assisted  Nature. 

Let  us  consider  another  example.  The  exper- 
ienced scientific  clinician,  familiar  with  basic 
pathophysiological  principles  and  how  such 
processes  are  manifested  in  clinical  terms,  is  often 
remarkably  successful  in  drawing  correct  inferences 
from  a relatively  limited  set  of  observations.  This  is 
because  experience  has  documented  for  him  a high 
probability  that  certain  clinical  phenomena  will 
relate  to  each  other  and  in  turn  correlate  with 
particular  underlying  pathophysiological  processes. 
For  example,  when  a clinician  sees  a patient 
propped  up  with  pillows  and  gasping  for  breath,  he 
immediately  thinks  of  congestive  heart  failure.  This 
constitutes  a hypothesis,  the  correctness  of  which 
can  quickly  be  tested  by  further  history  and  ex- 
amination. The  ability  to  draw  such  high  level  in- 
ferences from  relatively  limited  data  and  to  know 
how  to  put  them  to  test  is  indispensable  for  the 
successful  identification  and  correct  treatment  of 
disease.  The  scientific  physician  is  able  at  a glance 
to  recognize  cardinal  clinical  manifestations,  to 
derive  from  them  plausible  hypotheses,  and  to 
devise  appropriate  means  to  put  such  hypotheses  to 
test.  As  a scientist  he  is  meticulous  about  the  reli- 
ability and  relevance  of  the  methods  he  uses, 
diligent  in  verifying  the  validity  of  the  data,  and 
attentive  to  alternative  hypotheses  before  he  resolves 
upon  a course  of  action.  Such  commitment  to  the 
scientific  method  is  by  no  means  incompatible  with 
the  fact  that  clinical  circumstances  sometimes 
require  the  physician  to  make  decisions  and  to  take 
action  before  all  the  facts  are  known  or  all  the 
relevant  hypotheses  have  been  formulated  and 
tested.  Conscientious  adherence  to  the  scientific 
method  is  what  differentiates  the  competent  physi- 
cian from  the  hack  and  the  quack. 


These  are  principles  well  recognized  and  observed 
in  the  diagnosis  and  treatment  of  disease.  Do  they 
not  apply  equally  to  the  understanding  and  care  of 
the  patient?  They  do  indeed,  and  it  is  only  the 
widely  held  assumption  that  such  matters  are  not 
amenable  to  a scientific  approach  that  has  pre- 
vented their  inclusion  in  the  education  of  medical 
students.  Let  me  illustrate  with  an  example  how  bits 
of  behavior  may  also  justify  drawing  inferences 
pertinent  to  the  care  of  the  patient  and  how  in  turn 
the  validity  of  such  inferences  can  be  tested. 

Case  2.  While  serving  as  visiting  professor  of 
medicine  at  another  institution,  I was  asked  to 
interview  at  grand  rounds  a man  who  nine  days 
earlier  had  suffered  a cardiac  arrest  and  been  suc- 
cessfully resuscitated.  The  only  information  made 
available  to  me  was  that  he  was  a retired  business- 
man of  64  whose  arrest  had  occurred  in  the  parking 
lot  of  the  hospital.  The  amphitheatre  was  crowded 
and  there  was  barely  enough  room  for  the  two  of  us 
when  our  patient,  a somewhat  portly,  grey  haired, 
well  groomed  man  was  wheeled  in.  In  quick  succes- 
sion three  bits  of  behavior  were  exhibited  by  the 
patient.  First,  in  a rapid  but  nonetheless  deliberate 
manner  he  carefully  scanned  the  auditorium,  his 
expression  changing  from  a slightly  quizzical  frown 
to  a faint  smile  in  the  few  seconds  this  took.  Then 
apparently  he  noticed  that  there  was  not  room 
enough  for  both  his  wheelchair  and  my  chair.  As 
the  house  officer  was  attempting  to  maneuver  the 
wheelchair  into  place  and  before  I had  even  sized  up 
what  the  difficulty  was,  the  patient  from  his 
wheelchair  began  to  move  my  chair.  He  ended  up 
directing  me  and  the  resident  until  the  two  chairs 
were  located  to  his  satisfaction.  As  the  interview 
began  I was  holding  a hand  microphone,  which, 
after  my  initial  question,  I reached  over  toward  him 
for  his  response.  Then  came  the  third  bit  of 
behavior.  He  at  once  took  the  microphone  from  my 
hand  and  responded,  gazing  alternately  from  me  to 
the  audience.  Thereafter  it  was  he,  not  I,  who  con- 
trolled the  microphone.  When  he  had  finished 
saying  what  he  had  to  say,  and  only  then,  did  he 
direct  the  microphone  toward  me  for  my  next 
question. 

Comment.  What  inferences,  if  any,  may  one 
draw  from  such  a small  sample?  As  with  the 
example  of  the  orthopneic  patient  referred  to 
earlier,  the  answer  depends  on  one’s  fund  of  know- 
ledge, grasp  of  basic  principles,  and  ability  to  make 
reliable  observations,  this  time,  however,  in  the 
realm  of  human  behavior  rather  than  pathophysi- 
ology. Few,  I suspect,  would  disagree  that  this 
patient’s  behavior  constituted  an  effort  on  his  part 
to  establish  and  maintain  control  in  a new  situation. 
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But  such  a formulation  is  a mere  tautology,  com- 
parable to  stating  that  our  orthopneic  patient  was 
trying  to  get  more  air  into  his  lungs.  In  my  own 
mind  I went  much  further.  His  behavior,  it  seemed 
to  me,  was  all  the  more  remarkable  considering  the 
fact  that  it  was  displayed  a mere  nine  days  after  a 
cardiac  arrest.  Subdued,  passive  behavior  might 
seem  more  plausible  under  such  circumstances.  For 
me,  however,  his  behavior  during  that  first  minute 
immediately  brought  to  mind  the  behavioral  and 
personality  characteristics  that  many  investigators, 
beginning  with  Osier  in  1896,  have  reported  among 
patients  who  develop  coronary  artery  and  cerebro- 
vascular disease. Such  a generalization  on  my 
part  on  the  basis  merely  of  one  minute  of  behavior  is 
no  more  different  than  would  be  my  thinking  of 
congestive  heart  failure  and  its  pathogenesis  upon 
observing  a propped  up  patient  gasping  for  breath. 
In  both  examples,  the  generalization  also  predeter- 
mines the  questions  to  be  asked  and  the  strategies  to 
be  invoked  to  test  its  validity  for  the  patient  in 
question.  In  this  case  we  first  needed  to  establish 
whether  this  behavior  constituted  a specific  reaction 
to  the  situation  of  being  presented  at  rounds  or 
whether  it  reflected  a more  enduring  personality 
style.  Further  inquiry  supported  the  latter.  As  he 
described  his  hospital  experience,  the  circumstances 
of  his  illness,  his  business  career,  his  personal  rela- 
tionships and  family  life,  his  satisfactions  and  frus- 
trations, and  his  life  style,  item  after  item  emerged 
consistent  with  such  a formulation.  His  personal 
account  of  himself  and  his  life,  comprised  of  various 
episodes,  experiences,  anecdotes,  relationships, 
expressions  of  opinion,  judgments,  and  self-char- 
acterizations, added  up  to  the  picture  of  an 
aggressive,  ambitious,  competitive  man,  always 
active,  busy  and  planning,  preoccupied  with  dead- 
lines, high  standards  of  performance  and  self-set 
goals;  a man  driven  by  an  inner  sense  of  pressure 
and  urgency:  a man  who  basically  felt  he  could 
depend  only  on  himself  to  get  the  job  done  and  to 
assure  gratification  of  his  own  needs.  Friedman  and 
Rosenman  have  popularized  this  pattern  as  Type 
A.'"’  To  a remarkable  degree  his  behavior  upon 
entering  the  amphitheatre  accurately  reflected 
many  of  these  characteristics. 

On  the  basis  of  our  developing  knowledge  of  psy- 
chological settings  that  seem  especially  conducive  to 
sudden  death,  we  entertained  a second  hypothesis. 
This  premised  that  the  risk  of  cardiac  arrest  in  the 
biologically  vulnerable  Type  A person  is  enhanced 
when  the  patient  feels  or  actually  is  in  danger  of 
losing  his  sense  of  control  over  his  environment,  the 
more  so  if  preceded  by  a period  of  discouragement 
and  depression  or  accompanied  by  strong  feelings  of 


fear,  anger  or  excitement,  which  culminate  in  a 
sense  of  futility  or  failure.'^- In  this  case  what 
emerged  on  further  inquiry  was  that  the  patient’s 
carefully  laid  plans  to  devote  his  retirement  to 
“doing  his  own  thing”  had  been  frustrated  by  his 
daughter’s  divorcing  and  leaving  the  care  of  her 
three  and  four  year  old  children  to  the  grand- 
parents. To  make  matters  worse,  the  older  boy  had 
become  ill.  Rather  than  playing  golf  and  cultivating 
his  many  new  hobbies,  he  now  felt  burdened  with 
these  unwanted  responsibilities  as  well  as  disap- 
pointed in  his  daughter.  The  cardiac  arrest 
occurred  on  the  way  to  the  doctor’s  office  with  the 
four  year  old  when  a parking  space  for  which  he  had 
been  patiently  waiting  was  “stolen”  by  another 
motorist.  He  remembers  angrily  shaking  his  fist  at 
the  motorist,  driving  off  and  then  nothing  more.  In 
the  interview  this  was  described  as  “the  last  straw”. 
An  acute  myocardial  infarction  five  years  earlier 
placed  him  in  the  group  at  higher  risk  for  cardiac 
arrest. 

Perhaps  you  will  concede  that  this  is  interesting, 
maybe  even  persuasive.  But  the  more  skeptical 
among  you  may  still  be  wondering  how  such  in- 
formation contributes  to  more  effective  patient 
care.  The  answer  to  that  question  requires  a further 
step.  If  we  are  to  assist  Human  Nature,  as  we  earlier 
defined  the  goal  of  patient  care,  then  we  must  know 
what  these  psychological  characteristics,  so  readily 
established  through  proper  observational  and 
interview  technique,  mean  for  the  patient  and  how 
the  physician’s  approach  to  the  patient  may  be 
adopted  to  minimize  distress  and  encourage  confi- 
dence and  peace  of  mind.  Scientifically,  this 
requires  a different  level  of  conceptualization  and  a 
different  strategy  of  investigation.  It  corresponds  to 
explaining  orthopnea  rather  than  merely  recogniz- 
ing orthopnea  as  a cardinal  manifestation  of  left 
ventricular  failure.  For  orthopnea  this  requires  elu- 
cidating the  underlying  pathophysiology:  for  Type 
A behavior,  elucidating  the  underlying  psycho- 
dynamics. 

Basic  knowledge  of  psychodynamics,  like  basic 
knowledge  of  pathophysiology,  is  best  achieved 
through  long-term  or  in-depth  study  of  a few 
patients.  Among  persons  exhibiting  Type  A 
behavior,  whether  or  not  they  also  have  vascular 
disease,  a variety  of  unconscious  determinants  have 
been  uncovered,  the  most  critical  of  which  is  a deep- 
seated  fear  of  being  passive,  helpless,  or  dependent. 
When  the  response  to  this  is  to  exaggerate  the  oppo- 
site by  striving  always  to  be  active,  independent  and 
in  control  of  the  environment  and  the  people  in  it, 
the  behavior  pattern  that  evolves  may  be  typically 
Type  A.  In  such  a development  the  person  also 
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becomes  his  own  severest  critic  and  exacting  task- 
master; he  continually  sets  and  strives  to  fulfill 
higher  and  higher  goals  for  himself  and  for  others, 
thereby  repetitively  subjecting  himself  to  the  risk  of 
failure,  a failure  for  vvhich  he  characteristically 
takes  personal  responsibility.  By  the  same  token,  the 
deep  fear  of  helplessness  and  passivity  also  makes  it 
difficult  for  him  to  rest  on  his  laurels;  no  matter 
how  successful,  he  must  constantly  strive  after  more 
success.’^  Suffice  it  to  say,  failure  to  take  into 
account  these  underlying  dynamics  may  have 
serious  consequences  for  the  patient,  as  the  follow- 
ing example  illustrates. 

Case  3.  A real  estate  salesman  in  his  mid-50s  was 
brought  to  the  Emergency  Department  of  Strong 
Memorial  Hospital  with  the  classical  manifestations 
of  an  acute  myocardial  infarction,  confirmed  by 
electrocardiography.  While  the  team  was  working 
over  him  ventricular  fibrillation  abruptly 
supervened.  He  was  promptly  and  successfully 
resuscitated,  much  to  the  satisfaction  of  all 
concerned.  How  fortunate,  everyone  commented, 
that  he  was  in  Emergency  when  the  arrest  occurred ; 
20  minutes  earlier  he  surely  would  have  died!  But  10 
days  later  a medical  student  elicited  a different 
story.  A typical  Type  A who  had  suffered  his  first 
myocardial  infarction  six  months  earlier,  the  patient 
immediately  recognized  his  symptoms  as  typical  of  a 
heart  attack.  Nonetheless,  he  resolved  not  to  call  his 
doctor  until  he  had  completed  his  scheduled  work 
and  put  his  affairs  in  order  for  the  next  day.  This  he 
had  almost  accomplished  when  his  concerned  em- 
ployer herself  called  and  then  drove  him  to  the 
hospital.  By  the  time  he  arrived  symptoms  had 
largely  abated  and  he  once  again  felt  relatively  in 
command.  Nonetheless,  the  cardiology  team, 
alerted  by  his  physician,  proceeded  to  minister  to 
him  with  what  the  patient  experienced  as  all  the 
high  drama  of  a TV  doctor  show.  At  first  he  was 
impressed  and  no  little  relieved  that  all  this  expertise 
was  being  directed  to  his  care,  though  it  seemed  a 
bit  extreme  for  one  by  now  feeling  as  comfortable  as 
he.  When  the  electrocardiogram  confirmed  the 
diagnosis,  he  was  neither  surprised  nor  upset,  for  he 
had  already  assumed  that  such  was  the  case.  But  he 
was  totally  unprepared  for  the  intensification  of 
activity  which  the  confirmation  of  the  diagnosis 
seemed  to  provoke,  culminating  in  repeated  unsuc- 
cessful efforts  by  the  intern  to  perform  an  arterial 
puncture.  The  painfulness  of  the  procedure,  dis- 
tressing as  it  was,  was  of  less  moment  to  him  than 
was  a growing  concern  that  the  doctors  were  neither 
as  experienced  nor  as  competent  as  he  had  assumed. 

Let  us  listen  to  his  own  words  as  recorded  on  tape 
by  the  medical  student ; 


Thfv  were  having  a tougli  time  getting  into  tlie  artery  . , that  drove  me  crazy 

I was  getting  nervous  ...  I felt  my  temperature  rising  . . , my  face  was  be- 
coming flushed  , my  chest  pain  began  to  come  hack  and  was  getting  worse  . . 
and  mv  arm  was  killing  me,  1 didn't  want  to  say  anything  about  it  , , . so  (why 
not?)  Well,  1 don't  know,  I just  , , , don't  like  to  , , , you  know,  I didn't  wanna  tell 
'em  that  I didn't  think,  ah,  that  I knew,  he  wasn't  doing  it  right  , they  tried 
here  and  they  tried  there  , , , the  poor  fellow  was  having  such  a tough  time,  he  just 
couldn’t  get  it. 

Abandoning  their  efforts  the  doctors  went  out  to 
get  help,  leaving  the  patient  momentarily  alone.  At 
first  he  felt  relieved,  but  anticipating  more  of  the 
same,  he  began  to  feel  outrage  and  then  to  blame 
himself  for  having  allowed  himself  to  get  caught  in 
such  a predicament.  A growing  sense  of  impotence 
to  do  anything  about  his  situation  culminated  in  his 
passing  out  as  ventricular  fibrillation  supervened. 

Comment.  Psychologically  speaking,  the  setting 
in  which  this  man’s  cardiac  arrest  occurred  was  not 
different  from  that  reported  for  the  patient  cited 
earlier.  But  on  this  occasion  the  critical  events 
involved  the  manner  in  which  medical  care  was 
being  administered.  The  very  fact  that  all  con- 
cerned congratulated  themselves  and  the  patient 
on  his  good  fortune  in  being  in  the  Emergency 
Department  at  the  time  the  arrest  occurred 
documents  that  a relationship  between  the  arrest 
and  the  patient's  reaction  to  the  unsuccessful  efforts 
at  arterial  puncture  was  not  seriously  considered. 
Would  this  have  been  the  case  had  the  cardiology 
team  appreciated  the  risk  factors  inherent  in  the 
psychodymanics  underlying  Type  A?  Indeed,  would 
not  a more  knowledgeable  staff  have  been  attentive 
to  how  the  patient  was  responding  to  the  events  in 
the  emergency  room  and  made  a more  deliberate 
effort  to  deal  with  his  feelings  before  the  risk  of 
precipitating  a lethal  arrhythmia  had  reached 
dangerous  proportions?  Eor  such  a risk  is  very  real, 
as  clinical  study  and  animal  experiments  have 
shown.*'’ 

The  answer,  of  course,  to  both  of  these  questions 
must  be  in  the  affirmative.  Eor  just  as  an  under- 
standing of  the  pathophysiology  of  left  ventricular 
failure  enables  one  to  appreciate  the  risks  of  recum- 
bency, physical  exertion,  or  excessive  sodium  intake, 
so  too  does  understanding  of  the  psychodynamics 
underlying  Type  A enable  one  to  recognize  the  risks 
of  placing  such  a person  in  a passive,  helpless  posi- 
tion, subject  to  the  domination  and  control  of 
others.  Further,  we  can  readily  derive  from  the 
dynamics  rational  strategies  to  minimize  such  risks. 
These  in  turn  can  be  subjected  to  test  and  refined  in 
their  application,  as  is  the  case  with  any  therapeutic 
measure.  Let  me  propose,  from  such  principles,  a 
strategy  for  the  care  of  the  Type  A patient  with  a 
suspected  myocardial  infarction. 

That  Type  A can  be  suspected  from  the  patient’s 
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reported  and  observed  behavior  during  the  develop- 
ment of  the  attack  and  from  his  interactions  rvith 
the  doctor  has  already  been  illustrated  in  the  two 
cases  cited.  Once  satisfied  with  the  reasonableness 
of  such  a personality  diagnosis,  the  challenge  for  the 
doctor  is  how  to  take  the  firm  command  that  the 
seriousness  of  the  situation  calls  for  without  at  the 
same  time  mobilizing  the  patient’s  deep  seated  fear 
of  being  helpless  and  dominated.  Somehow  the 
patient  must  be  convinced  of  the  doctor’s 
competence  and  ability  to  provide  the  help  he  so 
desperately  yearns  for,  hut  the  need  for  which  he 
cannot  easily  acknowledge.  This  can  indeed  be  a 
delicate  balance,  especially  when  the  doctor  also  is  a 
Type  A — as  many  of  us  are  --  who  feels  threatened 
by  patients  who  resist  submitting  to  professional 
control.  I once  asked  a group  of  medical  students 
how  they  would  deal  with  the  conflict  of  a Type  A 
doctor  trying  to  take  care  of  a Type  A patient.  One 
came  up  with  the  following  formula : In  one  way  or 
another  the  doctor  should  communicate  to  the 
patient,  “All  my  skills  and  all  my  knowledge  are  at 
your  command”.  An  elegant  compromise!  For 
thereby  each  preserves  relative  automony.  And 
while  this  may  facilitate  for  the  patient  the  illusion 
that  he  commands  the  doctor,  in  fact  the  message 
communicated  is  that  it  is  the  doctor  (and 
surrogates)  who  is  the  sole  possessor  of  the  critical 
knowledge  and  skills. 

In  practice,  care  of  the  Type  A patient  requires 
monitoring  as  carefully  as  one  monitors  cardiac 
rhythm  where  the  patient  is  in  his  continuing 
struggle  to  maintain  autonomy  while  submitting  to 
the  demands  of  treatment.  The  very  fact  of  the 
doctor’s  interest  in  the  coronary  patient’s  concerns 
over  such  issues,  however  expressed,  can  itself  con- 
tribute powerfully  to  a growing  sense  of  trust  on  the 
part  of  the  patient,  something  not  easily  achieved  by 
these  people.  At  the  same  time,  the  patient’s 
awareness  that  the  doctor  is  interested  in  and  wants 
to  understand  whatever  may  be  contributing  to  the 
patient’s  concerns  enables  the  patient  to  be  more 
relaxed  in  relinquishing  some  of  his  own  need  to 
maintain  control.  Accordingly,  judicious  inter- 
ventions, such  as  providing  the  patient  with  access 
to  a phone  or  to  a visitor,  even  in  the  Emergency  De- 
partment, so  that  unfinished  business  can  be 
resolved,  may  both  relieve  the  patient’s  anxiety  as 
well  as  assure  him  that  he  has  not  been  capriciously 
stripped  of  all  his  command.  Helpful  too  are  trade- 
offs, the  concession  of  lesser  activities  in  place  of 
more  taxing  ones,  especially  when  done  in  such  a 
way  that  the  patient  is  given  the  feeling  of 


participating  in  the  decision  to  relinquish  one 
activity  in  favor  of  another.  The  interactions 
between  physician  and  patient  in  the  course  of 
which  information  and  concerns  are  shared  and  de- 
cisions agreed  upon  provide  the  matrix  in  which  the 
patient  eventually  succeeds  in  identifying  with  the 
powerful  doctor,  acquiring  thereby  the  doctor’s 
strengths  and  sense  of  competence,  rendering  him  a 
surrogate  instead  of  an  adversary.  The  patient  who 
says,  “I  discussed  this  with  my  doctor  and  we 
decided  ...”  often  is  thereby  expressing  such  a suc- 
cessful identification. 

The  Uses  of  Psychodynamics 

But  enough  details.  I hope  what  I have  provided 
affords  some  sense  of  how  a firm  grasp  of  psycho- 
dynamics can  be  put  to  practical  use,  even  by  one 
who  is  not  an  expert  in  such  matters.  I need  hardly 
remind  you  that  we  are  not  required  to  be  experts  to 
apply  our  knowledge  of  biochemistry  or  physiology; 
we  are  only  asked  to  have  a good  working  know- 
ledge of  basic  principles. 

I cannot  know  whether  I have  persuaded  you  that 
the  care  of  the  patient,  no  less  than  the  treatment  of 
disease,  is  a matter  for  science  and  that  excellence  in 
both  reflects  the  art  with  which  the  physician 
applies  scientific  knowledge.  The  power  of  dogma  is 
great.  More  than  a hundred  years  ago  Sir  William 
Gull  warned  against  the  dogmatism  of  a too 
physicochemically  oriented  “Science,  [which]  by 
throwing  the  light  of  particular  inquiry  full  in  our 
eyes  blinds  us  for  a time  to  that  which  lies  beyond”.^ 
The  remarkable  accomplishments  of  biomedical  re- 
search and  technology  have  had  just  such  an  unfor- 
seen  side-effect.  The  challenge  now  is  to  expand  our 
horizons  and  at  long  last  begin  to  apply  the  scien- 
tific method  with  the  same  vigor  to  the  understand- 
ing of  human  feelings  and  behavior  as  we  have  to 
the  understanding  of  disease  and  pathophysiology. 
Then  will  dawn  a new  era  of  patient  care,  parallel- 
ing the  present  golden  era  of  specific  treatment  of 
disease.  For  the  great  achievements  of  biomedicine 
have  come  not  from  technology  but  from  the  appli- 
cation of  the  scientific  method.  The  enhancement 
in  the  quality  of  patient  care,  and  therefore  in 
human  well-being  and  in  disease  treatment,  that 
can  be  expected  from  the  application  of  the  scien- 
tific method  to  the  psychosocial  dimensions  of 
illness  is  limitless.  For  those  beginning  medical 
careers  the  future  is  as  exciting  and  as  challenging 
as  it  was  for  those  of  the  past  century  who  made 
scientific  medicine  what  it  is  today. 
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The  Coronary  Care  Concept:  A Review 
of  Past  Achievements  and  a Glance 
Toward  the  Next  Decade 


Step-Down  or  Telemetry  Units  Would  Increase  the  Cost  Effectiveness 
of  Coronary  Care  in  Hospitals 


William  E.  Boden,  MD 
Edward  W.  Bough,  MD 
Ian  D.  Benham,  MD 
Richard  S.  Shulman,  MD 

Introduction:  Evolution  of  the  Coronary  Care 
Concept 

The  evolution  of  the  Coronary  Care  System  has 
undergone  several  important  modifications  since  its 
inception  in  1962.  The  original  concept  of  coron- 
ary care  was  born  of  the  necessity  favorably  to 
influence  in-hospital  mortality  from  acute  myo- 
cardial infarction  which  until  1960  averaged  35-40 
per  cent  of  all  patients  admitted  to  the  hospital 
with  that  diagnosis.  As  would  be  anticipated  from 
its  origin,  the  primary  focus  of  coronary  care 
centered  almost  entirely  on  resuscitation  and  the 
detection  of  lethal  arrhythmias.  The  system  of  con- 
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stant  electrocardiographic  monitoring  coupled 
w'ith  skilled  personnel  who  were  trained  to  recog- 
nize and  terminate  lethal  arrhythmias  formed  the 
central  basis  for  coronary  care  units  (CCUs)  in  this 
country.  However,  w'ithin  a few  years,  several  facts 
became  clear  about  the  strengths  and  weaknesses  of 
the  coronary  care  system  and  these  important 
insights  spawned  new'  efforts  to  identify  and  correct 
many  of  the  deficiencies.  Despite  this,  CCUs 
became  almost  universally  embraced  in  this 
country  during  the  late  1960s,  and  by  the  be- 
ginning of  the  1970s,  CCUs  were  well  entrenched 
in  the  system  of  medical  care  delivery. 

The  wholesale  adoption  of  the  CCU  concept, 
how'ever,  has  not  evolved  from  adherence  to  strict 
scientific  scrutiny  that  should  form  the  basis  of  evo- 
lution for  any  new  prospective  therapy.  As  a result 
of  this,  several  questions  about  the  efficacy  and 
cost-effectiveness  of  CCUs  have  been  recently 
addressed;'^  central  to  the  thesis  that  CCUs 
provide  specialized  areas  in  which  medical  tech- 
nology and  personnel  are  concentrated  for  the  care 
of  critically  ill  cardiac  patients  are;  1)  Do  CCUs 
favorably  influence  in-hospital  mortality  following 
myocardial  infarction?  2)  Given  the  rapid  increases 
in  health-care  costs  — particularly  in-hospital  costs 
which  have  focused  attention  on  expensive  high- 
technology  care  that  is  indigenous  to  CCUs  — are 
ecu’s  being  utilized  to  maximum  efficiency? 

Before  examining  these  two  important  questions, 
we  shall  review  the  historical  evolution  of  the  CCU 
concept,  assess  critically  the  accomplishments  and 
failures  of  the  CCU,  and  discuss  the  impact  of 
CCUs  on  mortality  from  myocardial  infarction. 
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'Finally,  we  shall  address  the  future  direction  of  the 
ecu  concept,  v/'s  a v/s  the  identification  of  “low 
risk”  subgroups  of  patients  with  ischemic  heart 
disease,  earlier  prognostic  stratification  of  such 
patients  to  utilize  CCUs  more  efficiently,  and  the 
concept  of  “step  down”  or  progressive  coronary 
care. 

I.  The  Early  Era  of  CCUs 

A.  Arrhythmia  Surveillance  and  Resuscitation 
By  1965,  certain  important  facts  about  arrhythmia 
recognition  resuscitation  had  become  apparent: 

1.  The  incidence  of  arrhythmias  associated 
with  acute  myocardial  infarction  was  even  greater 
than  anticipated.  Jidian  et  aP  in  1964  found  that 
the  prevalence  of  disturbances  in  rate,  rhythm,  or 
conduction  was  95  per  cent  in  a study  of  100  con- 
secutive unselected  patients  with  acute  infarction 
subjected  to  continuous  electrocardiographic 
monitoring.  Several  recent  studies  have  since  con- 
firmed the  validity  of  this  statistic,  using  sophisti- 

1 cated  computerized  arrhythmia  recognition  sys- 
tems.There  was  little  doubt  that  arrhythmic 
complications  were  very  prevalent,  had  been 
grossly  underestimated,  and  were  the  prime 
concern  of  the  coronary  care  approach  to 
arrhythmia  surveillance  and  management. 

2.  The  system  of  care  was  effective  in  reducing 
in-hospital  mortality  from  acute  myocardial  infarc- 
tion, chiefly  that  due  to  ventricular  fibrillation.  A 
report  from  the  United  States  Public  Health  Service 
(USPHS)  in  1964  indicated  that  mortality  among 
ecu  patients  averaged  20  per  cent  in  contrast  to  the 
former  death  rate  of  35-40  per  cent.^  Practically  the 
entire  reduction  in  mortality  was  attributable  to  the 
instant  detection  and  termination  of  ventricular 
fibrillation.  Ventricular  fibrillation  (VF)  was 
observed  in  approximately  10  per  cent  of  all  pa- 
tients treated  in  coronary  care  units.  When  VF 
occurred  as  a primary  electrical  complication  of 
myocardial  infarction,  tbe  success  rate  of  defibrilla- 
tion approached  100  per  cent  in  most  units,  but 
when  the  arrhythmia  developed  as  a secondary 
complication  in  the  presence  of  advanced  left  ven- 
tricular congestive  heart  failure,  the  procedure 
failed  almost  uniformly.®  The  USPHS  concluded 
that  coronary  care  was  indeed  valuable  and  should 
be  implemented  on  a broad  scale  vdthout  delay. 
This  initial  fervor  on  the  part  of  the  USPHS  effec- 
tively negated  the  prospects  of  obtaining  prospective 
randomized  trials  to  test  the  efficacy  of  CCUs. 

3.  The  system  of  coronary  care  was  not  effective 
in  reducing  the  mortality  from  the  remaining  (non- 
arrhythmic)  complications  of  myocardial  infarc- 
tion. It  became  readily  apparent  that  constant 


arrhythmia  surveillance  did  not  favorably  influence 
the  death  rate  from  advanced  left  ventricular 
failure,  cardiogenic  shock  (power  failure) , throm- 
boembolism, or  ventricular  rupture.  The  net  result 
of  this  ineffectiveness  was  that  concomitant  with  the 
reduction  of  arrhythmic  deaths,  the  relative  per- 
centage of  deaths  from  other  complications  rose, 
and  more  than  80  per  cent  of  all  deaths  from 
myocardial  infarction  among  patients  treated  in 
coronary  care  units  were  due  to  advanced  left  ven- 
tricular failure  and  cardiogenic  shock  (in  contrast 
to  40-50  per  cent  previously) . 

B.  Aggressive  Management  of  Arrhythmias 

It  became  quickly  appreciated  that  primary  ven- 
tricular fibrillation  and  primary  ventricular  stand- 
still (asystole)  seldom  occurred  spontaneously,  and 
in  most  instances  these  lethal  arrhythmias  were 
preceded  by  lesser  or  warning  arrhythmias.  There- 
fore, when  it  was  demonstrated  that  these 
arrhythmias  could  be  adequately  suppressed  witb 
appropriate  anti-arrbythmic  drugs,  tbe  tbrust  and 
emphasis  of  coronary  care  switched  rather  abruptly 
from  resuscitation  to  tbe  second  sidige  — prevention 
of  letbal  arrhythmias  and  aggressive  pharmacologic 
therapy  with  anti -arrhythmic  agents.  Citing  the 
effectiveness  of  a preventive  approach  to 
arrhythmias,  Lown  et  aP  in  1967  reported  a zero  in- 
cidence of  ventricular  fibrillation  among  130  con- 
secutively treated  patients. 

C.  The  Attack  Against  Left  Ventricular 
Failure  and  Cardiogenic  Shock 

With  the  demonstrated  efficacy  of  controlling 
arrhythmic  deaths,  coronary  care  entered  its  third 
stage-  an  attempt  to  reduce  mortality  from  ad- 
vanced left  ventricular  failure.  The  mortality  re- 
ported from  major  centers  five  years  after  the  incep- 
tion of  coronary  care  units  (circa  1967)  was 
remarkably  similar  (Table  1),  reflecting  the 
uniform  ability  to  prevent  deaths  from  electrical 
disturbances  and  the  uniform  inability  to  combat 
death  from  power  failure.  By  then,  approximately 


Table  1.  Mortality  reported  from  major  centers  5 years 
after  introduction  of  coronary  care. 

Number  of 

Hospital 

mortality 

Series 

patients 

% 

Day  and  Averill  (1966) 

280 

20.0 

Lown  et  al.  (1967) 

300 

17.1 

Meltzerand  Kitchell  (1966) 

500 

18.0 

Julian  (1968) 

552 

19.2 

Killip  (1968) 

300 -t- 

21.0 

Sloman  (1968) 

350 

18.0 
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90  per  cent  of  the  total  mortality  among  patients  in 
coronary  care  units  was  due  to  advanced  left  ven- 
tricular failure  and  cardiogenic  shock.'®  The  hope 
that  CCUs  might  favorably  influence  the  outcome 
of  severe  left  ventricular  failure  complicating 
myocardial  infarction  has  not  materialized.  Clearly, 
there  is  a direct  correlation  between  survival  post- 
infarction and  the  quantity  of  myocardium  that  is 
damaged. 

In  summary,  the  initial  impetus  for  developing 
CCUs  was  arrhythmia  surveillance,  resuscitation 
from  ventricular  fibrillation,  and  aggressive 
pharmacologic  management  of  arrhythmias.  These 
achievements  served  to  reduce  the  “electrical 
complications”  of  myocardial  infarction  substan- 
tially, but  had  little  effect  on  mortality  attributable 
to  left  ventricular  dysfunction. 

II.  Expansion  of  the  Coronary  Care  System 
As  described  previously,  the  original  coronary  care 
concept  was  concerned  entirely  with  the  first  critical 
days  of  hospitalization.  Specifically,  coronary  care 
was  initiated  when  the  patient  finally  reached  the 
ecu  (usually  involving  a delay  of  many  hours  after 
the  onset  of  symptoms)  and  was  continued  for  a 
time  period  of  usually  four  to  five  days,  after  which 
the  patient  was  transferred  abruptly  to  ordinary 
hospital  quarters.  Despite  the  success  of  this  brief 
span  in  reducing  the  ultimate  hospital  mortality 
from  35-40  per  cent  to  20  per  cent  or  less  (among 
those  treated  in  coronary  care  units) , it  became 
evident  that  the  plan  had  two  major  flaws:  1)  it  did 
not  effect  a significant  reduction  in  the  overall 
death  rate  for  myocardial  infarction  at  the 
community  or  national  level,  as  had  been  antici- 
pated, and  2)  it  did  not  decrease  the  in-hospital 
mortality  maximally,  since  a substantial  number  of 
deaths  occurred  after  transfer  from  the  CCU.  Both 
of  these  problems  were  pursued  and  attacked  in  a 
deliberate  fashion  after  1965.  As  a result  of  these 
efforts  the  system  of  coronary  care  was  then 
extended  to  include  specialized  care  in  both  the  pre- 
and  post-CCU  phases  of  the  illness. 

There  were  several  studies  which  confirmed  the 
impression  that  the  majority  of  deaths  from  myo- 
cardial infarction  (probably  60  per  cent  or  more) 
occurred  out  of  hospital,  most  within  one  hour  and 
80  per  cent  within  12  hours  of  the  onset  of  symp- 
toms."'^ When  it  was  noted  by  Mittra  et  al'^  in 
1965  that  the  average  time  interval  between  the 
initial  attack  and  hospital  admission  was  more  than 
11  hours,  it  became  quite  apparent  that  coronary 
care  units,  in  their  own  right,  could  only  have  a 
limited  effect  on  total  mortality  rates  for  myo- 
cardial infarction  within  a community,  since  the 


highest  frequency  of  death  had  occurred  before  the 
patient  reached  a hospital.  This  major  realization 
prompted  the  development  of  sophisticated  mobile 
coronary  care  unit  programs  which  sought  deliber- 
ately to  reduce  the  pre-hospital  mortality  rate  in 
order  to  bring  intensive  care  to  the  patient  at  his 
home  within  minutes.  This  mobile  coronary  care 
concept  has  been  employed  in  many  communities, 
such  as  in  Seattle  where  the  Heart  Watch  Pro- 
gram has  gained  widespread  acceptance  as  having  a 
markedly  favorable  impact  on  reducing  pre-hos- 
pital coronary  mortality  in  the  first  few  hours  after 
myocardial  infarction.'-' Similar  findings  have 
been  corroborated  by  the  mobile  coronary  care 
system  in  Rhode  Island. 

The  second  major  problem  in  the  coronary  care 
system  failure  maximally  to  reduce  in-hospital 
mortality  — is  aptly  illustrated  by  the  experience  of 
Meltzer  and  Kitchell  at  the  Presbyterian-University 
of  Pennsylvania  Medical  Center.'"  Among  200 
patients  with  acute  myocardial  infarction  who 
reached  the  hospital  alive  but  later  died  within  the 
institution,  death  occurred  in  14  per  cent  before 
admission  to  the  Coronary  Care  Unit  (in  the 
receiving  or  emergency  ward)  and  in  41  per  cent 
after  transfer  from  the  unit  to  the  general  hospital 
wards.  This  means  that  55  per  cent  of  all  deaths 
from  myocardial  infarction  occurred  outside  the 
CCU  in  this  hospital.  This  experience  was  not 
unique;  several  other  studies  have  shown  that  the 
incidence  of  death  in  the  post-CCU  period  may  be 
nearly  as  great  as  the  mortality  observed  during  the 
highly  critical  days  in  the  unit  itself.'"  '*  Clearly,  if 
half  the  deaths  from  myocardial  infarction  within  a 
hospital  take  place  in  locations  other  than  the  CCU, 
the  original  plan  of  care  which  concentrated  on 
the  sojurn  in  the  unit -could  hardly  be  capable  of 
effecting  a maximum  reduction  in  in-hospital 
mortality. 

Thus,  the  recognition  of  this  problem  led  to  the 
development  of  additional,  separate  facilities  for 
post-CCU  care,  which  in  effect  extended  the  coron- 
ary care  concept.  These  units  — designated  variously 
as  intermediate  coronary  care  units  (ICCU),  step- 
down  units,  or  telemetry  units — permit  electro- 
cardiographic monitoring  to  be  continued  for  a 
week  or  two  after  transfer  from  the  CCU  in  a less 
intensive  setting  than  the  primary  CCU  facility.  It 
has  been  shown  that  late  rhythm  disturbances  ap- 
peared in  as  many  as  72  per  cent  of  patients  follow- 
ing myocardial  infarction  who  were  subjected  to 
Holter  monitoring,  and  it  appeared  that  these  late 
rhythm  disturbances  were  unrelated  to  arrhythmic 
complications  detected  in  the  CCU.'‘'  Thus,  the 
identification  of  subgroups  of  individuals  who  have 
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a high  incidence  of  late  arrhythmias  continues  to  be 
one  of  the  major  challenges  facing  internists  and 
cardiologists,  and  is  one  of  the  major  unsolved 
problems  in  reducing  the  significant  mortality 
within  the  first  year  after  myocardial  infarction. 
Identification  of  this  high-risk  subgroup  with  con- 
tinued electrocardiographic  monitoring  during  the 
hospitalization  following  transfer  from  the  CCU, 
and  the  subsequent  treatment  of  these  patients  with 
chronic  anti -arrhythmic  therapy,  would  be  highly 
desirable  and  potentially  conducive  to  lowering 
mortality  in  the  aftermath  of  myocardial  infarction. 
Therefore,  the  present  stage  of  coronary  care  may 
be  categorized  as  a period  of  reassessment  in  which 
existing  methods  of  management  are  being  scrutin- 
ized and  critically  evaluated  in  an  attempt  to 
achieve  the  maximum  benefit  from  the  current 
system.  In  addition  to  maximizing  the  effectiveness 
of  the  current  coronary  care  system  so  that  patients 
are  admitted  to  the  system  without  delay  and  are 
followed  up  after  transfer  from  the  unit,  the  next 
major  stage  in  the  overall  battle  to  bait  the  death 
toll  from  coronary  heart  disease  is  already  being 
actively  investigated:  an  effort  to  prevent  sudden 
death  in  the  general  population. 

Finally,  the  current  stage  of  CCU  development 
mandates  a critical  look  at  mortality  statistics  and 
at  methods  to  insure  that  CCUs  are  functioning  in  a 
cost-effective  fashion.  Before  embarking  on  tbe  next 
decade  of  coronary  care,  it  would  be  useful  to 
examine  tbe  accomplishments  and  limitations  of 
CCUs. 

III.  Impact  of  Coronary  Care  on  Mortality 
from  Ischemic  Heart  Disease 

Although  new  data  regarding  reduction  in  mortal- 
ity attributable  to  coronary  care  have  been  difficult 
to  evaluate  from  currently  available  studies,  a 
summary  of  recent  literature  would  suggest  that  the 
average  hospital  death  rate  of  patients  receiving 
coronary  care  in  an  established  center  is  now  about 
10-15  per  cent.^”  This  represents  at  least  a 50  per 
cent  reduction  in  mortality  compared  to  15  years 
ago  and  indeed  may  be  viewed  as  a triumph  for  the 
system.  However,  a simple  comparison  of  mortality 
rates  at  different  periods  of  time  can  be  extremely 
misleading  and  should  not  in  itself  be  accepted  as 
prima  facie  evidence  of  effectiveness  of  any 
treatment  plan.  This  is  illustrated  by  the  experience 
of  Brown  and  McMillan  who  cited  mortality  figures 
from  acute  myocardial  infarction  during  the  years 
1962  to  1970  at  Toronto  General  HospitaF^  (Table 
2) . They  noted  that,  while  the  death  rate  of  patients 
receiving  coronary  care  did  indeed  decrease  sub- 
stantially during  this  interval,  there  was  a propor- 


Table  2.  Mortality  in  patients  with  proven  acute  myo- 
cardial infarction  treated  in  Toronto  General  Hospital 
coronary  unit  March  13,  1962  to  March  12,  1970. 


Year 

No.  of 
patients 

Hospital 

mortality 

(%) 

Deaths 

first 

48  hrs. 
(%) 

Patients 
given 
quinidine, 
procainamide, 
lidocaine, 
bretylium 
or  inderal 
(%) 

1962-63 

146 

52(36) 

34  (23) 

21  (14) 

1963-64 

176 

65(37) 

32(18) 

30(17) 

1964-65 

161 

44  (27) 

22(14) 

15(31) 

1965-66 

170 

44  (26) 

20(12) 

85(50) 

1966-67 

136 

30  (22) 

13(10) 

78  (57) 

1967-68 

191 

35(18) 

13  (7) 

134  (70) 

1968-69 

196 

23(12) 

6 (3) 

126(64) 

1969-70 

239 

34  (14) 

16  (7) 

147  (61) 

Total 

1415 

327(23) 

156(11) 

636(45) 

tionately 

parallel  reduction  in  mortal 

ity  among 

those  treated  on  regular  hospital  wards  during  this 

very  same  period.  They  conclude  from  these  and  re- 

lated  observations. 

that,  while 

specialized  units  are 

undoubtedly  valuable,  tbeir  precise  effectiveness  in 

reducing  mortality  has  not  been  defined  exactly  and 

it  may  be  that  the  care  system 

is  perhap 

s relatively 

less  effective  than  is  now  presumed.  This  impression 
is  seemingly  reinforced  by  the  report  of  Mather  et  al 
in  1971  indicating  that  in  a cooperative  study 
involving  four  centers  in  southwest  England  the 
mortality  from  acute  myocardial  infarction  was 
essentially  the  same  among  those  treated  at  home  as 
among  those  treated  in  a CCU."  The  overall  mor- 
tality for  the  total  series  (1,203  episodes  of  acute 
infarction  in  men  under  the  age  of  70)  was  only  15 
per  cent. 

None  of  these  data  really  deny  or  even  challenge 
the  value  of  coronary  care;  they  simply  emphasize 
an  essential  requirement  of  the  system  - the  need  to 
initiate  care  as  soon  as  possible  after  the  attack. 
Since  the  total  community  mortality  from  myo- 
cardial infarction  is  about  40  per  cent,  with  the 
majority  of  deaths  occurring  within  the  first  hour, 
the  relative  effectiveness  of  hospital  coronary  care 
will  be  reduced  as  delay  is  prolonged.^'’  In  the 
British  cooperative  study  previously  cited,  the  total 
mortality  of  all  patients  admitted  to  the  study  was 
only  15  per  cent,  suggesting  that  most  deaths  in  the 
community  had  occurred  before  patients  were  seen 
by  physicians. 

Despite  the  admittedly  diminishing  yield  of 
coronary  care  once  the  early  hours  of  an  attack  have 
passed,  two  large  control  studies  nevertheless  have 
shown  that  among  patients  who  do  survive  to  reach 
a hospital,  those  treated  in  a coronary  care  unit 
have  a significantly  lower  mortality  than  those 
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treated  under  ordinary  hospital  conditions  (Table 
3) . The  mortality  rates  in  the  two  CCU  groups  were 
19.1  and  17  per  cent  while  the  death  rates  in  the 
control  populations  were  30.8  and  35  per  cent  re- 
spectively.® 

In  1967,  Killip  and  Kimball  described  their  ex- 
perience in  developing  a coronary  care  unit  at  a uni- 
versity hospital.^®  The  authors  pointed  out,  as 
others  had  before  them,  that  hospital  mortality  in 
myocardial  infarction  was  directly  related  to 
clinical  assessment  of  left  ventricular  function.  They 
proposed  a simple  bedside  classification  of  myo- 
cardial derangement  that  has  proved  useful  and 
has  stood  the  test  of  time  over  the  last  dozen  years. 
The  authors  concluded  (and  we  would  agree)  that 
it  is  not  possible  properly  to  evaluate  reports  of  the 
effectiveness  of  coronary  care  without  classifying 
patients  according  to  left  ventricular  function. 

One  decade  ago,  well  run  coronary  care  units 
were  reporting  an  overall  average  hospital  mortality 
in  the  treatment  of  myocardial  infarction  of  16-20 
per  cent.  According  to  the  experience  of  Killip  and 
Kimball,  patients  in  Class  I (no  evidence  of  ven- 
tricular failure)  accounted  for  about  one  third  of 
total  admissions  and  carried  a mortality  of  6 per 
cent.  Patients  in  Class  II  (“mild”  left  ventricular 
failure)  accounted  for  another  one  third  of  admis- 
sions with  a mortality  of  17  per  cent.  Patients  in 
Class  III  (pulmonary  edema)  accounted  for  12  per 
cent  of  cases  with  a mortality  of  approximately  40 
per  cent.  Finally,  patients  in  Class  IV  (cardiogenic 
shock)  accounted  for  20  per  cent  of  cases  with  a 
mortality  of  70-90  per  cent.^®  These  data,  developed 
before  the  concept  of  pre-coronary  care  was 
formulated,  are  remarkably  similar  to  experiences 
reported  in  the  last  two  or  three  years. 

The  many  advances  in  the  understanding  and 
treatment  of  ischemic  heart  disease,  of  which  the 
CCU  is  only  a part,  affect  the  question  at  hand  : Has 
the  coronary  care  unit  influenced  the  apparent 
changing  mortality  in  ischemic  heart  disease  in  the 
United  States?  Corollary  questions  are:  Is  the  CCU 
cost-effective?  Is  hospital  care  better  than  home 
care? 


Table  3.  Mortality  of  patients  with  acute  myocardial  in- 
farction treated  in  a coronary  care  unit  compared  to  a 
standard  medical  ward. 


No.  of 
patients 

Coronary  unit 
mortaiity 

% 

Controi 

(ward) 

mortality  (%) 

Meltzer(1968) 

441 

19.9 

30.8 

Hofvendahl  (1971) 

271 

17 

35 

MacMillan  and  Brown 
(1971) 

400 

15.6 

26.5 

Objective  evaluation  of  the  coronary  care  unit  is 
difficult  to  assess.  Whether  treated  at  home,  on  the 
regular  medical  ward,  or  in  the  CCU,  almost  all 
patients  with  myocardial  infarction  receive 
treatment  based  in  large  part  on  the  CCU  ex- 
perience. The  patient  treated  at  home  may  lack  the 
constant  attendance  by  a trained  professional  and 
continuous  monitoring  of  the  electrocardiogram, 
but  the  general  principles  of  care  are  those  estab- 
lished through  the  CCU  experience.  Patients  man- 
aged in  a regular  hospital  unit  may  have  a portable 
monitor,  will  often  be  placed  in  a room  near  the 
nurses’  station,  and  will  receive  treatment  that 
follows  principles  developed  from  the  CCU  ex- 
perience. 

A.  Comparison  between  General  Hospital  Ward 
and  CCU  Care 

A large  number  of  studies  have  attempted  to  deter- 
mine the  impact  of  CCU  care  compared  with  regu- 
lar hospital  care  on  the  mortality  of  acute  myo- 
cardial infarction.  The  study  of  Killip  and  Kimball 
in  1967  has  been  mentioned  previously.^®  Hofven- 
dahl  compared  regular  care  and  CCU  care  in  an 
institution  where  patients  were  admitted  to  the  CCU 
on  a bed-availability  basis.'®  The  data  seem  to  favor 
CCU  care.  Astvad  and  co-workers  compared  the 
effects  of  treatment  in  the  CCU  retrospectively  with 
patients  managed  on  the  open  wards. No  differ- 
ence in  mortality  could  be  demonstrated.  Hill  and 
associates  evaluated  the  mortality  of  patients  with 
myocardial  infarction  admitted  to  a coronary  care 
unit  compared  with  those  admitted  to  an  ordinary 
medical  ward  because  of  a shortage  of  CCU  beds.^^ 
No  differences  in  mortality  were  recognized 
between  the  two  modes  of  treatment.  This  oft- 
quoted  study  purported  to  randomize  patients 
between  two  concurrent  modes  of  treatment,  but 
obvious  inherent  selection  bias  was  not  discounted. 
It  is  difficult  to  discern  from  their  data  whether 
patients  with  a high  probability  of  myocardial 
infarction,  or  complications,  or  both  were  admitted 
to  the  CCU,  whereas  patients  with  a low  suspicion  of 
myocardial  infarction  and  without  complications 
were  admitted  to  the  general  medical  ward. 
Interpretation  of  such  data  must  be  viewed  with 
caution. 

Rose  attempted  to  evaluate  the  contribution  of 
intensive  coronary  care  to  the  change  in  death  rate 
from  ischemic  heart  disease.^®  He  noted  that  in 
England  coronary  artery  disease  accounted  for  one 
third  of  all  deaths  of  people  between  ages  30  and  65. 
Of  the  75  deaths  per  1,000  subjects  due  to  coronary 
heart  disease  in  this  age  range,  45  would  be 
unattended,  10  would  occur  at  home,  and  20  would 
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oc'cur  in  the  hospital.  If  a 25  per  cent  reduction  in 
hospitalized  deaths  was  achieved,  this  would  reduce 
the  pre-retirement  death  rate  of  men  from 
coronary  heart  disease  from  75  to  70  or  71  per  thou- 
sand, a 4-5  per  cent  reduction  in  total  coronary 
heart  disease  mortality.  Rose  felt  “this  is  an  estimate 
of  maximum  benefit.”  Examination  of  national 
mortality  reports  for  England  and  Wales  revealed 
that,  over  the  period  in  which  CCUs  had  become 
widespread,  hospital  admission  rates  rose  steeply, 
but  the  numbers  of  hospital  deaths  remained  stable. 
Both  therapeutic  advances  and  changes  in  admis- 
sion policy  confound  interpretation  of  the  data,  but 
Rose  concluded  that  the  decline  in  case  fatality  rate 
was  probably  due  to  the  admission  of  larger 
numbers  of  milder  cases. 

Hunt,  Sloman,  and  associates  attempted  to  evalu- 
ate possible  changes  in  the  clinical  characteristics 
and  survival  of  patients  with  myocardial  infarction 
treated  in  coronary  care  units  over  the  past  decade 
in  Australia.^’  Their  data  disclosed  a progressive 
and  significant  reduction  in  mortality  among  con- 
secutive patients  with  mild  or  severe  infarction  over 
a period  of  approximately  ten  years  ending  in  1975. 
The  incidence  of  arrhythmogenic  complications 
also  decreased,  as  did  the  incidence  of  cardiogenic 
shock.  The  authors  concluded;  “The  reduction  in 
mortality  may  have  reflected  a changing  pattern  in 
the  natural  history  of  the  disease  as  well  as  a benefit 
of  improved  treatment.” 

B.  Randomized  Trials 

Three  randomized  studies  comparing  home  and 
hospital  care  in  patients  with  acute  myocardial  in- 
farction are  now  available  from  the  United 
Kingdom,  two  by  Mather  and  associates  from  the 
Bristol  area  and  one  by  Hill  and  associates  from 
Nottingham.  Mather’s  first  stud)4^  had  a number  of 
methodologic  flaws  and  has  been  superseded  by  his 
second.^® 

Differences  between  the  United  States  and  the 
United  Kingdom  in  their  organization  of  medical 
care  are  significant.  In  general,  patients  in  Britain 
are  under  the  care  of  a general  practitioner.  When 
symptoms  suggesting  illness  (in  this  case  myocardial 
infarction)  develop,  the  general  practitioner  is 
called.  He  or  she  then  makes  a home  visit  and,  if 
hospitalization  is  advised,  calls  the  ambulance 
team.  It  is  apparently  uncommon  for  the  patient  to 
contact  the  ambulance  team  or  to  seek  hospitaliza- 
tion directly.  Thus,  there  may  be  considerable  delay 
between  the  onset  of  symptoms  of  infarction  and 
medical  attention,  and  an  even  greater  delay  before 
monitoring  or  resuscitative  equipment  is  available. 
In  a published  discussion  of  these  randomized 
studies,  one  eminent  practitioner  mentioned  a 


Table  4.  Randomized  home  or  hospital  care  in  AMI 


Treatment  group 

Distribution 

Patients  % 

Random  home  care 

226 

11.9  1 

24 

Random  hospital  care 

224 

11.8  1 

Elective  home  care 

151 

8.0 

Elective  hospital  care 

837 

44.2 

Mandatory  hospital  care 

457 

24.1 

Total 

1895 

100.0 

Source:  Mather  HG  et  at: 

Br  Med  J 1 :925,  1976. 

colleague  who  in  25  years  of  general  practice  had 
never  seen  a cardiac  arrestP' 


A comparison  of  the  two  randomized  studies  is 
shown  in  Table  4.  In  Mather’s  series  only  24  per 
cent  of  the  patients  with  suspected  myocardial 
infarction  could  be  allocated  randomly  to  the  two 
treatment  groups.^®  Randomization  was  made  by 
the  general  practitioner,  who  carried  around  a 
batch  of  sealed  envelopes.  Eifty  eight  per  cent  of  the 
patients  were  admitted  electively  to  the  hospital, 
and  II  per  cent  were  treated  electively  at  home. 
Certain  risk  factors  such  as  age,  history  of  angina 
pectoris,  and  presence  of  hypertension  or  diabetes 
were  randomly  distributed  in  the  two  randomized 
groups.  No  breakdown  of  clinical  severity  of 
infarction  or  estimated  severity  of  left  ventricular 
dysfunction  was  described.  In  the  early  stage  of  the 
attack,  more  patients  who  were  in  the  hospital 
survived  than  among  those  who  remained  at  home, 
but  the  long-term  results  for  the  two  groups  were 
essentially  identical.  At  300  days,  mortality  was  20 
per  cent  for  patients  on  home  care  and  27  per  cent 
for  patients  treated  in  the  hospital. 

A study  by  Hill  was  organized  somewhat  differ- 
ently.^^ A hospital-based  team  was  sent  to  the  home 
in  response  to  a call  from  the  general  practitioner. 
The  team  made  an  initial  working  diagnosis  and 
provided  emergency  treatment.  Seventy-six  per  cent 
of  the  349  suitable  patients  were  randomized.  The 
first  call  was  90  minutes  after  the  acute  event  in  50 
per  cent  of  the  patients,  and  the  team  arrived  at  the 
patient’s  home  within  an  average  of  three  hours 
after  the  onset  of  illness.  It  should  be  emphasized 
that  the  general  practitioner  arrived  at  the  home 
before  the  hospital -based  team.  The  team  spent  at 
least  two  hours  stabilizing  the  patient  before 
randomization.  In  the  “randomized  group”  there 
was  no  significant  difference  in  mortality  after  six 
weeks  between  the  group  treated  at  home  (13  per 
cent)  and  those  transported  to  the  hospital  (11  per 
cent) . 

In  summary,  the  hospital  mortality  described  in 
these  two  studies  is  reasonable.  The  low  mortality  in 
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the  Hill  study  suggests  that  the  authors  were  dealing 
largely  with  low-risk  patients.  The  randomization  in 
the  Mather  study  suggests  the  possibility  of  bias,  in- 
tentional or  not,  by  the  general  practitioner.  The 
Hill  report  is  a study  of  randomization  after  sev- 
eral hours  of  intensive  pre-coronary  care.  The 
differences  in  style  of  practice  between  Great 
Britain  and  the  United  States  are  striking,  however, 
and  it  is  probably  not  possible  to  apply  these  very 
interesting  studies  directly  to  the  situation  in  the 
United  States. 

Concern  should  be  expressed  about  the  lack  of 
statistical  power  in  these  studies.  If  one  assumes  that 
a new  effective  treatment  must  have  at  least  a 25-35 
per  cent  impact  on  outcome  to  be  clinically  useful, 
it  becomes  clear  that  neither  the  Mather  nor  the 
Hill  study  is  large  enough  to  provide  a definitive 
answer  to  the  questions  asked.  If  mortality  without 
special  treatment  is  15-20  per  cent,  and  if  a clini- 
cally significant  result  were  deemed  to  be  an  im- 
provement to  approximately  10-13  per  cent,  a study 
encompassing  several  thousand  randomized  pa- 
tients would  be  required  to  determine  if  there  was 
a significant  difference  between  the  two  forms  of 
treatment.  Thus,  the  studies  of  Mather  and  Hill 
represent  heroic  efforts  on  the  part  of  investigators, 
but  lack  statistical  power  to  answer  the  question  at 
hand.  The  following  points  should,  therefore,  be  re- 
emphasized : 

a)  Principles  and  practice  of  treatment  derived 
from  the  CCU  have  had  a marked  impact  on  the 
care  of  patients  with  ischemic  heart  disease.  Thus, 
the  gap  between  CCU  care  and  other  forms  of  care 
has  narrowed  in  recent  years. 

b)  Extension  of  close  medical  surveillance  to  the 
earliest  moments  after  acute  infarction,  when  risk 
for  arrhythmic  death  is  greatest,  appears  to  have  a 
favorable  impact  on  prognosis. 

c)  Three  studies  comparing  hospital  or  home 
care  of  myocardial  infarction  on  a randomized  basis 
are  available.  All  were  carried  out  in  the  United 
Kingdom.  Differences  in  style  of  practice  of 
medicine  there  as  compared  with  the  United  States 
preclude  transfer  of  these  results  to  the  American 
scene.  It  appears  that  mostly  milder  cases  were 
randomized.  Unfortunately,  the  studies  lack 
statistical  power  because  insufficient  numbers  of 
patients  were  randomized  to  detect  with  any  degree 
of  certainty  that  a clinically  significant  difference  in 
mortality  between  home  and  CCU  care  exists. 

d)  Cost  benefit  analysis  focuses  on  the  easiest  end- 
point to  measure,  namely,  death.  Other  important 
factors,  such  as  potential  for  limitation  of  infarct 
size,  use  of  admission  to  CCU  as  a trigger  for 


aggressive  health  maintenance  with  reduction  of 
risk  factors,  education  of  patient  and  family,  and 
cost  of  a modified  CCU  care  on  regular  ward  if  CCU 
were  not  available,  have  not  been  evaluated. 

e)  There  is  no  doubt  that  some  patients  with 
myocardial  infarction  can  be  treated  at  home.  Un- 
fortunately, guidelines  for  selection  of  such  patients 
are  not  clear.  Because  of  variability  in  the  home 
environment  and  public  expectations  about 
medical  care,  it  is  our  belief  that  a randomized 
study  of  home,  hospital,  or  CCU  treatment  for  the 
management  of  myocardial  infarction  would  not  be 
accepted  by  either  the  medical  profession  or  the 
public  in  the  United  States. 

C.  Cost-Effective  Studies 

Bloom  and  co-workers  have  presented  two  im- 
portant studies  on  the  cost-effectiveness  and  utili- 
zation of  coronary  care  units. The  first  study, 
from  a random  sample  of  hospitals  in  New  England 
and  New  York  City,  was  reported  in  1973.^^  The 
mean  case  fatality  rate  from  myocardial  infarction 
was  18  per  cent.  Unfortunately,  information  on  the 
severity  of  illness  was  not  collected.  This  important 
paper,  which  should  be  read  in  the  original,  made  a 
number  of  points:  Teaching  hospitals  utilize  the 
resources  of  the  CCU  more  effectively  than  other 
groups,  and  the  length  of  stay  in  the  CCU  and 
mortality  were  lowest  in  teaching  hospitals. 
Eurthermore,  the  study  noted  that  on  every  index 
measured  CCUs  with  full-time  directors  performed 
more  effectively  than  did  other  units.  Despite  their 
intensive  study,  the  authors  felt  that  proof  of  the 
value  of  intensive  care  was  lacking,  and  they  ex- 
pressed concern  about  the  need  to  judge  precisely 
the  quality  of  actual  performance  in  evaluating  cost 
effectiveness. 

The  second  study  by  Bloom  and  co-workers  was 
based  on  a random  sample  of  all  hospitals  in 
Sweden  having  a CCU.^^  The  hospitals  were  strati- 
fied into  regional,  county,  and  community 
hospitals.  In  many  ways  the  study  in  Sweden  pro- 
vided data  similar  to  the  New  England  study.  Com- 
pared with  the  community  hospital,  the  regional 
hospital  had  a higher  percentage  of  patients  with 
infarction,  a lower  mortality,  and  a shorter  length 
of  stay  in  the  CCU.  Bloom  et  aP^  concluded  that  in 
myocardial  infarction,  as  in  certain  other  con- 
ditions studied,  the  larger  teaching  hospitals  often 
treat  the  sickest  patients  and  yet  still  have  the  best 
outcomes. 

Two  recent  studies  in  the  New  England  Journal  of 
Medicine  have  addressed  several  key  questions 
about  the  utility  and  efficacy  of  intensive  care  units 
(ICU)  in  general,  and  CCUs  in  particular.  Data  on 
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2693  admissions  to  a combined  medical  ICU  CCLI 
dviring  a two-year  period  at  tlie  Massachusetts 
General  llosqital  were  analyzed  with  respect  to  indi- 
cations for  admission,  specific  interventions,  costs, 
and  outcomes.'  Seventy-seven  per  cent  of  the  pa- 
tients were  admitted  not  because  major  diagnostic 
or  therapeutic  interventions  were  required,  but  be- 
cause there  was  concern  about  possible  compli 
cations  that  would  make  such  interventions  neces- 
sary. Among  patients  admitted  for  careful  monitor- 
ing, 23  per  cent  initially  required  a major  interven- 
tion, while  an  additional  10  per  cent  subsequently 
required  one  or  more  major  diagnostic  or  therapeu- 
tic procedures.  The  23  per  cent  who  required 
immediate  intervention  accounted  for  dispropor- 
tionate shares  of  total  hospital  charges  (37  per 
cent)  and  deaths  during  hospitalization  (58  per 
cent) . 

Several  important  demographic  and  diagnostic 
data  are  evident  from  this  study : 

a)  Precordial  pain  and  suspected  acute  myo- 
cardial infarction  accounted  for  39  per  cent  of 
ICU  ecu  admissions. 

b)  Other  cardiovascular  diseases  (congestive 
heart  failure  - CHF,  cardiac  rhythm  disturbances, 
syncope)  accounted  for  an  additional  28  per  cent  of 
all  admissions.  Therefore,  cardiac  disease  ac- 
counted for  % of  all  admissions  to  the  medical 
ICU/CCU. 

c)  The  diagnosis  of  myocardial  infarction  (MI) 
was  confirmed  in  35  per  cent  of  those  admitted  with 
suspected  infarction;  15  per  cent  of  patients  were 
discharged  with  a diagnosis  of  coronary  insuffi- 
ciency. 

d)  Mean  hospital  charges  for  all  patients  ad- 
mitted to  the  ICU/CCU  were  $5,325  ± 176  over  an 
average  stay  in  the  unit  of  3.4  ± .1  days.  All  cardiac 
disorders  (MI,  angina,  CHF,  rhythm  disorders) 
were  associated  with  hospital  charges  at  or  near  the 
mean  (except  cardiopulmonary  arrest,  which  was 
higher  than  the  mean).  In  contrast,  the  highest 
hospital  charges  were:  respiratory  failure 
($17,200),  sepsis  ($12,800),  renal  failure 
($10,800),  gastrointestinal  hemorrhage  ($9,600), 
hepatic  failure  ($9,400),  and  primary  pneumonia 
($8,000) . 

e)  Mortality  from  acute  myocardial  infarction  in 
the  ecu  was  9 per  cent,  with  an  additional  5 per 
cent  mortality  during  hospitalization  (14  per  cent 
total) . 

f)  As  a whole,  patients  with  cardiovascular 
disease  had  lower  mortality  rates  in  the  unit  (5  per 
cent)  and  hospital  (9  per  cent)  than  did  patients 
with  non-cardiovascular  disease,  in  whom  the  rate 


was  10%  in  the  unit  and  15  per  cent  in  the  hospital. 

g)  'Fhe  highest  mortality  rates  in  and  out  of  the 
hospital  occurred  in  patients  with  chronic  organ 
system  fadure,  or  with  acute  exacerbations  super- 
imposed on  chronic  failure,  such  as  congestive  heart 
failure  or  chronic  obstructive  pulmonary  disease. 

In  a second  publication,^  the  same  group  of  inves- 
tigators examined  the  course  of  patients  with 
suspected  myocardial  infarction,  with  particular 
reference  to  the  identification  of  low-risk  patients 
who  could  be  prospectively  stratified  on  the  basis  of 
certain  diagnostic  admission  criteria,  and  trans- 
ferred out  of  the  intensive  care  unit  earlier  in  the 
course  of  their  hospitalization.  Of  767  patients 
admitted  to  the  CCU  with  a diagnosis  of  MI,  432 
were  admitted  with  suspected  myocardial  infarction 
on  the  basis  of  presentation  with  “uncomplicated 
chest  pain.”  Of  these  432  patients,  72  (16  per  cent) 
were  excluded  because  of  complications  identified 
during  the  initial  evaluation  before  admission  to  the 
CCU.  Three  hundred  sixty  of  767  patients  (47  per 
cent)  presented  to  the  CCU  with  chest  pain  sus- 
pected of  having  MI  without  complications.  These 
patients  could  be  stratified  into  three  risk  groups 
within  24  hours  of  admission.  One  hundred  eighty- 
five  patients  (51  per  cent  of  the  “uncomplicated 
chest  pain  group,”  24  per  cent  of  the  total  MI 
group)  could  be  designated  as  “low  risk”  patients  on 
the  basis  of:  a)  no  complications;  b)  normal  total 
serum  creatine  kinase;  and  c)  no  electrocardio- 
graphic evidence  of  transmural  infarction  during 
the  first  24  hours. 

The  following  information  can  be  extracted  from 
this  study : 

a)  Approximately  one  out  of  four  patients 
admitted  with  MI  are  “uncomplicated”  during 
initial  presentation,  and  can  be  stratified  into  a 
“low-risk"  subgroup  identifiable  for  early  transfer 
out  of  the  CCU. 

b)  A small  fraction  (3  per  cent)  of  this  subgroup 
subsequentlv  met  clinical  criteria  for  infarction, 
and  an  even  smaller  number  (2  per  cent)  developed 
late  complications  in  the  CCU. 

c)  Of  the  initial  185  patients  who  presented  with 
non-diagnostic  ECGs  and  CPKs  50  mp/ml , 17  (or 
9 per  cent)  developed  one  or  more  major  complica- 
tions in  the  first  24  hours. 

d)  Of  the  remaining  168  “low-risk”  patients  who 
had  no  complications  in  the  first  24  hours,  ten  (6 
per  cent)  subsequently  developed  one  or  more 
major  complications  during  their  hospitalization. 

e)  If  the  168  patients  had  been  transferred  out  of 
the  CCU  at  1 day  (instead  of  the  mean  stay  of  2.2 
days  for  the  “low-risk”  subgroup),  1.2  x 168  (202) 
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patient  days  or  55  per  cent  of  the  376  patient  days 
could  have  been  saved. 

Summary 

These  data  indicate  that,  in  a distinct  minority  of 
patients  (approximately  one  in  four  admitted  with 
suspected  MI),  early  prognostic  stratification  can 
identify  a low-risk  subset  of  individuals  who  could 
be  transferred  out  of  intensive  care  within  one  day 
of  admission.  Such  patients  could  be  effectively 
managed  in  less  intensive  environments  where  there 
is  suitable  continuous  electrocardiographic  moni- 
toring, such  as  a “step  down”  unit,  or  telemetry 
unit.  If  one  patient  in  four  or  five  could  be  managed 
safely  in  such  a monitored  telemetry  unit,  more 
cost-effective  efficient  use  of  intensive  care  could  be 
achieved.  As  a corollary,  the  reductions  in  the  total 
number  of  days  that  some  patients  spend  in  the 
ecu  could  lead  to  substantial  per  diem  hospital 
cost  reductions. 

Finally,  both  of  these  studies  confirm  the  efficacy 
of  CCUs  in  reducing  in-hospital  mortality  for 
myocardial  infarction  (9  per  cent)  and  other 
cardiovascular  diseases  (5  per  cent).  This  is  in 
marked  contrast  to  data  in  the  pre-coronary  care 
era,  when  mortality  figures  averaged  35  - 40  per 
cent.  In  fact,  these  figures  are  substantially  better 
than  those  reported  in  the  late  1960s,  when  15-20 
per  cent  of  MI  patients  succumbed  to  myocardial 
infarction  in  the  hospital. 

It  would  appear  that  the  future  development  of 
coronary  care  in  this  country  will  be  in  the  direction 
of  more  efficient  use  of  CCUs  and  the  adoption  of 
“less  intensive”  telemetry  units,  which  will  focus  on 
the  problem  of  continuous  arrhythmia  surveillance. 
Such  a comprehensive  approach  to  coronary  care 
will  serve  to  achieve  the  goals  espoused  by  Thibault 
et  al,‘  who  recommend  that:  “Longer  or  more 
intensive  monitoring  for  patients  at  high  risk  and 
shorter  or  less  intensive  monitoring  for  those  at  low 
risk  could  improve  the  effectiveness  and  efficiency 
of  intensive  care.”  Our  belief  is  that  the  prospective 
description  of  diagnostic  variables  and  complica- 
tions for  patients  with  suspected  myocardial  infarc- 
tion will  identify  subsets  of  patients  who  based  on 
the  severity  of  illness  would  be  most  appropriately 
treated  in  either  “classical”  intensive  CCUs,  or  in 
less  intensive  “progressive  care  units”  whose  chief 
purpose  is  continuous  arrhythmia  monitoring.  Such 
timely  prognostic  stratification  of  suspected  MI 
patients  should  go  a long  way  toward  promoting  a 
more  efficient  allocation  of  a costly  resource  in  the 
decade  to  come. 
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Examhe  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society, ’'“overuse,”  “misuse,”  and  “abuse,”  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

K you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  \arm  safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (g , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications;  Managemeni  o*  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal  ad)unc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology  spasticity  caused  by  upper  motor 
neuron  disorders  athetosis  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam  Roche)  m long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated;  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma  may  be  used  m patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad|unctively  m convulsive 
disorders,  possibility  of  increase  m frequency  and  or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and  or  seventy  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions;  if  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazmes. 
narcotics  barbiturates  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  m patients  severely  depressed,  or  with 
latent  depression  or  with  suicidal  tendencies  Observe 
usual  precautions  m impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  m elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  m libido,  nausea,  fatigue, 
depression  dysarthria,  jaundice  skin  rash,  ataxia, 
constipation  headache,  incontinence,  changes  m 
salivation  slurred  speech  tremor,  vertigo,  urinary 
retention  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  ot 
neutropenia  jaundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b I d to  q i d alcoholism.  10  mg  ’ i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctiveiy  m skeletal  muscle  spasm.  2 to  10  mg  t i d 
or  q • d adjunctiveiy  m convulsive  disorders.  2 to  10 
mg  b I d to  q i d Geriatric  or  debilitated  patients  2 to 
2V2  mg,  1 or  2 times  daily  initially  increasing  as 
needed  and  tolerated  (See  Precautions  ) Children  ^ to 
2V2  mg  t I d or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 

Supplied:  Valium"  (diazepam  Roche)  Tablets,  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500,  Tel-E-Dose " 
packages  of  lOO.  available  m trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10.  Prescription  Paks  of  50  available  m trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  071 10 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Summer  Cruise/Conferences] 
on  Legal -Medical 
Issues 


APPROVED  FOR 
23  CME  CREDITS 
CATEGORY  1 


By  the  American  College  of  Legal  Medicine 
Seminars  Directed  by  Irwin  N Perr,  M.D.,  J.D. 

Professor,  Rutgers  Medical  School 

Caribbean  Conference  - July  29  - August  8,  1981  aboard 
TSS  Fairwind,*  Visit  St.  Maarten,  Antigua,  Barbados, 
Martinique  and  St.  Thomas. 

Mediterranean  Conference  - August  22  — September  5, 
1981  aboard  Mts.  Danae."  Visit  major  cities  in  Italy, 
Greece,  Egypt,  Israel,  Turkey,  Yugoslavia. 

• All  meals  on  cruise  and  aloft.  • Excellent  Fly/Cruise  group  rates. 

• Seminars  conducted  at  sea.  • Hotel  Oanieli  - Venice,  Italy 

• Alitalia  scheduled  flights  to  Italy.  • All  transfers 

The  number  of  participants  m each  Conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact 


International  Conferences 
189  Lodge  Avenue 
Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 


Both  conferences  are  designed  to  conform  with  the  1976  Tax  Reform  Act, 

• Liberian  Registry 
• ‘Greek  Registry 


Pediatric  Drops 

100  mg/ml 


Additional  information  available 
to  the  profession  on  request. 
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If  you’ll  disabled) 

what  happens  to  your 

earning  power? 


Think  how  an  unexpected  accident  or  sickness 

could  halt  your  income  at  any  moment 

and  you’ll  realize  how  important  Disability  Income 
Insurance  can  be.  Now  ....  by  applying  for  this 
policy,  you  can  assure  yourself  of  steady,  con- 
tinuing income ....  benefits  that  go  to  work  for 
you  when  you’re  disabled. 

As  a member  of  the  Rhode  Island  Medical  Society, 
you’ll  get  this  coverage  at  a cost  less  than  an 
individual  policy. 

For  specific  information  on  costs  and  coverage, 
write  or  phone  the  administrators. 


This  policy  is 
Endorsed 

by: 

RHODE  ISLAND 
MEDICAL  SOCIETY 


Administered  by 

^LB^LESTER^ L.  BURDICK,  INC. 

10  POST  OFFICE  SQUARE,  BOSTON.  MA  02109 
(617)  426-0020 

ATTENTION:  W.  J.  Harrington 
(401)  739-1639 
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Breast  Reconstruction  after 
Surgery  for  Cancer 

Armand  D.  Versaci,  MD 

Breast  cancer  is  the  most  frequently  occurring  malig- 
nancy in  women  today.  It  is  expected  that  108,000  new 
cases  will  be  diagnosed  in  the  United  States  during 
the  current  year.  The  unfortunate  and  disturbing  fact  is 
that  the  incidence  of  breast  cancer  is  on  the  rise;  one 
out  of  fourteen  women.  At  present,  there  is  no  known 
reason  for  this  rise. 

The  preferred  treatment  of  carcinoma  of  the  breast 
is  still  surgery,  which  can  be  physically  mutilating  as 
well  as  psychologically  damaging.  The  loss  of  a breast 
causes  physical  pain,  anxiety,  and  depression.  Many 
women  associate  the  loss  of  a breast  with  the  loss  of 
femininity  as  well  as  sexuality. 

The  female  breast  is  an  anatomical  entity  with  major 
psychological  importance.  Therefore,  many  women 
today  are  rejecting  traditional  prosthesis  as  a perma- 
nent alternative  to  their  loss  following  mastectomy 
and  now  look  to  reconstructive  surgery  as  a natural 
continuum  of  the  total  treatment  plan. 

Mastectomy  creates  a double  psychological 
problem.  The  loss  of  a breast  causes  the  feeling  of 
humiliation  because  of  deformity,  and  is  also  the 
constant  reminder  that  the  woman  has  had  a 
dangerous  malignancy  — one  with  a risk  for 
recurrence  at  some  time  in  her  life.  Reconstruction  of 
the  breast,  imperfect  as  it  may  be,  appears  to  be  a 
positive  support  for  mastectomy  patients. 

Until  recently,  women  desiring  breast  reconstruc- 
tion generally  sought  consultation  on  their  own  from  a 
plastic  surgeon.  Referral  from  the  surgeon  who 
performed  the  mastectomy  was  rather  uncommon. 
This  probably  reflected  a conservative  wait-and-see 
attitude  because  of  reluctance  to  refer  a patient  with 
an  uncertain  disease  status  for  reconstruction.  This  is 
no  longer  true.  More  and  more  surgeons  are  referring 
patients  for  reconstructive  surgery  of  the  breast  and 
are  making  these  referrals  early  in  the  postoperative 
period. 

There  no  longer  can  be  any  doubt  that  the  field  of  re- 
constructive surgery  of  the  breast  following 
mastectomy  has  arrived.  In  many  medical  centers  the 
plastic  surgeon  is  called  in  for  consultation  prior  to 
the  definitive  surgery  in  the  hope  of  planning  the 
operation  to  preserve  the  maximum  amount  of  tissue 
without  compromising  the  cancer  operation.  The  final 
decision  naturally  must  rest  with  the  surgeon  and  the 
other  physicians  involved  in  arriving  at  a treatment 

(continued  next  page) 


RIMS  • Membership  Count  • RIMS 


Dec.  31,  1981 


Total  RIMS  members 1380 

Total  AMA  members 826 

New  RIMS  members 


Jan. 31,  1981 
1386* 
839 
8 


Paul  Alexander,  MD 
Robert  Crouse,  MD 
Barry  D.  Garfinkel,  MD 
Mohammad  Khan,  MD 


Fred  T.  Perry,  MD 
Charles  Samson,  MD 
William  Q.  Stumer,  MD 
Marguerite  Vigliani,  MD 


Count  shows  8 new  members  minus  two  members 


who  moved  out-of-state. 


RIMS  • Appointments  • RIMS 

Georges  Peter,  MD,  Educational  and  Scientific  Board 
Mark  M.  Witoszka,  MD,  Educational  and  Scientific 
Board 

Daniel  E.  Wrobleski,  MD  f , Cancer  Committee, 
Educational  and  Scientific  Board 


Obfuscation  by  Planning? 

Treatment  of  a Broken  Finger  in  Rhode  Island: 

Our  survey  of  Rhode  Island  orthopedic  surgeons  sug- 
gests that  $804  is  a high  price  for  fixing  a broken 
finger.  Here,  such  a cost  would  involve  skin  grafting 
and  possibly  microsurgery  on  nerves. 

Result  of  Health  Planning  in  New  Jersey: 

“The  cost  of  treating  a broken  finger  used  to  be  about 
$804,  but  a major  insurance  company  recently  paid 
$6,313  to  a hospital  because  of  a new  state  law 
designed  to  contain  skyrocketing  medical  care  costs 
The  insurance  company  contends  the  matter 
should  have  been  DRG  (disease  related  group)  345 
which  deals  with  fractures  of  the  arm,  hand,  foot,  and 
shoulder  blade.  Treatment  under  that  code  comes  to 
about  $2,000.  But  the  state  Health  Department  said  the 
treatment  falls  under  DRG  348.”  {Providence  Journal) 


Save  the  Date:  May  27, 1981 

Rhode  Island  Medical  Society 
170th  Annual  Work  and  Scientific  Meeting 
Honored  guest,  Robert  B.  Hunter,  MD 
President,  American  Medical  Association 
will  hold  a special  briefing  session. 

Full  program  to  be  announced. 
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Breast  Reconstruction  (continued) 

plan.  The  surgeon  along  with  the  medical  oncologist  is 
responsible  for  the  treatment  of  the  disease.  The 
plastic  surgeon  should  not  assume  this  responsibility. 

A change  in  concepts  concerning  the  timing  of  re- 
construction following  radical  mastectomy  is  taking 
place.  There  has  been  a gradual  evolution  from  “do 
nothing”,  to  reconstruction  after  one  or  two  years,  to 
reconstruction  sometime  during  the  first  year,  to  re- 
construction three  months  after  the  surgery,  to 
reconstruction  commencing  several  days  after  the  ini- 
tial surgery,  if  the  patient  is  found  to  have  a favorable 
tumor.  There  appears  to  be  no  evidence  to  suggest 
that  early  reconstruction  has  any  effect  on  the  course 
of  the  disease  or  the  survival  statistics.  Furthermore, 
the  presence  of  a reconstructed  breast  does  not  inter- 
fere with  the  early  diagnosis  of  recurrence  and  does 
not  preclude  further  treatment  if  such  treatment 
becomes  indicated. 

I feel  that  the  time  has  come  when  a patient  diag- 
nosed as  having  carcinoma  of  the  breast  can  be 
offered  reconstructive  surgery  as  part  of  the  total 
treatment  plan.  It  is  obvious  that  the  decision  to 
perform  a m.astectomy  rests  with  the  surgeon  and 
those  he  involves  in  the  decision  making.  If  recon- 
structive surgery  fits  into  the  plan,  it  would  be  valuable 
to  introduce  the  patient  to  the  plastic  surgeon  as  soon 
as  is  practical.  In  many  instances,  this  could  occur 
before  the  mastectomy  is  performed.  A patient,  armed 
with  the  knowledge  that  body  image  can  be  restored, 
should  be  better  able  to  cope  with  the  devastating 
reality  of  surgery.  ■ 


Peripatetics 

New  officers  of  the  KENT  COUNTY  MEDICAL 
SOCIETY  are  William  F.  Varr,  Jr.,  MD  President; 
Edward  F.  Asprinio,  MD  Vice  President;  Thomas  e! 
Hunt,  MD  f Treasurer;  and  William  J.  O’Rourke  i 

MD  f Secretary. 

Recently  installed  as  officers  of  the  PROVIDENCE 
MEDICAL  ASSOCIATION  are  Frank  G.  DeLuca,  MD  >■ 
President;  Herbert  Rakatansky,  MD  f Vice  President; 
George  N.  Cooper,  Jr.,  MD  >■  Secretary;  and  Louis 
Vito,  Jr.,  MD,  Treasurer. 

WASHINGTON  COUNTY  MEDICAL  SOCIETY  has 
elected  the  following  officers  for  1981:  Joseph  J.  i 
O’Neil,  MD,  President;  Douglas  A.Rayner,  MD,  1st  Vice 
President;  Thomas  J.  Coghlin,  MD  ^ 2nd  Vice  Presi- 
dent; and  Francis  M.  Palaia,  MD  ^ Secretary-Trea- 
surer. 

John  J.  Walsh,  Jr.,  MD  f was  recently  voted 
“Rotarian  of  the  Year”  by  the  Wakefield  Rotary  Club. 

Daniel  Moore,  Jr.,  MD  "r  , Paul  A.  Blackmore,  MD  f , 
and  Frederic  W.  Easton,  III,  MD  have  been  appointed 
Physician-Advisors  from  the  Providence  Medical  Asso- 
ciation to  the  Providence  Association  of  Medical 
Assistants. 

James  P.  Crowley,  MD  has  been  elected  Fellow  of  the 
American  College  of  Physicians  to  be  formally 
inducted  at  the  Annual  Session  of  the  College  on  April 
6-9,  1981. 


Communications  to  the  President 


Dear  Dr.  Mathieu: 

I am  responding  in  strong  protest  to  an  article  appearing  in  the 
January  22,  1981  issue  of  the  Providence  Journal. 

It  seems  that  Drs.  Stephen  J.  Hoye  and  Stuart  A.  Brodsky  are 
recommending  legislative  action  directing  the  Board  of  Medical 
Review  to  fine  doctors. 

The  formation  of  a Board  of  Medical  Review  was  for  just  that 
purpose  — to  review  complaints  and  determine  their  legitimacy.  The 
Board  was  never  intended  to  be  prosecutor,  judge  and  jury.  Most 
emphatically,  this  would  be  outright  interference  in  the  judicial 
process.  No  other  private  body  has  the  right  to  investigate,  prosecute 
and  convict. 

A request  for  this  kind  of  power  goes  beyond  respectable 
ambition  and  suggests  more  than  just  objective  interest. 

The  formation  of  the  Board  of  Medical  Review  required  the  con- 
sideration and  cooperation  of  the  medical  profession  in  the  State  of 
Rhode  Island.  It  has  also  required  our  continued  support  both  concep- 
tual and  financial  since  initiation. 

I cannot,  in  good  conscience,  continue  to  support  or  subsidize  a 
body  responsible  for  such  unobjective  and  irresponsible  published 
opinions. 

I strongly  recommend  a letter  of  censure  to  Dr.  Hoye  and 
encourage  his  dismissal  from  the  Board  for  lack  of  objectivity. 

Michael  S.  Barrett,  MD 


Dear  Dr.  Mathieu: 

Asked  to  evaluate  the  fee  structure  of  a medical  practitioner,  I 
would  have  to  say  that  I wish  fee  payment  were  still  as  in  the  good  old 


days  — two  chickens  per  visit  or  50  cents  for  a housecall.  A physician 
could  make  a decent  living  then. 

Today,  however,  we  must  factor  a number  of  items  into  each 
visit’s  fee,  some  of  which  are: 

• Repayment  of  education  loans,  start-up  expenses,  interest. 

• Rent  and  expenses  of  modern,  convenient,  congenial  offices 
with  very  expensive  equipment. 

• High-priced  medical  staff,  accountants,  lawyers  to  handle 
mountains  of  paperwork,  third-party  claims,  legal  and  insurance  forms, 
consolidation  of  payments,  profiles,  matching  profiles  to  various 
levels  of  care. 

• Higher  than  ever  malpractice  and  insurance  costs  to  protect  our- 
selves. 

• And,  of  course,  educational  and  living  expenses,  all  paid  after 
tax  dollars  (50  per  cent  or  higher  bracket). 

This  says  nothing  of  the  nuisance  of  providing  for  one’s  retire- 
ment, for,  as  you  know,  we  do  not  become  senior  partners  of  a firm  or 
Chairman  of  the  Board.  This  provision  must  be  accomplished  during 
our  active  years  of  practice,  of  which  the  number  is  fewer  than  in  any 
other  profession. 

In  view  of  all  of  these  factors,  the  cost  of  a medical  visit  today  is 
undervalued  by  a factor  of  at  least  10,  and  is  quite  a bargain. 

So,  it  seems  that  most  doctors  will  never  be  able  to  retire,  but 
rather  will  have  one  of  two  options: 

1.  To  expire  and  collect  (for  our  families)  on  that  costly  insurance 
for  which  we  have  paid  all  of  our  lives. 

2.  To  struggle  with  menial  jobs  and  reduced  income  through 
years  o*  lessened  productivity  and  declining  physical  health. 

To  paraphrase  an  old  adage:  “Old  practitioners  never  die;  they  just 
go  back  to  work  for  chickens’’. 

Frank  M.  D’Allessandro,  MD 
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Interviews  of  the  Month 

Alexander  Arvanitidis,  MD 
Peter  D.  T.  Clarisse,  MD 

The  East  Bay  side  of  Rhode  Island  is  a more  pleasant 
area  to  practice  medicine  because  of  its  two  district 
medical  societies,  Bristol  County  Medical  Society  and 
Newport  County  Medical  Society.  Each  organization 
boasts  social  gatherings  which  are  exceptionally  well- 
attended,  sometimes  even  with  special  treats,  such  as 
a piano  concert  in  Newport  by  Mark  Malkovitch,  Direc- 
tor of  the  Newport  Music  Festival. 


Alexander  Arvanitidis,  MD, 
President,  Bristol  County  Medical  Society 


Bristol  County  Medical  Society  is  the  smallest  in  the 
state,  with  forty  members,  but  practically  every  one  of 
I them  turns  out  with  spouse  for  the  Society’s  annual 
; meeting  held  at  the  Rhode  Island  Country  Club  in  Bar- 
I rington.  Dr.  Alexander  Arvanitidis,  President  of  the 
. Bristol  Society,  feels  it  is  important  for  physicians  to 
j gather  and  share  concerns  this  way.  “Problems  crop 
I up  all  the  time,  and  we  can  share  our  views  on  what  to 
do  about  them,”  he  says.  Right  now  the  Medicaid 
system  is  not  working  as  well  as  it  should  be,  in  Dr. 

■ Arvanitidis’  view,  and  the  doctor  is  in  a unique  position 
I to  realize  this.”  He  adds,  “Of  course,  we  have  to  rely  a 
; lot  on  the  state  medical  society  for  action,  because  of 
! our  small  size.  Yet  we  can  provide  a consensus  from 
. our  area  on  what’s  happening  here.” 

Another  of  Dr.  Arvanitidis’  goals  while  in  office  is  to 
^ encourage  his  ideal  of  better  interprofessional  coope- 
[ ration.  He  believes  doctors  should  always  seek  to 
j know  more  about  allied  professionals,  osteopaths,  for 
j example.  Finding  out  the  educational  background  and 
I just  what  exactly  colleagues  in  similar  fields  do  is  a 
professional  responsibility  and  ultimately  of  benefit  to 
the  whole  health  care  delivery  system.  In  his  own 
practice  location  he  shares  premises  with  15  other  pro- 
fessionals, including  a dentist  and  an  orthodontist. 

Bristol  County’s  sister  district,  Newport  County, 
shares  its  neighbors’  good  geographic  fortune  in  some 
respects,  but  not  others.  Being  at  a greater  distance 
from  Providence,  the  delivery  of  health  care  there 


Peter  D.  T.  Clarisse,  MD,  President, 
Newport  County  Medical  Society 


requires  a more  complex  system,  and  problems  are 
correspondingly  greater.  Dr.  Peter  D.  T.  Clarisse  is 
President  of  the  Newport  County  Medical  Society, 
serving  his  second  term  in  that  office.  “Newport 
is  something  like  Westerly,”  says  Dr.  Clarisse 
“To  some  patients  a trip  to  Providence  is  like  a trip 
to  the  end  of  the  world.  Therefore,  our  physicians 
must  look  to  a complete  spectrum  of  health  concerns, 
and  our  hospital  must  support  a full  complement  of 
services.” 

In  spite  of  the  distance.  Dr.  Clarisse  doesn’t  spare 
himself  in  getting  to  Providence  to  be  active  in  state 
health  politics.  “It’s  necessary,”  he  says,  “and  I’ve 
always  liked  politics  and  economics.”  He  admits,  “I 
was  more  liberal  when  I was  younger,  but  last  year  I 
fumed  for  weeks  after  reading  the  draft  of  the  Rhode 
Island  State  Health  Plan.”  He  believes  the  planners 
behind  that  document  just  didn’t  understand  many 
realities  which  the  medical  community  has  known  for 
a long  time. 

As  with  other  districts  outside  of  Providence,  such 
as  Woonsocket  and  Kent,  the  membership  of  the 
Newport  County  Medical  Society  is  practically 
identical  with  the  staff  of  a single  hospital.  In  the  past 
the  Newport  County  Medical  Society  in  fact  held 
meetings  for  convenience  directly  after  the  hospital 
staff  meetings.  Dr.  Clarisse  believes  it  is  important 
that  the  doctors’  society  create  it’s  own  identity,  and 
feels  it  was  a positive  step  when  this  practice  was  dis- 
continued. Yet,  he  believes  it  is  extremely  important 
for  physicians  and  hospitals  to  coordinate  their 
activities,  so  one  doesn’t  rob  the  base  of  the  other.  For 
example,  neighborhood  health  centers  may  appear  to 
the  public  to  be  more  economical,  but  he  maintains 
these  must  be  placed  in  areas  of  need,  or  the  expense 
to  the  health  system  in  the  long  run  will  be  greater. 

Both  presidents  are  fathers  of  two  children.  Dr.  Arva- 
nitidis’ two  daughters,  Lori  and  Klio,  are  7 and  10  years 
of  age.  “Klio”  from  the  Greek  means  “muse  of 
history”.  Dr.  Clarisse  has  a daughter,  LiesI  Ann,  11 
years  old,  and  a son  Doug,  aged  14.  “I  don’t  know 
what’s  happening,”  says  Dr.  Clarisse,  “but  Doug  is 
even  more  conservative  than  I am.”  ■ 


121 


RIMS  Speaks  on  Public  Issues 


A public  hearing  was  held  on  February  3, 
1981  on  the  proposed  act  81-S0120,  “per- 
taining to  the  office  of  State  Medical  Ex- 
aminers”. Paul  T.  Welch,  MD  ^ 
presented  on  behalf  of  the  Rhode  Island 
Medical  Society. 

I am  Dr.  Paul  T.  Welch,  a neurosurgeon,  a 
member  of  the  Rhode  Island  Medical  Society, 
representing  its  views  on  proposed  81-S0120, 
an  act  “pertaining  to  the  office  of  State  Medical 
Examiners”. 

The  General  Assembly  in  1973  passed  a law 
entitled  “Office  of  State  Medical  Examiners" 
creating  an  independent  agency  to  preserve  the 
professionalism  of  the  office  by  removing  it 
from  the  direct  control  of  the  Attorney 
General's  office.  If  the  1981  act  pertaining  to 
the  Office  of  State  Medical  Examiners  passes, 
the  office  will  become  submerged  into  the 
bureaucracy  of  another  state  agency,  the 
Department  of  Health,  destroying  the  noble 
intentions  of  the  1973  General  Assembly.  The 
Rhode  Island  Medical  Society  deplores  this 
possible  change  and  is  strongly  opposed  to 
this  proposed  act.  The  1973  General  Assembly 
created  the  Medical  Examiners  Commission  to 
review  the  conduct  of  the  Medical  Examiners 


Office,  to  consult,  advise,  and  make  recommen- 
dations to  the  Chief  Medical  Examiner  and  his 
office,  and  to  participate  by  advice  and  consent 
with  the  Governor  regarding  appointment  and 
removal  of  the  Chief  Medical  Examiner.  Now 
this  1981  act  would  destroy  all  the  power 
presently  residing  in  the  Medical  Examiners 
Commission.  By  this  new  act  the  Medical 
Examiners  Commission  would  advise,  review 
and  recommend  to  the  Director  of  Health  on 
matters  pertaining  to  policy,  but  it  would  have 
no  authority  to  insure  that  such  is  promulgated. 
It  thus  would  become  a rubber  stamp  organiza- 
tion of  the  Director  of  Health  to  mold  as  his 
whim  so  chooses. 

Since  the  act  pertaining  to  the  Office  of 
Medical  Examiners  is  under  discussion  and 
review,  the  Rhode  Island  Medical  Society  will 
take  this  opportunity  to  recommend  what  it 
feels  might  be  improvements  upon  the  1973 
act: 

1)  The  budget  of  the  office  of  State  Medical 
Examiners  is  a matter  of  controversy  within  the 
Department  of  Health.  The  Rhode  Island 
Medical  Society  proposes  that  the  budget  for 
the  Office  of  Medical  Examiners  be  submitted 
to  the  state  budgetary  committee  by  the  Chief 
Medical  Examiner  following  review,  advice,  and 


consent  of  the  Medical  Examiners  Commission.  ' 
This  would  achieve  for  the  Office  of  Medical 
Examiners  complete  autonomy  and  indepen- 
dence from  any  other  state  agency  except  the 
legislature. 

2)  We  propose  that  the  President  of  the  State 
Municipal  Police  Organizations  of  Rhode  Island 
be  added  to  the  present  14-person  membership 
of  the  Medical  Examiners  Commission  to 
promote  harmony  between  these  two  organiza- 
tions working  to  the  same  common  end. 

3)  Because  the  Office  of  Medical  Examiners 
is  neither  solely  a legal  agency  nor  solely  a 
medical  agency,  but  both,  we  recommend  that 
the  Chairmanship  of  the  Medical  Examiners  ' 
Commission  alternate  annually  between  the 
Director  of  Health  and  the  Attorney  General  or  i 
designate.  This  would  preserve  a symbol  to  the 
Medical  Examiners  Commission  of  the  purpose 
and  function  of  forensic  medicine. 

In  summary,  the  Rhode  Island  Medical  So- 
ciety strongly  disapproves  of  proposed  81- 
S0120  and  suggests  alternate  channels  for  the 
establishment  of  lines  of  authority  to  the  Office 
of  Medical  Examiners  from  the  Governor  and 
legislature  through  a strengthened  rather  than 
weakened  Medical  Examiners  Commission. 


By  invitation  of  Representative  Keven 
McKenna,  Chairman  of  the  HEW 
Committee  of  the  House  of  Representa- 
tives, the  Rhode  Island  Medical  Society  of- 
fered perspective  in  an  oversight  hearing 
held  February  3,  1981  on  the  state’s  hospi- 
tal bed  shortage  problem.  Milton  W. 
Hamolsky,  MD  presented. 

My  name  is  Dr.  Milton  Hamolsky,  I have  been 
a physician  for  thirty-four  years,  serving  as  a 
consultant,  teacher,  researcher,  and  Chief  of  a 
hospital  Department  of  Medicine  for  the  last 
seventeen  years.  Today,  I represent  the  Rhode 
Island  Medical  Society  on  the  issue  of  acute 
short-stay  medical/surgical  hospital  beds.  We 
question  the  assumption  based  on  statistics 
that  there  are  too  many  beds  in  Rhode  Island 
and  challenge  the  proposal  to  eliminate  some 
beds. 

Rhode  Island  has  proportionately  more  older 
people  than  other  states,  and  it  is  a fact  that 
older  people  get  sick  more  often  than  the  rest 
of  the  population,  have  multiple  complicated 
diseases,  and  drive  up  the  need  for  hospital 
beds.  Between  1974  and  1978  our  population 
over  age  65  steadily  increased  from  112,000  to 
120,000;  this  equals  an  increase  from  11.9  per 
cent  of  our  population  to  12.75  per  cent.  The 
overall  rate  for  the  United  States  in  1977  was 
only  10.5  per  cent,  and  therefore  we  had  a 
higher  percentage  of  older  people  in  our  state 
in  1974  than  had  the  United  States  in  1977,  and 
the  percentage  continues  to  increase. 

Beyond  the  needs  of  the  elderly,  advances  of 
medical  science  and  technology  determine 
what  we  can  and  should  provide  tor  our  people. 
It  is  a fact  that  such  advances  may  require  more 
resources  to  provide  the  benefits  that  you  and 
we  share  responsibility  to  provide.  When  I was 
an  intern,  leukemia  meant  suffering  and  death 
in  six  months,  heart  attack  patients  survived  or 
died,  cancer  patients  suffered  and  died.  There 
was  very  little  cost,  very  little  demand  for 
resources,  very  little  need  for  hospital  beds. 
Now  we  talk  of  cures  or  years  of  good  life  for 
many  of  our  most  seriously  ill  patients. 


There  is  one  absolute  prediction  we  can  give 
you,  which  is  that  medical  and  technical 
advances  are  totally  unpredictable.  They  cannot 
be  fitted  into  statistical  formulas.  There  should 
be  no  mistake  of  what  is  meant  by  tailing  to 
provide  advanced  resources  for  legitimate 
needs  — we  are  talking  about  rationing  of 
health  care. 

From  1974  through  1978  the  number  of  beds 
in  Rhode  Island  decreased  from  3,576  to  3,431. 
That  is  a decrease  from  3.8  beds  per  one 
thousand  population  to  3.64  beds  per  one 
thousand  population.  During  the  same  period 
the  overall  percentage  occupancy  of  beds  in 
Rhode  Island  has  remained  fairly  constant 
because  of  the  relief  provided  by  ambulatory 
surgery  centers,  but  now  our  emergency  rooms 
are  faced  with  the  terrible  problems  of  increas- 
ing numbers  of  patients  seeking  care;  long 
delays  before  needs  can  be  addressed,  and  on 
many  occasions  patients  leaving  before  they 
can  be  attended  to;  temporary  holding  units 
filled  with  very  sick  patients  waiting  for  many 
hours  for  a bed  to  be  freed;  and  several 
hospitals  repeatedly  forced  to  divert 
ambulances  from  one  hospital  to  another 
because  there  simply  is  no  bed  for  another  sick 
patient.  This  is  not  acceptable  quality  medical 
care. 

Medical  staffs  are  pressured  to  discharge 
patients  earlier  and  earlier.  Although  there  is 
always  room  for  improvement  in  our  admission 
and  discharge  policies,  the  situation  over  the 
recent  past  months  has  approached  the  danger 
point  where  patients  are  being  discharged 
before  they  have  received  fully  adequate 
medical  care,  thus  assuring  that  they  will  return 
shortly,  usually  sicker. 

Because  of  pressure  on  hospital  admissions, 
a surprising  number  of  “elective”  admissions 
are  coming  through  the  emergency  room.  What 
would  you  think  if  your  wife  had  a lump  in  her 
breast  which  might  be  a cancer,  and  she  were 
told  that  she  would  have  to  wait  many  days  to 
weeks  for  “elective”  admission?  Moreover,  the 
pressures  on  admissions  have  led  repeatedly  to 
the  cancellation  of  elective  surgery. 


One  solution  for  the  situation  is  more  appro- 
priate use  of  non-hospital  facilities.  However, 
hospitals  are  finding  it  increasingly  difficult  to 
place  patients  in  nursing  homes  — for  many 
reasons.  One  of  our  hospitals  has  carefully 
recorded  the  fact  that  in  the  last  nine  months  of 
1980  there  were  many  days  when  ten  to  twenty- 
four  patients  could  not  be  discharged  because 
no  nursing  home  space  could  be  found.  A hos- 
pital cannot  put  a patient  who  needs  more  care 
than  can  be  provided  at  home  out  on  the 
sidewalk. 

One  of  the  basic  assumptions  of  various 
health  plans  is  that  we  could  eliminate  hospital 
beds  and  resources  if  we  developed  preventa- 
tive health  programs.  However,  it  is  fallacious 
to  promise  that  such  programs  would  decrease 
the  need  tor  hospital  beds.  Even  with  such 
programs  in  existence,  people  will  age,  and  will 
develop  heart  problems  and  cancers  and 
pneumonias,  and  will  require  hospital  beds  — 
at  a later  age,  when  they  become  sicker  with 
more  complicated  diseases  which  require  hos- 
pitalization. Even  if  we  discovered  today  a way 
to  prevent  coronary  heart  disease,  we  would 
still  have  millions  of  people  requiring  medical 
care  over  many  years,  for  it  is  not  likely  that  we 
will  reverse  the  hardening  of  the  arteries  which 
most  of  us  here  are  already  developing. 

In  summary,  the  Rhode  Island  Medical 
Society  strongly  supports  the  efforts  of  rational 
health  care  planning.  We  are  deeply  concerned, 
however,  that  the  pressures  to  contain  medical 
costs,  however  desirable,  should  not  disguise 
with  seemingly  precise  and  simplistic  statistics 
the  undeniable  facts  that  our  people  are 
growing  older,  that  many  advances  in  medical 
knowledge  inexorably  demand  resources,  and 
that  failure  to  be  flexible  and  permit  the 
provision  of  necessary  resources  will  mean 
rationing  of  health  care.  You  bear  the  awesome 
responsibility  of  working  with  health  care  provi- 
ders and  health  care  planners  so  that  the 
citizens  of  Rhode  Island  shall  receive  what  you 
want  for  your  families  and  what  our  people 
deserve. 

Thank  you  very  much  for  your  attention  and 
consideration.  m 
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Talking  about  “Town  and  Gown” 


The  old  tradition  of  Rhode  Island  Medical  Society 
winter  meetings  was  reborn  and  renamed  this  year  in  a 
special  program  held  December  3, 1981  titled  “RIMS  1st 
Annual  Winter  Interim  Meeting.  Town  and  Gown:  The 
Role  of  the  Physician  in  the  Health  Care  System  in  the 
1980s.” 

Dr.  George  T.C.  Way,  past  president  of  the  New  York 
Medical  Society,  introduced  the  program  with  a de- 
scription of  an  experience  in  New  York,  which  began 
with  a liaison  between  the  state  society  and  deans  of 
the  state’s  medical  schools,  and  resulted  in  now  “for 
the  first  time  since  1806  organized  medicine  is  having 
regular  conversations  with  the  12  medical  schools.” 
Medical  societies’  membership  problems,  on  the  one 
hand,  and  medical  schools’  financial  problems,  on  the 
other  hand,  absolutely  require,  in  Dr.  Way’s  view,  that 
the  institutions  cooperate  with  each  other.  From  the 
medical  schools’  perspective,  failure  to  do  so  may 
indirectly  result  in  loss  of  their  independence.  Of  the  12 
presently  operating  medical  schools,  four  are  state 
institutions  and  eight  are  private.  Too  much  change  in 
this  ratio,  in  Dr.  Way’s  view,  would  be  undesirable. 

Dr.  David  Greer  acknowledged  the  need  for  a more 
comprehensive  plan  for  development  of  faculty  and 
programs  by  Brown  University’s  medical  school.  There 
have  been  no  faculty  searches  by  the  program  since 
July  1,  1980  and  Dr.  Greer  expressed  the  hope  that 
before  additional  expansion  the  university’s  total 
commitment  to  community  involvement  will  be 
reviewed.  The  uniqueness  of  the  Rhode  Island 
situation.  Dr.  Greer  pointed  out,  is  in  the  fact  that  there 
are  no  health  facilities  constructed  in  the  state 
specifically  for  medical  education,  and  35  per  cent  of 
physicians  licensed  to  practice  medicine  in  the  state 
hold  appointments  at  Brown. 


Seated:  (L-R)  Robert  P.  Mathieu,  Implementation  Director,  Rhode  Island 
Government  Management  Task  Force;  David  R.  Hallmann,  MD;  David  S. 
Greer,  MD;  George  T.C.  Way,  MD;  Melvin  D.  Hoffman,  MD.  Standing: 
Peter  L.  Mathieu,  Jr.,  MD. 

“Changes  in  hospitals  must  be  made  with  the 
knowledge  of  practicing  physicians  there,”  was  Dr. 
David  Hallmann’s  theme.  Dr.  Hallmann  was  supported 
by  Dr.  Peter  L.  Mathieu,  Jr.,  who  said  that  failure  to  carry 
out  due  process  with  physicians  in  planning  and 
development  by  hospitals  and  the  university  was 
simply  poor  judgment  on  their  parts.  Dr.  Mathieu  also 
said  that  his  administration  was  100  per  cent  behind 
physicians  presently  protesting  recent  unilateral  policy 
actions  affecting  the  cardiac  surgery  service  at  The 
Miriam  Hospital  in  Providence,  Rhode  Island.  Dr.  Mel- 
vin D.  Hoffman  said  that  “town”  physicians  need  to 
know  where  they  fit  into  the  total  teaching  and  research 
picture,  recognizing  that  this  may  vary  from  hospital  to 
hospital. 

Mr.  Robert  Mathieu  predicted  that  the  1980s  holds 
many  opportunities  for  physician  control  of  directions 
in  the  delivery  of  health  care.  It  is  very  important  now  to 
be  “unified  and  organized”,  said  Mr.  Mathieu. 


Meet 

Rhode  Island 
Legislators 

Rocco  A.  Quattrocchi 
Matthew  J.  Smith 


Matthew  J.  Smith,  Speaker  of  the  House,  grew  up  in 
politics  in  the  “terrible  10th”  ward  in  South  Providence. 
He  considers  his  political  background  and  orientation 
“grass  roots”  and  he  uses  his  experiences  as  practical 
illustrations  in  his  classes  at  Providence  College, 
where  he  is  Associate  Professor,  Department  of 
History.  Smith  is  a son  of  Irish  immigrants.  Starting  out 
in  this  country  his  mother  worked  as  a domestic  in  a 
wealthy  home  on  the  East  Side.  One  of  his  father’s  first 
jobs  was  mowing  lawns  in  Roger  Williams  Park.  The 
wide  range  of  medical  and  health  related  matters  which 
have  been  of  concern  to  Smith  include  in-home 
services  for  the  handicapped  and  measures  for  control 
and  help  of  victims  of  alcoholism  disease.  The  speaker 
has  three  sons  aged  17, 15,  and  13,  and  a daughter  aged 
9. 


Rocco  A.  Quattrocchi,  Senate  Majority  Leader,  is  a 
self-styled  “family  man”  with  three  children,  and  two 
grandchildren  (pictured  above)  born  last  June  within 
four  days  of  each  other.  In  a brief  interview  the  Senator 
commented  on  the  present  hospital  bed  shortage,  the 
subject  of  a recent  special  hearing.  (See  page  122).  The 
Senator  is  concerned  that  the  shortage  of  nursing 
home  space  is  one  of  the  factors  affecting  the  hospital 
bed  shortage.  A few  new  nursing  homes  are  expected 
to  be  built  in  the  near  future.  These  were  approved 
before  the  moratorium  on  nursing  home  development. 
The  Senator  is  concerned  that  they  have  not  been  built 
already.  Any  solution  to  the  overall  problem,  he  feels, 
must  tie  in  with  Department  of  Health  strategies,  but 
he  has  also  committed  himself  to  look  into  the  prob- 
lem independently. 
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Administrative  Reports  . . . Meetings  with  Officers  and  Staff 


Wednesday,  January  7,  1981  . reviewed 

application  by  Self-Help,  Inc.,  East  Providence,  Rhode 
Island  to  the  federal  government  for  a health 
manpower  shortage  designation  of  East  Providence, 
Barrington,  Bristol,  and  Warren  . . . discussed  statis- 
tical inconsistencies  between  the  Rhode  Island  State 
Health  Plan  and  the  proposed  criteria  for  Appropriate- 
ness Reviews  of  health  services  . . . received  a request 
for  nominations  to  the  Voluntary  Committee  of  Health 
Providers  . . . Howard  E.  Lawton  reported  on  the 
Society’s  new  answering  service,  and  on  his  work 
efforts  of  the  preceding  week  . . . Karen  Challberg 
reported  on  a RIMS  sponsored  program,  “Medical 
Aspects  of  Running”,  to  be  held  in  April,  and  on  her 
work  efforts  of  the  preceding  week. 

Wednesday,  January  14,  1981  . guests  of 

the  meeting  were  Mr.  Donald  C.  Williams,  Supervising 
Health  Planner,  Rhode  Island  Department  of  Health, 
and  William  J.  Waters,  PhD,  Assistant  Director,  Rhode 
Island  Department  of  Health  . . . discussed  the  results 
of  the  physician  survey  which  was  carried  out  by  the 
Department  of  Health  with  the  cooperation  of  the 
Rhode  Island  Medical  Society  . . . proposals  were 
made  as  to  the  best  and  quickest  method  for  making 
survey  information  ready  for  RIMS  use  . . . appointed  a 
subcommittee  to  decide  which  items  from  the  survey 
are  needed  by  RIMS  . . . discussed  presently  pending 
applications  for  health  manpower  shortage  designa- 
tions. 


Wednesday,  January  21,  1981  . . reviewed 

applications  to  federal  government  for  funding  of 
Rhode  Island  Department  of  Health  Maternal  and  Child 
Health  Program  and  Crippled  Children’s  Program,  on 
which  RIMS  comment  is  requested  . . . discussed 
efforts  to  improve  the  status  of  cardiac  surgery  at  The 
Miriam  Hospital,  Providence,  Rhode  Island  ...  Dr. 
Peter  L.  Mathieu,  Jr.  'r  reported  on  efforts  to 
stimulate  RIMPAC  activity  in  cooperation  with  the 
AMA  ...  Dr.  Paul  B.  Metcalf,  Jr.  r reported  on  a 
meeting  of  the  Management  Committee  held  on 
January  17,  1981  . . . heard  reports  by  staff  members 
Karen  Challberg  and  Howard  E.  Lawton  on  work  efforts 
of  the  preceding  week. 

Wednesday,  January  28,  1981  guest  of  the 

meeting  was  Dr.  William  Q.  Stumer,  Rhode  Island’s 
chief  medical  examiner,  who  discussed  his  depart- 
ment’s activities  and  the  importance  from  a 
professional  point  of  view  of  maintaining  its  autonomy 
. . . reviewed  application  to  federal  government  for 
funding  of  Mental  Health  Services  of  Cranston, 
Johnston,  and  Northwestern  Rhode  Island,  Inc.,  on 
which  RIMS  comment  is  requested  . . . reviewed  pro- 
posed amendments  to  Rhode  Island  rules  and  regula- 
tions on  determination-of-need  procedures  . . . heard 
reports  by  staff  on  work  efforts  of  the  preceding  week. 
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March 

4 "Recognition  and  Management  of  the 
Thyroid  Problems  Most  Frequently  Oc- 
curring in  Rhode  Island  Medical  and 
Surgical  Practice",  special  RIMS  — 
CME  program  with  speaker,  Milton  W. 
Hamolsky,  MD;  RIMS  Auditorium;  7:00- 
9:00  pm 

17  Rl  Chapter,  American  Academy  of 
Pediatrics;  regular  meeting;  RIMS 
Building;  7:00  pm 

18  RIMS  House  of  Delegates;  regular 
meeting;  RIMS  Auditorium;  2:00  pm; 
followed  by  annual  meeting  of  Blue 
Cross  Blue  Shield  corporation. 

18  Occupational  Health  Committee  meet- 
ing; with  speaker,  Mr.  Robert  Jones, 
Environmental  Health  Specialist, 
Rhode  Island  Lung  Association;  topics 
to  include:  air  contamination  and 
hazards  in  Rhode  Island  industry  — 
what  your  patients  may  be  exposed  to 
in  their  employment  environment;  7:30 
pm 

20  Kent  County  Medical  Society  and 
Auxiliary;  dinner  and  auction;  Quonset 
Point  Officers  Club,  North  Kingstown, 
Rl;  6:30  pm 

25  Symposium  on  Pediatric  Accident  Pre- 
vention: George  Auditorium,  Rhode 


Island  Hospital,  Providence,  Rl;  8:30 
am  - 5:00  pm 

28  Roger  Williams  General  Hospital  Medi- 
cal Ball;  Rhode  Island  Country  Club, 
Barrington,  Rl 

23  RIMS  liaison  meeting  with  Dr.  Nat 
Caliendo,  Director  of  Corporate  and 
Foundation  Relations;  and  Dean  Louis 
Luzzi,  Dean  and  Provost,  College  of 
Pharmacy,  University  of  Rhode  Island; 
RIMS  Library;  7:30  pm. 

April 

1 "Health  Management  of  the  Aged  for 
the  Practitioner”,  special  RIMS  — 
CME  program  with  speaker,  David  S. 
Greer,  MD;  RIMS  Auditorium;  7:00-9:00 
pm 

3- 5  Occupational  Disease  and  Environ- 

mental Pathology  in  the  80s;  spon- 
sored by  Brown  University  and  the 
Pathology  Department,  The  Miriam 
Hospital;  Barus-Holley  166,  Brown  Uni- 
versity 

4- 9  Spring  session  of  the  American 

Academy  of  Pediatrics;  Washington, 
DC 

10  New  England  Surgical  Society  meet- 
ing; Rhode  Island  Hospital,  Provi- 
dence, Rl 


13  Rhode  Island  Medical  Society  Council; 
regular  meeting;  Davenport  Room, 
RIMS  Building;  6:00  pm 

16  Providence  Surgical  Society;  regular 
meeting 

17  “Central  Airway  Obstruction:  Recogni- 

tion and  Management”,  sponsored  by 
the  Rl  Thoracic  Society  and  Rl  Lung 
Association:  George  Auditorium, 

Rhode  Island  Hospital,  Providence,  Rl; 
1:00-4:00  pm 

22  Rl  Chapter,  American  Academy  of 
Pediatrics;  regular  meeting 

ay 

6 “Early  Recognition  of  Skin  Manifesta- 
tions of  Cancer,  VD,  and  Other 
Systemic  Diseases”,  special  RIMS- 
CME  program  with  speaker,  Charles 
McDonald,  MD;  RIMS  Auditorium;  7:00- 
9:00  pm 

8-9  Rhode  Island  Medical  Society  spon- 
sored conference  on  the  Impaired  Phy- 
sician 

20  Roger  Williams  General  Hospital 
“Whitmarsh  Oration” 

27  Rhode  Island  Medical  Society  Annual 
Meeting;  Biltmore  Plaza,  Providence, 
Rl 
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Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 
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tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 
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Serum  K*  and  BUN  should  be  checked  periodically  (see  Warmngs). 


Beiore  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  vi/arrant 


Contraindications;  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities. 
It  is  more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency.  Period- 
ically. serum  K+  levels  should  be  determined.  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K-f-  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  laundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren IS  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  ailergy  or 
bronchiai  asthma.  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids)  Periodic 
BUN  and  serum  creatinine  determinations  shouid  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency. 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease.  If  spironolactone  is  used  concomitantly, 
determine  serum  K-t-  frequently:  both  can  cause  K-i- 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  Cm 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  re- 
actions. Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene IS  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine  Hypo- 
kalemia, although  uncommon,  has  been  reported. 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined.  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  FBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides,  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function. 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components. 

Supplied;  Bottles  of  1000  capsules:  Single  Unit 
Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles 
of  100. 
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PRESIDENT’S  CORNER 


Unfinished  Business  — Congress  and  the 
General  Assembly. 

Are  Other  Doctors  Smarter  Than  You?  Part  I 


Medical  malpractice  panels  have  failed  in  Rhode 
Island.  Mental  illness  has  become  a legal  diagnosis. 
Doctors  who  seek  to  administer  antipsychotic  drugs 
to  a mental  patient  against  his  will  may  do  so  only  in 
an  emergency  or  after  court  approval,  says  the 
United  States  Court  of  Appeals  for  the  first  circuit. 
The  cover  of  the  January-February  1981  issue  of 
“Federation  of  American  Hospitals  in  View”  carries 
the  titles  of  seven  articles  that  caught  my  eye: 
Election  May  Bring  Changes  In  Health  Financing 
System;  Nursing  Policy  Set;  HMO  Planning 
Changes  Asked;  Potpourri  of  Health  Politics, 
People,  Places,  Events;  State  Legislatures  Facing 
Health  Budget  Crunch;  States  Likely  to  Try  to 
Increase  Health  Regulations;  A Look  at  delegation 
of  Review  in  PSRO  Structure.  There  is  no  disposi- 
tion here  to  quarrel  with  the  reality  of  these  prob- 
lems, but,  with  medicine  having  been  around  so 
long,  why  are  so  many  people  suddenly  trying  to 
knock  the  doctor  down? 

Gene  Tunney,  an  exceptional  fighter  who  was 
always  put  down  as  a snob  who  read  Shakespeare, 
was  off  his  feet  only  once  and,  when  he  went 
down,  it  made  history.  Tunney  was  asked  what  he 
would  do  if  knocked  down  in  his  fight  with 
Dempsey,  later  offered  three  alternatives:  (1)  get 

up;  (2)  punch  and  try  to  catch  Dempsey  coming  in, 
because  often,  when  his  opponent  goes  down,  a 
fighter  becomes  careless;  and  (3)  get  up  and  run. 

Recently  I attended  the  1981  National  State 
Health  Legislation  Conference.  1 listened  and 
talked  with  authorities  such  as  Harry  N.  Peterson, 
JD,  Director  of  the  Division  of  Legislative  Activities, 
AMA;  Honorable  Robert  Dole,  Chairman  Senate 
Finance  Committee,  United  States  Senate; 
Honorable  Richard  S.  Hodes,  MD,  President, 
National  Conference  of  State  Legislatures;  Harold 
Cohen,  Executive  Director,  Maryland  Rate  Setting 
Commission;  Frank  Finkenburg,  Buck  Consultants 
New  York;  Michael  Pollard,  Health  Policy 
Coordinator,  FTC;  and  a host  of  other  dis- 
tinguished persons  crystal-balling  their  thoughts 
in  an  exchange  of  information  and  ideas  on  im- 
portant health  care  issues  facing  state  legislatures.  I 
shall  review  some  of  my  notes  with  you. 


Peter  L.  Mathieu,  Jr.,  MD 


Certainly,  no  issue  bears  greater  significance  to 
the  health  care  delivery  system  and  to  the 
individuals  within  it  than  striking  a balance 
between  free  and  open  competition  and  restrictive 
government  regulation  in  the  delivery  of  health 
care.  I heard  a story  the  other  day  about  a doctor 
who  brought  home  his  work  and  labored  all  evening 
on  a stack  of  papers,  only  finally  to  overhear  his 
eight  year  old  child  asking  his  mother  what  his  dad 
was  doing  every  night.  His  mother  said,  “Well,  I 
guess  he  can’t  get  all  the  work  done  that  he  wants  to 
at  the  office,  so  he  has  to  work  at  home.”  The  child 
said,  “Well,  if  Dad  can’t  get  all  his  work  done  at  the 
office,  why  don’t  they  put  him  in  a slower  group?”  I 
often  feel  as  if  I should  be  put  in  a slower  group. 

No  one  is  about  to  dissolve  the  entire  regulatory 
bureaucracy  in  order  to  give  competition  a try,  but  I 
get  the  familiar  message  that  people  are  fed  up  with 
regulation  by  government.  The  deregulation  mood 
is  sweeping  the  Congress  and  has  already  touched 
the  airlines,  the  oil  industry,  and  trucking.  Sooner 
or  later  health  care  will  come  by  the  same  deregula- 
tion, as  evidenced  by  a half-dozen  congressional 
bills  of  last  year  that  were  called  “pro-competition.” 
Competition  can  really  materialize  through  offering 
a variety  of  delivery  systems,  (the  HMO  versus  a 
conventional  fee  for  service  systems,  versus  an  IPA, 
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and  others)  , or  competition  can  be  effected  among 
the  various  systems.  Three  provisions  typify  the  pro- 
competition bills.  An  employee  will  not  be 
permitted  to  consider  the  employer's  contribution  to 
a health  plan  tax-free,  unless  the  employer  offers 
three  or  more  health  plans,  each  from  a different 
insurance  carrier.  This  is  the  multiple  choice  provi- 
sion. An  employer  may  not  strike  a deal  with  an  in- 
surance salesman  and  impose  that  deal  on  all 
employees.  Individual  employees  must  be  given  the 
chance  to  choose  for  themselves.  Competing 
delivery  systems  offer  more  promising  approaches, 
but  alternative  delivery  systems  (which  we  use  as  a 
generic  term  for  HMO  and  IPA),  resist  definition 
and  in  fact  have  their  share  of  opposition. 

Insurers  always  look  for  the  lowest  risk 
population:  the  young,  the  healthy,  in  short,  the 
lower  utilizers  of  health  care.  They  are  desperately 
afraid  of  getting  more  than  their  share  of  sick  parti - 
cijtants.  However,  if  one  company  can  insure  an 
entire  employment  group  or  be  accountable  con- 
ventionally for  75  percent  of  an  employment  group, 
the  insurer  can  then  count  on  having  a valid  cross- 
section  and  can  offer  a general  group  rate. 

Other  key  health  incentive  provisions  are  a re- 
quirement that  the  employer  contribute  equally  to 
whatever  plan  the  employee  selects  and  a limitation 
on  the  tax  deductibility  of  the  employer  contribu- 
tion. The  latter  does  not  limit  how  much  the  em- 
ployer can  contribute,  but  rather  how  much  of  that 
contribution  may  be  considered  a tax-free  fringe 
benefit  by  the  IRS. 

It  has  been  maintained  that  the  best  way,  perhaps 
the  only  way,  to  hold  health  care  costs  down,  is  to 
hold  down  utilization,  that  is,  to  ration  health  care. 
Can  the  utilization  of  health  care  services  be  limited 
by  making  people  pay  more  out  of  pocket?  This  is 
what  happens  with  low-cost  plans,  which  results  in  a 
high  cost  to  the  patient.  High  deductibles  and  high 
payments  force  the  patient  to  dig  deeply  into  his 
pocket.  While  this  has  some  merit,  it  nevertheless 
has  the  less  desirable  result  of  forcing  a layman- 
patient  to  make  a medical  decision.  When  he  is  sick 
or  in  pain,  he  is  confronted  by  the  choice  of 
accepting  the  cost  of  seeing  his  doctor,  or  of  staying 
home  and  riding  out  his  illness.  Furthermore, 
money  out  of  pocket  for  health  care  tends  to  favor 
good  care  for  the  wealthy  and  less  than  optimal  care 
for  the  poor. 

What  does  the  future  hold?  Will  there  be  legisla- 
tion soon?  I doubt  that  there  will  be  early  changes, 
bugs  still  have  to  be  worked  out.  Congress  has  yet  to 
convince  many  people  that  competition  will  effec- 
tively control  health  care  costs.  Legislatures  will 


have  to  judge  how  new  initiatives  will  interact  with 
the  regulations  already  in  effect  with  the  planning 
act,  the  PSROs,  the  HMO  Act,  and  so  on. 

The  present  director  of  the  office  of  medical 
affairs  of  the  State  of  Michigan  has  said  that  the 
most  important  relationship  in  medicine  is  collec- 
tive bargaining.  Do  anything  you  want  to  physicians 
and  patients,  as  long  as  you  don’t  simultaneously 
interfere  with  collective  bargaining.  This  concept 
applies  both  at  the  state  and  national  levels.  One 
must  also  bear  in  mind  that  there  are  200  years  of 
social  legislation  in  the  United  States,  most  of  which 
was  originally  designed  to  protect  the  people  from 
the  evil  of  unregulated  competition.  That’s  the 
whole  basis  of  the  social  security  system  and  the 
main  thrust  behind  the  establishment  of  labor 
unions.  It  is,  therefore,  unclear  to  me  why,  if 
competition  is  so  desirable,  we  won’t  see  more 
legislation  to  protect  consumers  through  a highly 
competitive  system. 

Michael  Pollard  (FTC  coordinator)  believes  that 
people  are  ready  for  a change.  He  questions  the 
ability  of  the  men  in  control  to  guide  or  influence 
the  practices  of  thousands  of  physicians  in  the 
country.  While  the  AMA  has  been  opposed  his- 
torically to  government  programs  which  lessen  the 
sanctity  of  the  physician-patient  relationship, 
programs  such  as  Medicare,  Medicaid,  and  PSRO 
nevertheless  are  accepted  by  physicians.  Pollard 
asks  why?  He  believes  quite  simply  that  organized 
medicine  lacks  sufficient  cohesion  to  know  when  to 
jump  on  the  band  wagon  and  when  to  jump  off. 
Some  physicians  may  find  it  difficult  to  continue 
their  current  mode  of  practice.  Most  physicians 
would  have  to  change  their  practices  a little  bit  in 
order  to  maintain  a competitive  edge.  He  believes 
good  doctors,  those  who  are  both  technically  profi- 
cient and  have  a very  good  relationship  with 
patients,  would  not  have  to  worry  about  anything. 
Word  of  their  competence  would  get  around.  He 
thinks  it  highly  unlikely  that  most  physicians  would 
suffer  financially  in  a more  competitive  market.  It  is 
his  opinion  that  this  will  continue  throughout  the 
decade,  despite  the  predictions  of  the  Graduate 
Medical  Education  National  Advisory  Committee 
(GMENAC)  Report  that  we  are  going  to  have  a 
physician  flood  by  1990. 

The  attractiveness  of  the  competitive  alternative 
is  not  apparent  to  many  physicians.  It  is  said  that 
medicine  is  a trade  or  business,  rather  than  a pro- 
fession. Medicine,  dentistry  and  law  are  professions. 
The  years  of  education  and  training  required  to 
obtain  professional  knowledge  and  skills  must  be 
distinguished  from  those  used  for  a commercial 
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pursuit.  Incvitablv  coninicrcial  matters  find  a j)lace 
in  standard  professional  practice.  AMA  Executive 
\'ice  President,  |ames  Sammons,  has  summarized 
tlie  challenge  when  he  said  recently:  there  lies 
ahead  of  us,  a period  of  opportunity.  In  the  past 
we've  had  to  join  forces  to  restrain  undesirahle 
actions.  We've  gone  to  the  Capitol  to  stop  this  and 
side  track  that,  d'he  AMS,  the  State,  and  the  Spe- 
cialty Societies  must  develop  a long-term  strategy  in 
health  care  matters.  We  must  begin  by  placing  the 
choice  between  competition  and  regrdation  in 
proper  perspective.  Regulation  in  the  health  care 
industry  is  jrervasive,  and  will  not  go  away  with  a 
magic  wand  or  with  the  arrival  of  a new  committee 
chairman  in  the  General  Assembly. 

Pollard  believes  that  one  of  the  greatest  short- 
comings of  the  current  system  is  its  inflexibility  to 
change.  Diversity  iti  financing  an  organization  of 
health  care  has,  in  fact,  often  been  discouraged 
rather  than  encouraged.  'Ehe  rapid  technological 
changes  in  diagnosis  and  therapeutics  in  the  past  5 
or  6 years  have  not  been  matched  by  corresponding 
progress  in  the  techniques  of  medically  related 
business  and  finance.  For  many  physicians  the 
business  aspects  of  their  practices  are  twenty  years 
behind  the  times.  In  a competitive  health  care 
market,  one  would  see  economic  incentives  that 
would  encourage  practitioners  to  devise  more  effi- 
cient techniques  for  their  offices.  Thus  greater  inno- 
vation and  less  tight  marching  in  step  to  a 
regulatory  drummer  would  he  encouraged. 

W'ith  the  elimination  of  Certificate  of  Need 
(CON)  and  adoption  of  effective  physician  leader- 
ship, I believe  the  quality  of  services  would  he 
enhanced  rather  than  diminished  by  the  increased 
competition.  Competition  would  strengthen  the 
credentialing  role  of  professional  organizations. 
More  informed  buyers  will  demand  information  on 
physicians,  which  has  not  previously  been  routinely 
available  to  the  public.  Obviously,  the  state  socie- 
ties, the  specialty  societies,  and  AMA  should  play  a 
leading  role  in  assisting  doctors  to  inform  the  public 
of  this  awesome  responsibility.  Furthermore,  com- 
petition will  tend  to  enhance  rather  than  detract 
from  quality,  because  large  buyers  of  health  insur- 
ance (employers,  labor  unions,  and  governments) 
are  not  about  to  accept  shoddy  programs. 
Employers  w'ill  bring  some  sophistication  to  their 
review  of  employee  health  plans,  because  they  have 
a big  stake  in  preserving  satisfaction  among  their 
employees.  Actuallv.  insurers  have  heretofore  been 
merelv  passive  paymasters  in  transferring  to  pro- 
viders money  paid  by  the  employer,  hut  obtained  as 
a fringe  benefit  by  the  employee.  This  process  now 


re(pnres  closer  scrutiny  and  more  effective  monitor- 
ing. 

In  medicine,  the  professional  societies  must  con- 
tinue to  play  a key  role  in  assuring  that  certain  com- 
mercial practices  don't  get  out  of  hand.  In  the  FFC 
case  against  the  AMA,  in  which  it  challenged 
ethical  restraints  on  advertising  and  solicitation,  the 
commission's  final  order  specifically  recognized  the 
valuable  and  uni(]ue  role  of  the  AMA  in  adopting 
reasonable  ethical  guidelines  concerning  advertis- 
ing by  jdiysicians.  Fhis  is  a very  important  role  for 
organized  medicine. 

Many  physicians  have  expressed  concern  that  the 
application  of  antitrust  principles  to  the  activities  of 
the  profession  will  destroy  organized  medicine  as  we 
know  it. 

According  to  Pollard,  it  boils  down  to  the  fear  of 
the  unknown  and  concern  about  changing  the 
status  quo.  He  believes  that  antitrust  enforcement  is 
an  effective,  and  perhaps  the  least  intrusive  method 
for  assuring  fair  competition.  While  the  laws  are 
flexible  and  fairly  administered  by  the  federal 
courts,  yet  they  are  unfamiliar  to  physicians.  This 
factor  and  the  involvement  of  lawyers  in  an  adver- 
sary situation  provokes  fear.  Unfortunately,  a few 
people  have  played  on  these  very  fears  and  conjure 
up  an  image  of  antitrust  enforcement  as  the  next 
wave  of  federal  regulation.  Government,  however, 
does  not  want  to  take  over  the  regulation  of  medical 
practice  by  dictating  fees  and  the  qualifications  for 
practice.  Pollard  suggests  that  antitrust  principles 
are  derived  from  very  basic  assumptions  about  our 
economy,  the  first  being  that  competition  will 
promote  efficiency  and  innovation.  Rivalry  among 
competing  firms  involves  individuals  attempting  to 
lower  costs  and  maintain  high  quality.  A second  is 
that  the  competitive  market  is  stable.  Another  is 
that  antitrust  encourages  competition  and  diversity 
by  decentralizing  power.  These  assumptions  are 
based  on  social  values,  individual  values,  the 
dangers  of  big  government  and  big  business,  and 
individual  decision  to  follow  a chosen  line  of  en- 
deavor, Considering  these  assumptions  and  values 
as  the  bedrock  on  which  antitrust  laws  had  been 
established  and  developed,  does  it  ring  true  that 
antitrust  enforcement  will  result  in  more 
regulation? 

Importantly,  physicians  must  keep  in  mind  that 
they  have  some  very  basic  choices  ahead,  and  that 
the  one  between  regulation  and  competition  can  be 
a trade-off  between  short-run  and  long-run  goals. 
In  the  short  run,  the  regulatory  strategies  will  prove 
as  ineffective  in  controlling  costs  as  they  have  in  the 
past.  In  today’s  economy,  if  you  can’t  control  health 
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care  cost,  you’ll  find  pretty  quickly  I believe,  that 
you’ll  have  the  rug  pulled  from  under  you  by  the 
state  and  federal  government.  On  the  other  hand, 
competitive  strategy  may  be  unnerving  for  physi- 
cians and  may  be  somewhat  disruptive  in  the  short 
run.  However,  the  long-term  consequences  may 
contain  costs,  allowing  greater  flexibility  for  the 
medical  profession  than  any  of  the  regulatory 
schemes. 

Betty  Jane  Anderson,  JD,  Counsel  for  the  AMA, 
spoke  for  physicians  concerning  the  debate  on 
competition  versus  regulation  when  she  asked  what 
kind  of  time  frames  are  involved?  Physicians  are 
reluctant  to  compete  on  the  basis  of  price,  because 
they  have  always  competed  on  the  basis  of 
reputation,  attracting  referrals,  and  publications  in 
journals.  Physicians  believe  in  more  significant 
types  of  competition  than  price,  and  are  willing  to 
support  alternative  delivery  systems  with  aggressive 
competition  between  medical  service  plans, 
insurance  carriers,  HMOs  and  IPAs.  Anderson 
believes  that  physicians  can  visualize  (as  beneficial) 
the  presence  of  more  competitive  forces  in  the 
marketplace.  Physicians  would  clearly  like  the 
federal  government  to  deliver  the  mail,  defend  their 
shores,  send  them  lots  of  money,  and  otherwise 
leave  them  alone.  Physicians  feel  they  may  need 
some  structural  changes,  and  I believe  that  these 
structural  changes  will  have  to  come  from  actions 
on  the  part  of  the  federal  government  through  some 
degree  of  federal  legislation  particularly  tax  code 
changes.  The  market  should  be  allowed  to  take  care 
of  the  day-to-day  decision  making  that  goes  on  in 
any  industry  and  involves  neither  the  federal  nor 
state  government.  I believe  that  the  best  govern- 
ment is  a government  which  governs  least.  We  must 
provide  tools  to  the  public  for  monitoring  and 
intervening  in  instances  of  market  failure,  when 
people  abuse  the  freedom  that  competition  allows 
competitors. 

The  Certificate  of  Need  is  a constant  issue. 
Mountains  of  data  show  how  much  projects  were 


reduced.  So  long  as  hospitals  are  reimbursed  on  the 
basis  of  reasonable  costs,  an  institution  faces  little 
financial  risk  if  it  can  justify  the  need  for  the  service. 
One  impact  of  the  Certificate  of  Need,  not  easily 
measurable,  is  the  cost  and  the  discipline  enforced 
by  CON,  even  before  applying  for  a Certificate  of 
Need.  Many  projects  are  simply  discarded.  The 
Certificate  of  Need  process  costs  more  to  implement 
than  the  dollars  it  saves.  It  must  be  abolished.  In- 
centive to  discipline  is  lost  in  the  present  CON 
system. 

Pollard  made  the  point  that  the  antitrust  laws 
apply  to  everyone  in  the  country.  In  some  limited 
situations  there  have  been  exemptions,  such  as  farm 
cooperatives  and  labor  unions.  Medicine  has  never 
been  granted  an  exemption  under  the  antitrust  law 
pertaining  to  fixed  prices. 

There  was  an  accusation  by  the  justice 
department  that  anesthesiologists  were  engaged  in 
price  fixing,  but  the  court  found  in  their  favor. 
Most  people  have  been  under  the  impression  that 
the  FTC’s  b asic  assumption  was  that  the  individual 
physician  could  negotiate  with  Blue  Shield  for  reim- 
bursement for  his  charges.  If  two  physicians  should 
happen  to  meet,  however,  and  discuss  what  they  felt 
would  be  the  appropriate  charge  for  a procedure, 
the  FTC  would  then  at  least  take  the  matter  under 
advisement.  Pollard  maintained  that  if  Blue  Shield 
has  a 60  to  70  per  cent  share  of  the  market,  physi- 
cians can  then  combine  and  negotiate  with  an  eye 
on  that  same  market.  The  point  is  that  the  antitrust 
law's  apply  to  buyers  who  have  monopoly  buying 
power.  If,  in  fact,  such  a monopoly  operates  with  a 
group  controlling  an  entire  state,  a different  situa- 
tion exists.  Flexibility  and  economic  analysis  must 
be  studied.  Do  Blue  Cross  and  Blue  Shield 
constitute  a monopoly?  Interestingly,  the  FTC  now 
has  this  point  under  its  microscope. 

(To  be  continued)  ■ 
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The  Future  of  Second  Opinions 

The  value  of  second  opinions  in  elective  surgery  re- 
mains a controversial  issue.  An  experiment  in  man- 
dated second  opinions  conducted  by  a labor  union 
in  New  York  City  a few  years  back  appeared  to 
reduce  the  volume  of  “unnecessary”  elective  sur- 
gery. This  indicated  to  some  medical  planning  stra- 
tegists that  there  was  great  abuse  abroad  and  that  a 
second  opinion  by  an  unbiased  consultant  should  be 
required  in  all  cases. 

Now  that  time  has  elapsed,  the  problem  appears 
to  be  not  all  that  simple.  Studies  of  the  original  New 
York  experiment  soon  disclosed  that  the  results 
obtained  did  not  necessarily  justify  the  statistical 
conclusions  drawn,  that  this  special  experience  did 
not  necessarily  apply  generally,  and  that  in  any  case 
it  was  insufficient  evidence  upon  which  to  build  a 
new  philosophy  of  medical  practice.  The  desir- 
ability of  patients  having  a second  opinion  before 
certain  kinds  of  elective  (or  urgent)  surgery  is 
perhaps  a supportable  concept.  That  third  party 
reimbursement  agencies  should  be  willing  to  pay  for 
the  services  of  a consultant  (or  a second  consultant 
in  cases  of  disagreement)  is  not  unreasonable.  That 
the  policy  should  be  mandated,  however,  is  totally 
unacceptable.  That  the  practice  will  necessarily 
reveal  a significant  amount  of  “unnecessary”  sur- 
gery, however,  is  increasingly  unlikely.  That  it  will 
result  in  cost  savings  is  at  the  least  debatable.  The 
public  has  not  shown  great  enthusiasm  for  the  pro- 
gram. Several  commercial  insurance  companies 
found  that  a second  opinion  was  requested  in  less 
than  one  per  cent  of  eligible  cases.  The  Prudential 
Insurance  Company  experienced  a 5 or  6 per  cent 
request  rate,  but  admits  that  the  estimate  is  not  too 
reliable. 

Two  recent  studies  have  succeeded  in  further 
muddying  the  waters.  The  first,  conducted  by  Blue 
Cross  and  Blue  Shield  of  Greater  New  York,  is  the 
nation’s  largest  such  program.  In  December  of  1980 
it  reported  on  the  first  1500  second  opinions 
rendered  since  it  initiated  the  program  in  1976.  It 
appeared  that  a relatively  small  number  of  surgical 
procedures  had  been  avoided.  In  many  cases  second 


opinions  made  patients  more  likely  to  have  surgery, 
because  the  first  opinions  were  reinforced.  In 
general  the  process  had  the  effect  of  reducing  the 
amount  of  marginal  surgery  while  increasing  the 
amount  of  needed  surgery.  Of  those  who  received 
second  opinions,  about  70  per  cent  received 
immediate  confirming  opinions,  while  in  some  15 
per  cent  surgery  was  recommended  after  further 
diagnostic  tests  were  clone. 

Interestingly,  75  per  cent  of  those  subscribers  who 
received  confirming  second  opinions  had  still  not 
undergone  surgery  two  to  four  years  later.  It  raises 
interesting  questions  concerning  the  impact  of  this 
factor  on  the  statistical  evaluation  of  reputed  sav- 
ings from  the  program.  A spokesman  for  the  New 
York  Plan  stated:  “Where  we  and  others  reported 
cost  savings  we  looked  only  at  the  nonconfirmation 
figures.  We  saw  that  about  30  per  cent  of  our  sub- 
scribers who  sought  second  opinions  did  not  have 
the  first  opinions  confirmed.”  It  is  not  clear,  he 
stated,  whether  the  savings  from  deferred  or  can- 
celled surgery  are  fully  offset  by  the  added  costs  of 
surgery  done  because  of  the  encouraging  effects  of 
confirming  second  opinions.  The  New  York  Times 
questioned  whether  these  programs  necessarily 
screened  potential  surplus  surgery  to  any  greater 
extent  than  would  occur  in  the  absence  of  a formal 
second  opinion.  There  is  some  indication,  too,  that 
the  presence  of  a fairly  large  number  of  proprietary 
hospital  beds  in  New  York  City  may  be  a factor  in 
making  New  York  a special  case. 

At  about  the  same  time,  Massachusetts  Medicaid 
reported  that  its  second  opinion  program  was  in- 
deed effective  in  reducing  surgery  rates  by  20  per 
cent  and  resulted  in  savings  of  $1  million  dollars  a 
year.  The  Massachusetts  program  is  mandatory  for 
tonsillectomy,  cholecystectomy,  varicose  vein  opera- 
tions, nasal  repair,  and  knee  cartilage  surgery.  A 
third  opinion  is  required  when  the  first  two  doctors 
disagree.  The  cost  of  the  consultations  is  about 
$300,000  a year. 

The  Wall  Street  Journal  in  commenting  on  all  of 
this  observed  that  we’re  learning  some  very  different 
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things  than  health  planners  have  claimed.  “One  is,” 
it  stated  editorially,  “that  the  interaction  between 
doctor  and  patient  is  a much  more  individualized, 
persnickety,  pull-and-haul  interaction  than  the  pro- 
ponents of  ‘unnecessary  surgery’  would  have  us 
believe  when  they  painted  their  picture  of  the 
passive  patient  and  the  aggressive  knife  jockey.  The 
other  is  that  the  issue  of  elective  surgery,  and  of 
what  constitutes  a ‘necessary’  or  prudent  operation, 


Blue  Shield  Boards 

There  has  long  been  a myth  abroad  that  the  pre- 
sence of  substantial  numbers  of  physicians  on  Blue 
Shield  boards  has  resulted  in  higher  medical  fees. 
Very  few  plans  now  have  physician  majorities,  but 
this  change  of  circumstances  has  not  lessened  pres- 
sure for  further  reductions.  The  Federal  Trade 
Commission  (FTC)  has  been  the  chief  protagonist 
among  government  agencies  applying  pressure  to 
reduce  physician  participation  and  influence  in 
Blue  Shield  governance.  Congressional  involvement 
has  to  do  with  the  administration  of  the  Federal 
Employees  Program  (FEP)  by  the  Blue  Shield  and 
Blue  Cross  plans. 

The  General  Accounting  Office  of  Congress 
(GAO)  recently  released  a report  that,  to  the 
chagrin  of  the  ETC,  stated  clearly  that  the  make-up 
of  Blue  Shield  boards  does  not  appear  to  be  a major 
factor  in  the  level  of  payments  plans  make  to  phy- 
sicians. The  report  lists  several  other  factors,  such  as 
market  penetration  and  percentage  of  participating 
physicians,  that  did  appear  to  lower  reimbursement 
allowances.  The  report  is  titled  “Public  Representa- 
tion on  Boards  and  Blue  Shield  Allowances:  Im- 
portant Relationship  Not  Found”. 

A draft  report,  issued  almost  two  years  ago,  was 
objected  to  by  the  FTC,  because  it  did  not  substan- 
tiate an  earlier  FTC  staff  finding  that  alleged  phy- 
sician control  of  Blue  Shield  plans  resulted  in  higher 
payments  to  physicians.  It  took  exception  both  to 
the  methodology  and  conclusions.  That  report 
stated:  Physician  and  other  health  care  provider 


is  a much  more  complicated  matter  than  the  health 
planners  have  the  objective  criteria  to  decide  for  us. 
On  this  as  on  other  regulatory  matters,  one  clear 
lesson.  It  concludes,  is  that  we  should  “slow  down 
before  acting  on  the  assumption  that  the  private  in- 
stitutions of  this  country  are  giving  the  citizenry 
such  a bad  shake.”  With  this  view  we  heartily  agree. 

Seebert  J.  Goldowsky,  MD 


control  of  Blue  Shield  plans’  boards  was  not  im- 
portant in  explaining  differences  in  the  amounts 
plans  could  pay  to  physicians  in  1976  and  1977.” 

As  a result  of  the  objections,  the  GAO  performed 
additional  analyses  of  its  data  and  essentially  con- 
firmed the  earlier  findings.  In  the  study  64  plans 
were  surveyed.  Five  different  methods  of  measuring 
public  member  representation  on  plan  boards  were 
used.  “Rarely”,  the  report  concluded,  was  the 
degree  of  public  representation  “statistically  signifi- 
cant in  explaining  differences  in  the  amounts”  of 
payment.  A further  analysis  of  45  plans  with  only 
one  geographic  payment  area  confirmed  the  larger 
study.  Seventeen  of  the  64  plans  are  characterized  as 
“publicly  controlled”.  Seventeen  procedures  were 
surveyed  in  the  study. 

In  the  final  GAO  report  the  language  was  more 
cautionary  to  the  effect  that  “GAO  analyses  neither 
conclusively  affirmed  nor  denied  that  public  repre- 
sentation on  Blue  Shield  plans’  boards  of  directors 
was  importantly  associated  with  the  plans’  cost  con- 
tainment effort.”  It  further  stated,  however,  that 
“medical  society  influence”  on  the  selection  of 
board  members  was  not  significantly  related  to 
customary  allowances. 

We  trust  that  the  strong  evidence  from  this  exten- 
sive study  will  keep  the  FTC  from  further  meddling 
in  this  matter. 

Seebert  J.  Goldowsky,  MD  ■ 
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It  Is  Agendum 

To  the  Editor : 

The  first  number  of  Volume  64  of  the  Rhode  Island 
Medical  Journal  contains  your  excellent  and  timely 
editorial  on  “Greek  and  Latin  Neuters  Plurals  ~ A 
Primer.”  I was  delighted  to  read  it. 

With  great  trepidation,  since  the  early  twenties 
seem  centuries  ago,  I raise  the  question  whether 
more  Latin  neuter  singular  nouns  don’t  end  in 
“-um”  rather  than  in  “ ium.” 

The  word  “agenda”  is  indeed  a plural  word, 
regardless  of  Darwinian  natural  selection,  but  I 
think  it  derives  from  the  gerundive  form  of  the 
Latin  verb  “agere”  the  singular  of  which  is  “agen- 
dum” instead  of  “agendium.” 

Frank  A.  Simeone,  MD 


To  the  Editor : 

My  knowledge  of  Greek  and  Latin  is  so  limited  that 
I don’t  understand  Dr.  Goldowsky’s  lesson  on  the 
singular  form  of  agenda  (agendium)  (sic) . I would 


appreciate  further  instruction.  However,  as  he  said, 
purist  forms  may  not  survive,  cf ; 

Phenomena  is,  data  has  long  been  ; 

Now  add  criteria  to  singular  sin. 

If  change  is  good,  or  change  we  must. 

Why  not  reverse  this  lingual  thrust? 

Phenomenons  are,  datums  could  so  well  be ; 
Griterions  pluralize  singularly. 

William  H.  Meroney,  MD 


To  the  Editor : 

I enjoyed  your  “Primer”  in  the  January  issue  of 
the  Journal.  The  singular  of  agenda  is  agendum. 
Thomas  A.  Egan,  MD 


(Editor’s  Note:  We  blush!  We  regret  this  typo.  The 
singular  of  agenda,  of  course,  is  agendum.  The  title 
of  the  editorial  should  have  read,  “Greek  and  Latin 
Neuter  Plurals  - A Primer”.)  ■ 


RIMS-CME  Symposium 

For  Rent 

#4 

Barrington:  147  County  Road. 

“Health  Management  of  the  Aged 

Ideal  location  for  professional,  medical 
andlor  dental  office.  1100  square  feet.  Also 

for  the  Practitioner’’ 

possibility  of  sharing  another  medical  suite  on 
a part-time  basis.  Off-street  parking.  Call  247- 

presented  by 

0130 

DAVID  S.  GREER,  MD 

Call  to  register:  331-3207 

March,  1981  — Vol.  64 


133 


Blackstone 


Easier  for  you,  nicer  for  them. 


• SamC'Day  Surgery  facilities  for  general  surgeons, 
g>'necologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• General  anesthesia 

• Block  hookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  ambula' 
tory  surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory  Surgical  Care 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 


REPORTS  OF  THE  HOUSE  OF  DELEGATES 


Minutes:  Meetings,  Juiy  31,  1980 
and  September  24,  1980 


A special  meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  on 
Thursday,  July  31,  1980  in  the  auditorium  of  the 
Rhode  Island  Medical  Society  building. 

Present  were:  Drs.  Alexander  Arvanitidis, 
Charles  J.  Ashworth,  Michael  S.  Barrett,  Richard 
G.  Bertini,  Robert  S.  Burroughs,  Erminio  Cardi, 
Joseph  E.  Caruolo,  Erances  P.  Conklin,  John  J.  Cun- 
ningham, Robert  L.  Curran,  Prank  G.  DeLuca, 
Frank  Duffy,  Seebert  J.  Goldowsky,  David  Hall- 
mann,  Charles  L.  Hill,  Melvin  D.  Hoffman,  Royal 
C.  Hudson,  Jr.,  Harry  M.  lannotti,  Robert  A. 
Indeglia,  William  S.  Klutz,  Mary  D.  Lekas,  Ken- 
neth Liffmann,  Peter  L.  Mathieu,  Jr.,  William 
McDonald,  Anthony  J.  Merlino,  Paul  B.  Metcalf, 
Jr.,  Daniel  Moore,  Kenneth  B.  Nanian,  John  C. 
Osenkowski,  Richard  W.  Perry,  Barbara  H. 
Roberts,  Mary-Elaine  J.  Rohr,  Robert  H.  Rosen, 
Guy  A.  Settipane,  Rajnikant  K.  Shah,  Louis  V.  Sor- 
rentino,  William  A.  Van  Haaren,  Louis  Vito,  Jr. 
and  Richard  Wong.  Also  present  were:  Howard  E. 
Lawton  and  Karen  Challberg,  staff  members. 

Tbe  purpose  of  this  special  meeting  was  to 
provide  explanation  and  opportunity  for  discussion 
of  the  proposed  merger  of  Blue  Cross  of  Rhode 
Island,  Inc.  and  Blue  Shield  of  Rhode  Island,  Inc. 
into  one  combined  corporation.  Blue  Cross  and 
Blue  Shield  of  Rhode  Island,  Inc. 

William  J.  MacDonald,  MD,  President  of  the 
board  of  Blue  Shield,  explained  a 5-year  plan  at  the 
national  level  by  the  Blues  to  merge  operations  in 


A regular  meeting  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  on  Wednes- 
day, September  24,  1980  in  the  auditorium  of  the 
Rhode  Island  Medical  Society. 

The  meeting  was  called  to  order  by  the  Speaker  of 
the  House,  Dr.  Leonard  S.  Staudinger  at  2:10  pm. 
Members  present  were : 

Officers:  Peter  L.  Mathieu,  Jr.,  MD,  President; 
Paul  B.  Metcalf,  Jr.,  MD,  Vice  President;  Melvin 
D.  Hoffman,  MD,  Secretary;  Erminio  Cardi,  MD, 
Treasurer. 


three  phases  involving : phase  1)  states  with  multi-A 
or  multi-B  contracts;  phase  2)  states  with  multi- 
contractors; phase  3)  contiguous  states  with  small 
volumes.  Stated  advantages  of  mergers  for  the  in- 
dividual operations  involved  would  be  to  better 
attract  government  and  other  contracts  and  to 
provide  for  improved  efficiency  within  operations. 

Lengthy  discussion  followed  on  issues  concerning 
representation  on  boards,  shares  in  total  assets, 
modifications  of  bylaws,  operations  overhead  and 
costs,  and  benefits  of  subcontracts. 

Peter  L.  Mathieu,  Jr.,  MD  presented  a resolution 
to  recommend  establishment  of  a joint  conference 
committee  to  become  an  integral  component  in  the 
executive  structure  of  a possible  combined  corpora- 
tion, for  the  purpose  of  safeguarding  the  interests  of 
physicians  in  the  event  that  such  a merger  takes 
place. 

Action:  A motion  was  approved  to  accept  the 
above  resolution  and  to  authorize  the  Blue  Shield 
Liaison  Committee  utilizing  the  resources  of 
Edwards  & Angell  to  obtain  proposals  regarding  the 
merger  in  writing,  and  to  report  back  to  the  House 
of  Delegates  for  further  consideration  and  action. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Respectfully  submitted, 

Melvin  D.  Hoffman,  MD 
Secretary 


Delegates: 

Kent  County  Medical  Society:  Edward  F. 
Asprinio,  Klaus  F.  Haas,  Richard  W.  Perry,  MDs. 

Newport  County  Medical  Society:  Thomas 
Cahill,  Edwin  Singsen,  MDs. 

Pawtucket  Medical  Association:  Bruno  Boren- 
stein,  Richard  Wong,  MDs. 

Providence  Medical  Association : Michael  S. 
Barrett,  Thomas  G.  Breslin,  Alphonse  R.  Cardi, 
Erminio  Cardi,  Frances  P.  Conklin,  John  J. 
Coughlin,  Herbert  F.  Hager,  Melvin  D.  Hoffman, 
Robert  A.  Indeglia,  William  Klutz,  Mary  D.  Lekas, 
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Betty  B.  Mathieu,  Julius  C.  Migliori,  Daniel  Moore, 
Jr.,  Herbert  Rakatansky,  Guy  A.  Settipane, 
Rajnikant  Shah,  Hugo  Taussig,  Joseph  R.  Tucci, 
Louis  Vito,  Jr. , Raymond  W.  Waggoner,  Jr. , MDs. 

Woonsocket  District  Medical  Society:  Oscar 
Dashef,  MD. 

Specialty  Society  Representatives : Rhode  Island 
Section,  American  College  of  Obstetricians  and 
Gynecologists,  John  J.  Coughlin,  MD  ; Rhode  Island 
Society  of  Allergy,  Guy  A.  Settipane,  MD ; Rhode 
Island  Chapter,  American  College  of  Surgeons, 
PaulJ.  M.  Healey,  MD. 

District  Society  Presidents : Richard  G.  Bertini, 
MD  (Pawtucket),  Daniel  Moore,  Jr.,  MD  (Provi- 
dence, Leonard  S.  Staudinger,  MD  (Woonsocket). 

Members  Ex  Officio:  SeebertJ.  Goldowsky,  MD, 
Editor,  Rhode  Island  Medical  Journal;  Herbert  F. 
Hager,  MD,  Alternate  Delegate  to  the  AMA; 
William  J.  MacDonald,  MD,  Chairman,  Rhode 
Island  Blue  Shield. 

Speaker:  Leonards.  Staudinger,  MD. 

Also  Present:  Karen  Challberg,  Howard  E. 
Lawton,  Staff. 

Members  absent  were : 

Officers:  Charles  E.  Millard,  MD,  President- 
Elect  (excused). 

Delegates: 

Bristol  County  Medical  Society:  John  DeMicco, 
MD. 

Kent  County  Medical  Society:  Peter  Baute,  W.A. 
Van  Haaren,  William  Varr,  MDs. 

Newport  County  Medical  Society:  Charles  P. 
Shoemaker , Jr. , MD  (excused). 

Pawtucket  Medical  Association:  Robert  E. 
Curran,  Benjamin  Healey,  Mohammed  Khan, 
Mary-Elaine  Rohr,  MDs. 

Proiddence  Medical  Association:  Charles  J.  Ash- 
worth, Jr.,  Joseph  P.  Bellino,  Bernard  J.  Berstein 
(excused) , George  N.  Cooper,  Jr.  (excused) , Frank 
G.  DeLuca  (excused),  John  E.  Farley,  Jr. 
(excused),  Harry  M.  lannotti  (excused),  Jerry  M. 
Kheradi,  Joseph  Lombardozzi  (excused),  Richard 
T.  McDermott,  H.  Raymond  McKendall,  Anthony 
F.  Merlino  (excused),  Kenneth  B.  Nanian  (ex- 
cused), Robert  W.  Riemer,  Barbara  H.  Roberts, 
Robert  G.  Rosenberg  (excused),  Louis  V.  Sor- 
rentino  (excused) , MDs. 

Washington  County  Medical  Society:  Robert  E. 
Knisley,  Louis  Morrone,  Douglas  Rayner,  Erwin 
Siegmund,  MDs. 

Woonsocket  District  Medical  Society:  Orazio 
Basile,  E.  James  Monti,  Catello  Scarano,  MDs. 


Specialty  Society  Representatives : 

Rhode  Island  Society  of  Internal  Medicine,  Frank 
P.  Duffy,  MD;  Rhode  Island  Orthopedic  Society, 
A.  Louis  Mariorenzi,  MD ; Rhode  Island  Radio- 
logical Society,  Royal  C.  Hudson,  MD ; Rhode 
Island  Chapter,  American  Academy  of  Pediatrics, 
John  E.  Farley,  Jr.,  MD  (excused)  ; Rhode  Island 
Chapter,  American  Academy  of  Family  Physicians, 
Charles  E.  Millard,  MD  (excused)  ; Rhode  Island 
Society  of  Pathologists,  Inc.,  William  Q^.  Stumer, 
MD;  Rhode  Island  District  Branch,  American 
Psychiatric  Association,  Louis  Hafken,  MD;  Rhode 
Island  Society  of  Anesthesiologists,  Augustine  M. 
McNamee,  MD;  Rhode  Island  Emergency  Room 
Physicians,  Robert  L.  Conrad,  MD ; Rhode  Island 
Dermatological  Society,  Bencel  Schiff,  MD;  Rhode 
Island  Ophthalmological  Society,  S.  V.  Just,  MD; 
Rhode  Island  Otolaryngological  Society,  Steven 
Issenberg,  MD ; Providence  Surgical  Society, 
George  T.  VanPetten,  MD;  Rhode  Island  Chapter, 
American  College  of  Surgeons,  PaulJ.  M.  Healey, 
MD;  Rhode  Island  Society  of  Neurosurgery,  Walter 
Cotter,  MD;  Rhode  Island  Society  of  Nuclear 
Medicine,  Thomas  Hunt,  MD;  Rhode  Island 
Thoracic  Society,  John  A.  Pella,  MD;  Rhode  Island 
Thoracic  and  Cardiovascular  Society,  Jorge 
Benavides,  MD;  Rhode  Island  Neurological 
Society,  Thomas  F.  Morgan,  MD. 

Specialty  Society  Presidents : Alexander  N. 
Arvanitidis,  MD  (Bristol) , James  R.  Hagerty,  MD 
(Kent),  Peter  D.  T.  Clarisse,  MD  (Newport), 
JosephJ.  O’Neill,  MD  (Washington). 

Members  Ex  Officio:  Joseph  E.  Cannon,  MD, 
Director,  Rhode  Island  Department  of  Health; 
John  J.  Cunningham,  MD,  Delegate  to  the  AMA 
(excused) . 

Approval  of  Minutes 

The  Vice  Speaker  noted  that  the  minutes  of  the 
March  26,  1980  meeting  had  been  printed  and 
distributed  by  the  Secretary. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  March  26,  1980  meeting  be 
approved  and  placed  on  record. 

The  Vice  Speaker  asked  that  the  minutes  of  the 
July  31,  1980  special  meeting  be  approved  and 
placed  on  record. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  July  31 , 1980  special  meeting 
be  approved  and  placed  on  record. 

Report  of  the  Secretary 

The  Speaker  noted  that  the  report  of  the 
Secretary  was  contained  in  the  handbook,  and  that 
those  items  of  an  informational  nature  would  not  be 
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discussed  unless  a request  was  made  to  do  so. 

Report  of  the  Treasurer 

Action:  A motion  was  made,  seconded  and  voted 
that  the  Report  of  the  Treasurer,  as  submitted,  he 
approved  and  placed  on  record. 

Recommendation  from  the  Council 

Past  Presidents  on  Council 

Action:  A motion  was  made,  seconded  and  voted 
that  the  bylaws  be  changed  such  that  all  Past  Presi- 
dents of  the  Rhode  Island  Medical  Society  upon 
completion  of  their  five  year  terms  as  voting 
members  of  the  Council  will  continue  to  serve  as 
members  of  the  Council  without  a vote  as  long  as 
they  remain  members  of  the  Rhode  Island  Medical 
Society. 

Report  of  AMA  Delegates 

Dr.  Herbert  F.  Hager,  Alternate  Delegate  to  the 
AMA  House  of  Delegates  reported  briefly  on  the 
highlights  of  the  AMA  House  of  Delegates  Meeting 
in  Chicago,  July  20-24,  1980. 

Committee  Reports 

Prior  to  the  committee  reports,  it  was  noted  that 
RIMPAC  should  not  have  been  included  in  the 
handbook  under  committees,  and  that  the  Science 
Fair  Committee  was  inadvertently  omitted  from  the 
listing. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  written  reports  of  the  following  committees 
be  received  and  placed  on  record:  Blue  Shield 
Liaison;  Cancer;  Child  School  Health/Family  and 
Children  Services;  Educational  and  Scientific 
Board  (CME)  ; Delivery  of  Medical  Care;  Hi  Tech 
- Hi  Touch;  Insurance;  Management;  Medical- 
Legal,  Bylaws,  Constitutional;  Medical  Aspects  of 
Sports;  Nursing;  Public  Laws;  Science  Pair;  and 
Social  Welfare  Committees. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  following  oral  reports  be  noted  and  placed 


on  file:  Impaired  Physicians  Committee,  Perinatal 
Committee  and  RIMPAC. 

New  Business 

1 ) Blue  Shield  Rates 

Action:  A motion  was  made,  seconded  and  voted 
to  request  Blue  Shield  to  furnish  schedules  of 
payments  for  surgical  procedures  (national 
averages  and  schedules  of  states  which  border 
Rhode  Island) . 

Dr.  Paul  B.  Metcalf,  Jr.,  Chairman  of  the  Blue 
Shield  Liaison  Committee,  was  asked  to  implement 
this  motion. 

2)  Health  Insurance 

The  House  discussed  the  Rhode  Island  Medical 
Society  Blue  Cross  Blue  Shield  group  plan,  and 
requested  Dr.  Kenneth  Liffmann,  Chairman  of  the 
Insurance  Committee,  to  provide  costs  of  other 
plans  and  types  of  health  insurance  coverage. 

3 ) Science  Fair  Awa rds 

It  was  suggested  that  the  winners  of  the  Rhode 
Island  Medical  Society  Science  Pair  Awards  be 
invited  to  the  Society’s  Annual  Meeting  in  May, 
1981.  Dr.  Peter  L.  Mathieu,  Jr.,  President,  will 
extend  the  invitations. 

4)  Election  of  AMA  Delegates 

Action:  A motion  was  made,  seconded  and  voted 
that  John  J.  Cunningham,  MD  and  Herbert  E. 
Hager,  MD  be  reelected  for  two  year  terms  to  the 
AMA  House  of  Delegates  as  Delegate  and  Alternate 
Delegate  respectively. 

Adjournment 

There  being  no  further  business,  the  meeting  was 
adjourned  at  4 : 1 0 pm . 

Respectfully  submitted, 

Melvin  D.  Hoffman,  MD 

Secretary  * 
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^P.O.BOX  470  JIM 

HEALTH  HAVENS 

EAST  GREENWICH, 

NURSING  HOME 

RHODE  ISLAND  02818 

A passive  energy  building  — an  active 
alcohol  intervention  program. 

Residential,  non-residential,  educational. 
Family  oriented.  Professional. 

For  the  people  you  really  care  for  — 
whether  in  moderate  severe,  or  severe 
and  chronic  alcohol  trouble. 

East  Providence 

Needed: 

ENT 

Urologists 

NOW  LEASING 

East  Bay  Medical 

ATWOOD 

Center 

Excellent  Location  and  Accessibility 

MEDICAL  CENTER 

1524  ATWOOD  AVENUE 

250  Wampanoag  Trail 

JOHNSTON,  Rl  02919 

East  Providence,  Rhode  Island 

Immediate  occupancy  in  the  finest 
medical  offices  in  New  England. 

16  Suites  4 Suites  Available 

Total  sq.  ft.  - 43,000 

Parking  - 300  cars. 

Call:  CARL  F.  DeLUCA,  MD 
274-2910 

FOR  INFORMATION 

Call  944-8100,  434-5432 

RADIOGRAPHIC  CASE  OF  THE  MONTH 


History: 

52  year  old  male  with  dizziness  and  syncope  which 
can  be  produced  by  arm  exercise. 


Radiographic  Findings: 

The  upper  left  film  is  an  early  arterial  phase  film 
from  an  injection  in  the  proximal  aortic  arch.  The 
right  carotid,  right  subclavian,  right  vertebral,  and 
left  carotid  arteries  are  demonstrated.  The  upper 
right  film  is  at  the  end  of  the  arterial  phase.  The  left 
vertebral  and  subclavian  are  demonstrated,  having 
filled  in  a retrograde  fashion.  The  lower  left  film  is  a 
selective  injection  into  the  innominate  artery. 
Again,  retrograde  filling  of  the  left  vertebral  and 
then  the  left  subclavian  arteries  is  demonstrated. 


For  diagnosis  and  discussion  turn  to  next  page. 
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RADIOGRAPHIC  QUIZ  OF  THE  MONTH:  Diagnosis  and  Discussion 


Diagnosis ; 

Subclavian  Steal  Syndrome 
Discussion : 

Reversal  of  flow  in  the  vertebral  artery  was  first 
demonstrated  angiographically  in  1961  by  Reivich 
et  al.  Due  to  a lesion  in  the  proximal  subclavian 
artery,  blood  is  diverted  from  the  basilar  artery  and 
literally  stolen  via  reversal  of  flow  in  the  vertebral  to 
supply  the  arm.  Hence  the  catchy  label  “subclavian 
steal”  was  coined.  (Figure  below)  . 


AYTESIO?  CffWJICATlifi' 


The  most  common  etiology  of  this  syndrome  is 
atherosclerosis.  Other  causes  include:  embolism, 
tumor,  Takayasus  arteritis,  trauma,  congenital 


interruptions,  and  operative  procedures  such  as 
Blalock-Taussig  shunt. 

Males  are  affected  twice  as  frequently  as  females. 
Peak  incidence  is  in  the  sixth  decade.  There  is  a 
high  association  of  tobacco  abuse.  The  left  subcla- 
vian artery  is  affected  twice  as  commonly  as  the 
right. 

The  symptom  complex  presented  is  most  often 
the  result  of  vertebral-basilar  insufficiency.  This 
can  produce  syncope,  dizziness,  ataxia,  dysarthria, 
or  dyplopia.  Symptoms  are  frequently  related  to 
exercise,  which  increases  blood  flow  to  the  arm  and 
diminishes  cerebral  supply.  If  the  posterior  com- 
municating arteries  are  large,  flow  may  be  stolen 
from  the  carotid  circulation  as  well.  This  can  add 
visual  defect,  aphasia,  memory  loss,  confusion  or 
focal  seizure  to  the  symptom  complex.  Many  of 
these  patients  have  multiple  vascular  lesions. 

Signs  include  diminished  blood  pressure  in  the 
affected  arm,  supraclavicular  bruit,  slowed  capil- 
lary refill,  and  limb  cyanosis  with  exercise. 

Many  variations  on  this  theme  are  possible  de- 
pending on  the  site  of  occlusion,  patency  of  various 
portions  of  the  Circle  of  Willis,  and  existence  of 
additional  lesions. 

Thoracic  arch  aortography  provides  the  best  con- 
firmatory evidence. 

Treatment  of  acute  neurologic  symptoms  may  be 
by  brachial  artery  tourniquet.  Definitive  therapy 
currently  is  surgical.  Direct  reestablishment  of  flow 
may  be  by  endarterectomy,  graft,  or  shunt.  Pre- 
sently, some  of  these  lesions  are  amenable  to  per- 
cutaneous transluminal  angioplasty. 
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HOW 

TDPAy 

LESS 
TOTHE 
IRS 

WHHA 
HOSPHAL 
TRUST 
IRA. 


No  one  wants  to  pay  more 
federal  taxes  than  he  or  she 
absolutely  has  to— particularly 
on  money  being  saved  tor  retire- 
ntent.  That’s  why  an  Indi- 
vidtutl  Retirement  Account 
(IRA)  makes  so  much  sense 
tor  so  many  people. 

Here  are  the  basic  tacts 
about  IRAs.  (To  get  all  the 
financial  and  legal  details  about 
them,  just  talk  with  one  of  the 
specialists  at  Hospital  Trust.) 

The  regular  IRA 
It  yc:*ur  employer  does 
not  have  a pension  or 
profit-sharing  plan, 
you  can  open  an  IRA 
at  Hospital  Trust  with  a minimum 
deposit  of  $500.  You  can  then  make 
yearly  deposits  up  to  $1,500  or  15% 
of  your  annual  earn- 
ings, whichever  is  less." 

Your  IRA  dollars 
wall  earn  the  same 
high  interest  as  our  30- 
month-to-8-year 
Savings  Certifi- 
cates. No  other 
financial  institu- 
tion can  ofter 
you  higher  interest. 

Hospital  Tmst  giuirantees 
those  interest  rates.  And 
the  bank  charges  no  service 
fees  for  IRAs. 

The  total  IRA  deposits  you 
make  each  year  are  deductible  from 
your  gross  taxable  income.  And 


you  pay  no  federal  tax  on 
pnncipal  or  interest  earnings 
until  you  take  your  IRA  funds 
for  retirement  at  age  59  V: 
or  older. 

' Note:  you  cun  open  your 
IRA  at  Hospital  Trust 
(and  contribute  to  it)  up  until 
April  15,  1981— and  still 
deduct  all  contributions  you 
make  to  it,  up  to  that  April  15 
tax  date,  from  your  1980  tax 
return. 

The  “rollover”  IRA. 

If  your  emplt^yer  does 
have  a pension  or  profit- 
sharing  plan,  an  IRA 
might  still  serve  you— 
should  you  change  jobs  or  the  plan 
is  temiinated,  and  you  get  a lump- 
sum distribution. 

In  that  case,  you  can  roll  over  that 
money,  within  60  days,  into 
tax-sheltered  “rollover” 
IRA  at  Hospital  Trust. 

You  pay  no  current 
axes  on  it— and  enjoy 
same  deferred-tax 
benefits  a regular 
IRA  offers.  With- 
out service  fees. 
Those  are  the  highlight 
features  of  IRAs  anci 
rollovers. 

To  get  the  full  story  from 
our  Tmst  Department  experts,  stop 
in  at  any  Hospital  Tmst  branch— 
or  call  Larry  Ruggieri  at  278-7989. 
He’ll  be  happy  to  help  you. 


You  feel  better  banking  on  Hospital  Trust  £3 

Federal  regulations  prohibit  the  payment  of  a time  deposit  pnor  to  matunty  unless  six  months  of  interest 
thereon  is  forfeited  and  interest  on  the  amount  withdrawn  is  reduced  to  the  passbook  rate. 

Federal  hanking  regulations  pemtit  payments  from  a time  deptisit  pnor  to  matunty  and  wathemt 
penaly  it  the  funds  represent  an  investment  in  an  Individual  Retirement  Account  ot  an  FfR-lO  Account 

and  the  participant  attains  age  59'/:  cat  is  disabled. 


Member  F.D.I.C. 


Deposits  insured  up  to  $100,000. 


MEDICAL  CLEARING  BUREAU 
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COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
521-9287 


At  Blue  Shield,  we  know  that  being  a 
physician  is  more  than  a full-time  job. 
Especially  with  the  volume  of  information 
needed  to  run  a medical  practice  growing 
every  day  That's  why  we  developed  our 
new  "How  To"  book  to  answer  your  ques- 
tions about  claims  procedures.  And  to 
leave  you  more  time  for  the  practice  of 
medicine. 

Designed  to  help  physicians  keep  pace 
with  Blue  Shield  and  Medicare  coverage, 
our  convenient  "How  To"  guide  provides 
direct  answers  to  the  five  questions  asked 
most  frequently  about  claims  procedures. 
Step-by-step,  it  explains  how  to  update 
Blue  Shield  and  Medicare  profiles.  Request 
individual  consideration  on  a claim.  Re- 
quest formal  review  of  a claims  decision. 
Request  coverage  for  a new  procedure. 
And  obtain  assignment  of  Major  Medical 
benefits. 


You've  probably  already  received  your 
"How  To"  book  in  the  mail.  Read  it,  and 
keep  it  handy.  Part  of  the  Blue  Shield  com- 
mitment is  to  help  physicians  with  the 
administrative  side  of  their  practice. 

For  immediate  answers  to  everyday 
questions  about  coverage,  call  our  Pro- 
fessional Relations  Hotline— 274-4848. 
To  obtain  additional  copies  of  the  "How 
To"  book,  write  Blue  Shield,  Professional 
Relations  Department,  One  Weybosset 
HiU,  Providence,  RI 02901. 


^BKie 
Ship’s 
‘How  To 
Book 

An.«rrilc.  Ih>' 

Atkpd  MoKOtipn  b«  Ph,..r,.n. 


Blue  Shield 

of  Rhode  Island 


Now. . .today’s  issues 
in  anxiety  management 
are  confronted  in  a unique  program 
for  primary  care  physicians 

Anxiety:  the  therapeutic  dilemma 

Multimedia  Continuing  Education  Program 


Ideas  about  anxiety  management  are  changing.  Problems  have  surfaced.  There  is 
concern  about  dependence  on  minor  tranquilizers  and  new  findings  on  receptor 
sites  in  the  brain.  There  is  a trend  toward  short-term  therapy  and  interest  in 
nondrug  alternatives.  Because  anxiety  can  disable,  the  need  to  treat  continues  in 
daily  practice.  Primary  care  physicians  require  up-to-date  information. 

This  program  can  provide  it. 


Current  Views  and  Opinions 
from  Eminent  Authorities 


Offered  free  of  charge,  this  mulfimedia  seminar  is  based  on  a ma|or  sym- 
posium, It  integrates  the  views  of  nationally  known  clinicians  with  case  ma- 
terial to  demonstrate;  1 ) keys  to  differential  diagnosis,  2)  recognition  and 
management  of  dependence-prone  patients,  3)  ways  to  minimize  tranquil- 
izer dependency,  4)  guidelines  for  selecting  drug  and  nondrug  therapies,  5) 
how  the  biochemistry  of  anxiety  can  affect  treatment  modalities.  And  more. 


CME  Accreditation 


Unique  Interactive  Format 
Stimulates  Participation 


Flexible  Program  Design 


The  complete  program,  Anxiety:  the  therapeutic  dilemma , is  designed  to 
provide  up  to  a total  of  26  credit  hours  in  Category  1,  PRA/AMA.  The  maximum 
number  of  hours  may  be  obtained  as  follows: 

Seminar(s) 

When  presented  by  an  accredited  CME  provider  (hour  for  hour) , . , up  to  8 hours 

Self-Study  Programs 

Designed  to  provide  credit  hours  indicated  when  completed 
according  to  instructions: 

• Two  monographs  (completed  as  a unit)  up  to  6 hours 

• Six  self-study  units  (2  hours  each) up  to  12  hours 

More  than  a conventional  lecture,  this  seminar  provides  opportunity  (and 
guidance)  for  the  kind  of  interaction  that  promotes  understanding  and 
anchors  useful  ideas.  Guest  lecturers  are  available  and  all  elements  needed 
tor  an  effective  program  are  included:  films,  moderator’s  guide,  participants' 
workbooks,  monographs,  publicity  material,  etc. 


Anxiety:  the  therapeutic  dilemma  is  a versatile  program  with  an  out- 
standing faculty,  pertinent  content  and  lively  format.  It  can  be  conducted  in 
a variety  of  ways  to  meet  your  scheduling  needs:  • Full  day  — 8 hour  seminar 
• Halt  day  — 4 hour  seminar  • 1 or  2 hour  course 

For  further  information,  mail  the  coupon  below,  or  call  toll-free  800-526-4299. 
In  New  Jersey,  call  (201)-636-6600, 


Anxiety:  the  therapeutic  dilemma  

was  produced  under  a grant  from  Abbott  Laboratories 


1-0791  1033394 


A-3/81 


M.E.D.  Communications  Please  send  me  full  details  on  faculty,  agenda,  accreditation  and  booking  tor 

655  Florida  Grove  Road  the  CME  seminar.  Anxiety:  the  therapeutic  dilemma. 

Hopelawn,  NJ  08861 
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PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 


100  HIGHLAND  AVENUE 
120  DUDLEY  STREET 
38  HAMLET  AVENUE 


PROVIDENCE,  R.l.  331-3996 

PROVIDENCE,  R.l.  331-3996 

WOONSOCKET,  R.l.  766-4224 


Serving  Greater  R.l. 
Providing  Diagnostic  X-Ray  and 
EKG  Services  to: 

^Nursing  and  Convalescent  Homes 
*Shut  ins  and  Private  Home  Patients 
*Post  Surgical  Patients 


Sameday  examination  and  reporting 

Telephone  reports  immediately  when  indicated  or  requested 


Hours:  Monday  thru  Friday 
8 A.M.  to  5 P.M. 
Saturday 

8 A.M.  to  12  Noon 

Our  service  is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


Some  People  We^re  More  Than  A Service,’’ 


A Lupus  Erythematosus  Syndrome 
Induced  by  Clonidine  Hydrochloride 


Author  Reports  A Rare  Complication  of  Clonidine  Therapy 


Gary  Witman,  MD 
Robert  Davis,  MD 

Enhanced  understanding  of  the  mechanism  of 
action  of  clonidine  hydrochloride  (2,6  dich- 
lorphenylamine-2-imidazoline  hydrochloride  (Cat- 
apres®  ) has  augmented  its  use  as  a therapeutic 
drug.  It  was  introduced  into  this  country  as  an 
anti -hypertensive  agent  for  use  in  moderate  to 
severe  hypertension' . Blood  pressure  reduction  has 
been  postulated  to  occur  via  activation  of  post- 
synaptic  alpha  adrenergic  receptors  in  the  cardio- 
vascular center  of  the  medulla  oblongata^.  New 
therapeutic  uses  for  clonidine  center  about  the 
observation  that  clonidine  has  analgesic  effects 
similar  to  morphine^  and  when  given  together  with 
morphine  has  acute  synergistic  activity''.  These 
actions  appear  due  to  alpha  adrenergic  agonist 
effects  at  the  locus  coeruleus  of  the  brain  stem® . 
Clonidine  is  now  being  used  successfully  at  one 
regional  center  to  block  opiate  withdrawal 
symptoms  as  tested  with  methadone®®,  and  it  is 


From  the  Department  of  Internal  Medicine,  The  Miriam 
Hospital  and  the  Brown  University  Program  in  Medicine, 
Providence,  Rhode  Island, 


Gary  B.  Witman,  MD,  Senior  Clinical  Investigator, 
Clinical  Investigations  Branch,  Cancer  Therapy 
Evaluation  Program,  Division  of  Cancer  Treat- 
ment, National  Cancer  Institute,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland. 

Robert  Davis,  MD,  Professor  of  Medical  Science, 
Professor  of  Medical  Science,  Brown  University, 
Providence,  Rhode  Island. 


being  evaluated  as  an  analgesic  with  morphine-like 
activity  (unpublished  data).  We  have  seen  clinical 
signs  and  symptoms  which  resemble  systemic  lupus 
erythematosus  (SEE)  and  are  temporally  related  to 
the  administration  of  clonidine  hydrochloride. 
While  clonidine  in  therapeutic  doses  has  been  im- 
plicated in  the  development  of  Raynaud’s 
phenomenon  and  a weak  positive  direct  Coombs 
reaction,  there  has  been  no  documented  case  of 
these  systemic  manifestations  reported  in  the  medi- 
cal literature.  All  clinical  stigmata  disappeared 
with  discontinuation  of  drug  therapy.. 

Case  Report 

The  patient  is  a 53-year-old  white  female  referred 
to  our  center  for  evaluation  of  headaches,  hyper- 
tension, and  hyperglycemia.  A subtotal  thyroi- 
dectomy was  performed  in  1954  for  suspected  thro- 
toxicosis,  and  supplemental  thyroid  administered. 
In  1974  she  was  placed  on  15  units  NPH  insulin  for 
new  symptomatic  hyperglycemia.  When  initially 
seen  by  us  in  August  1975,  the  patient’s  only  com- 
plaint was  of  intermittent  frontal  headaches. 
Physical  examination  was  remarkable  for  the  fol- 
lowing findings;  BP  180/100  supine,  pulse 
82/minute,  temperature  36°  c.  Ocular  exam- 
ination revealed  prominent  eyes  without  ptosis 
or  lid  lag.  Exophthalmometry  measured  the 
right  eye  at  18mm,  left  eye  at  17mm.  Pupils  were 
3mm  in  diameter  and  fundoscopy  demonstrated 
Grade  II  hypertensive  changes.  The  hair  was 
smooth  and  fine,  with  skin  turgur  elastic.  The  rest 
of  the  physical  examination  was  normal. 

Laboratory  Data:  hemoglobin  15.1  grams/dl ; 
hematocrit  44.5  per  cent;  WBC  10,800/mm®; 
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platelet  count  180,000/mm^ ; ESR  (Wintrobe)  3; 
BUN  16  mg/dl : creatinine  0.8mg/dl;  electrolytes 
Na"  137mEq/L,  K 4.3mEq/L,  Cl  103mEq/L, 
C0228mEq/L;  and  glucose  120mg/'dl. 

Thyroid  Function  Studies:  T4  10.1  pg  per  cent; 
T3  27  pg  per  cent ; and  EFT  1 .06  ( .86-1 . 1 3) 

RIA  Uptake:  6 hours  1.2  per  cent  (3-25  per 
cent)  ; 24  hours  3.0  per  cent  (10-40  per  cent)  ; 24 
hour  Urine  1840ml  volume;  creatinine  1.5  grams; 
protein  55mg:  Na"’  llOmg;  K”"  95mg:  metane- 
phrines  0.41ng  (<1.0  ng)  ; VMA  6.7  mg  (<10.0 
ng)  ; catecholamines  330pg;  aldosterone  12.4pg; 
and  renin  0.35ng  ml/hr  . 

Radiographs  of  chest  and  skull,  and  intravenous 
pyelogram  were  within  normal  limits.  EEC  and 
brain  echoencephalography  were  within  normal 
limits. 

Discharge  diagnoses  were  thyrotoxicosis  factitia 
and  essential  hypertension.  In  addition  to  Syn- 
thyroid®  0.2  mg,  the  patient  was  placed  on 
clonidine  hydrochloride  0.2mg  daily.  I'he  patient 
returned  to  the  emergency  room  10  months  later 
having  experienced  one  week  of  fever  and  malaise. 
Over  the  preceeding  3 months  her  fingers  became 
painful  and  cyanotic  on  reaching  into  the  refriger- 
ator. During  this  3 month  period,  she  had  inter- 
mittent right  sided  pleuritic  chest  pain,  poorly 
relieved  by  analgesics,  and  recurrent  frontal  head- 
aches. Arthralgia  in  small  joints  was  migratory  and 
controlled  with  acetomenophen. 

Physical  examination  at  this  time  disclosed  a 
woman  in  moderate  respiratory  distress.  Vital  signs 

BP  120/70,  pulse  74/min,  temperature  39.6  C. 
Skin  examination  disclosed  a malar  erythematous 
maculopapular  rash  extending  in  a V formation 
over  the  anterior  portion  of  the  chest  and  upper 
1/3  of  the  hack.  Marked  erythema  was  on  a 
hackground  of  cutaneous  telangiectasia.  Fingers 
and  toes  were  blanched,  cold  to  touch,  and  with 
cyanotic  nail  beds.  Erythematous  markings  ran 
a ng  palmar  creases.  There  was  no  lymphadeno- 
pathy.  Despite  splinting  of  the  right  chest,  lungs 
were  clear  to  pcrcu.ssion  and  auscultation.  Cardiac 
and  abdominal  examination  were  normal.  4'here 
was  no  hepatosplenomegaly. 

Laboratory  Data  : hemoglobin  13.4  grams/dl  ; 
hematocrit  37.8  per  cent;  WBC  2200/mm<  dif- 
ferential 36  PMN,  35  stabs,  19  lymph,  7 EOS, 
atypical  monocytes;  platelets  1 00,()0() /mm’ ; and 
electrolytes  Na’’  133mE(]/L,  K’  3.4mEq/L,  Cl 
96mEq/  L,  CO2  25mF,q  L. 

Liver  Function  Studies:  SCOT  20,  SCOT  25, 
LDH  203,  protein  electrophoresis  - normal;  AK 


phosphatase  20;  and  total  bilirubin  0.4mg/dl 
direct  0.2mg/dl. 

Thyroid  Studies:  T4  9.2pg  per  cent  T3,  25.7  pg. 

Other  Studies:  urinalysis  pH  6.5,  SG  1.018,  0-2 
WBCs/HPF ; urine  blood  cultures  - no  growth; 
sputum  culture  - normal  flora;  cryoglobulins  - not 
detected;  rheumatoid  factor  - not  detected;  cold 
agglutinins  1:32;  LE  prep  - negative;  ANA  - 
negative;  antithyroid  antibodies  - negative;  HLA 
Typing  - HLA-A,  HLA-Bm  8;  and  complement 
levels  C3  130mg/dl,  C4  36mg/dl. 

Radiographs  of  chest  and  abdomen  were  within 
normal  limits. 

Hospital  Course 

Clonidine  was  tapered  over  3 days  and  discon- 
tinued. Leukopenia  and  thrombocytopenia  lasted 
for  a week,  with  the  platelet  count  dropping  to 
30,000/mm’  on  the  day  after  admission.  A bone 
marrow  aspirate  obtained  on  the  third  hospital  day 
revealed  erythyroid  hyperplasia,  and  an  increase  in 
young  megakaryocytes.  Skin  biopsy  from  the 
involved  upper  arm  showed  marked  elastosis  of  the 
dermis  and  epidermis,  with  a perivascular  infiltra- 
tion of  lymphocytes  and  plasma  cells  in  dermal 
vessels.  Immunofluorescent  staining  with  IgA,  IgG, 
IgM,  IgE,  Beta  la/Ic  failed  to  demonstrate  specific 
fluorescent  distribution  along  the  basement 
membrane.  Fever  lysis  occurred  within  72  hours. 
With  the  persistence  of  hypertension,  the  patient 
was  placed  on  Aldomet® 

Follow-up  examinations  reveal  complete  resolu- 
tion of  symptoms.  Antinuclear  antibodies  and  LE 
preparations  have  been  normal,  d’here  is  a per- 
sistent cold  agglutinin  titer  of  1:16  and  an  indirect 
Goomhs  positive  reaction  to  a cold  antibody  still 
yet  unspecified.  Protein  electrophoresis  remains 
normal . 

Discussion 

Glonidine  hydrochloride  is  an  imidazoline 
derivative  anti-hypertensive  agent  acting  as  a 
central  alpha  adrenergic  agonist.  Peak  blood  pres- 
sure effects  occur  at  approximately  three  hours 
after  drug  administration  ^ and  decline  with  a 
plasma  half  life  of  12  to  20  hours'^ 

Gardinal  side  effects  have  been  well  docu- 
mented, and  most  frequently  have  included  dry 
mouth,  sedation,  hypotension,  and  constipation". 
Raynaud’s  phenomenon"  and  rash  have  occurred. 
Gentral  nervous  system  effects  include  vivid  dreams 
or  nightmares,  insomnia,  anxiety,  and  mental 
depression" . 
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Wo  report  here  a eonstellation  of  signs  and 
svniptoins  most  similar  to  those  seen  in  systemic 
lupus  erythematosus''^.  'I’hese  include  pleuritis, 
arthralgias,  malaise,  fever,  headache,  leukopenia, 
thromhoeytopenia , malar  hutterlly  rash,  and 
Raynaud’s  phenomenon.  Laboratory  finditigs 
include  low  titer  cold  agglutinins,  indirect  Coombs 
cold  type  antibody,  and  a skin  biopsy  demon- 
strating perivascular  infiltration.  Within  14  days  of 
drug  withdrawal,  there  was  a complete  resolution 
of  svmptoms.  Painful  incapacitating  frontal  head- 
aches disappeared,  and  did  not  recur. 

Procainamide  is  the  drug  most  commonly  pro- 
ducing a syndrome  similar  to  SLE  in  some  pa- 
tients''' Other  drugs  implicated  in  the  precipita- 
tion of  this  syndrome  include  hydralazine, 
methylphenylethylhydantoin,  trimethadione,  gri- 
seofulvin,  propylthiouracil,  methylthiouracil , para- 
aminosalicylic  acid,  penicillin,  phenylbutazone, 
streptomycin,  sulfonamides,  and  tetracycline'L 
This  drug-induced  syndrome  is  noted  for  antinu- 
clear antibody  formation,  failure  to  find  antibody 
to  native  DNA,  rare  renal  involvement,  and  nor- 
mal serum  complement  levels"  Pulmonary 

parenchymatous  and  pleuritic  involvement  are 
more  common  than  in  idiopathic  SLE'"*  '*,  Dubois 
in  his  monograph  reports  that  he  has  observed  one 
patient  who  probably  developed  systemic  lupus 
erythematosus  following  chlorthaladone,  and  an- 
other after  clonidine'®.  There  is  no  mention  of 
doses,  symptoms,  time  course,  or  serologic  testing, 

A drug  induced  lupus  syndrome  caused  by  the 
anti-hypertensive  agents  hydralazine  and  procaina- 
mide has  been  correlated  with  the  phenotypic 
expression  of  the  hepatic  N-acetyltransferase 
system^®^'.  These  agents  contain  either  pri- 
mary amines  or  hydrazine  complexes,  which  are 
then  metabolized  through  acetylation^^.  Acetyla- 
tion phenotype  is  the  most  significant  prognostic 
factor,  since  such  drug-induced  lupus  occurs 
almost  exclusively  in  slow  acetylators^” . Metabolism 
of  clonidine  hydrochloride  is  through  hepatic  de- 
activation to  a para-hydroxylated  metabolite^^ , 
with  65  per  cent  of  an  administered  dose  excreted 
through  the  kidneys  as  either  unaltered  drug  or  as 
unidentified  metabolites’.  In  view  of  the  presence 
of  a phenylamine  group,  we  may  consider  that 
acetylation  has  occurred,  with  binding  of  such  an 
intermediate  metabolite  onto  histones  or  nucleo- 
protein  and  expressed  as  a lupus  reaction.  Unlike 
conventional  drug-induced  lupus,  this  patient  has 
never  developed  an  antinuclear  antibody  titer,  now 
taken  as  serologic  evidence  of  an  immune  response 
to  nuclear  antigens  or  histones'*  . Cold  agglu- 

tinin titers  were  never  elevated  to  titers  associated 


with  hemolysis  or  Raynaud’s  phenoinenon,  Cloni- 
dine hydrochloride  has  only  recently  been  intro 
dnced  as  a first  line  anti -hy{)ertensive  agent  with 
demonstrable  therapeutic  efficacy.  Further  clinical 
exposure  will  allow  us  to  understand  its  mechanism 
of  action. 

Summary 

Clonidine  hydrochloride,  an  imidazoline  deriv- 
ative, has  proposed  mechanisms  of  action  as  an 
alpha  adrenergic  agonist,  acting  at  the  locus  coeru- 
leus  of  the  brain  stem.  Therapeutic  uses  are  to 
block  opiate  withdrawal  symptoms  as  tested  with 
methadone,  and  for  control  of  hypertension.  We 
report  here  a lupus  like  syndrome  in  a patient 
taking  clonidine  for  control  of  essential  hyperten- 
sion, with  abrupt  disappearance  of  signs  and 
symptoms  upon  drug  withdrawal.  As  with  other 
drug  related  SLE  syndromes  there  was  no  evidence 
of  renal  involvement  or  antibody  formation  to 
native  DNA.  Lhilike  conventional  drug-induced 
lupus,  there  was  no  antinuclear  antibody  detected. 
There  have  been  no  persistent  findings,  nor  evi- 
dence of  underlying  vasculitis. 
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DEFINITIONS 

1 . If  you’re  out  of  work  ancf  I’m  working,  that’s  a recession. 

2.  If  I’m  out  of  work,  that’s  a depression. 

. . , Anonymous 
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Hemoccult 


The  world’s  leading  test  for 
fecal  occult  blood. 


Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.  — Digital  examination 


Medical  Specialty 

Address 

City State Zip. 

Phone 


Routine  digital  examination 
explores  only  8 cm.  of  the  colon. 
Sigmoidoscopy  reveals  an  additional 
17  cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it's  often 
asymptomatic. 

That's  why  the  Hemoccult®  test  is  so 
valuable  as  a preliminary  diagnostic  screen. 
The  Hemoccult®  test  is  a reliable  detector 
of  blood  throughout  the  colon. 

In  addition,  it's  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes, 
or  given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  120,000  cases  of  colorectal 
cancer  will  occur  in  the  United  States 
this  year.  The  earlier  they  are  diagnosed, 
the  greater  the  chances  for  successful 
treatment.  Send  for  your  free  Hemoccult® 
starter  package,  today. 


25  cm.  — Sigmoidoscopy 


Send  to:  SJG 

SmithKIine  Diagnostics 

^91  880  West  Maude  Avenue.  PO  Box  61947 

Sunnyvale,  CA  94086 

I I Please  send  me  the  Hemoccult  n®  Physician  s 

I I Complimentary  Starter  Package. 


Hemoccult®  is  available  through  local  distributors,  nationwide. 


\ 


/ 


iB  SmithKIine  Diagnostics.  1981 


HM:  100A-1280 


DwKE  USD  MlHISTSAItON;  Dssag*  shmiW  1)6  atfjasted  accordiog  t«  ilw  severity  of  (he  pain  and  Ifie  wsponse  sf  fl» 
paliW  ■«  may  accasioiiafty  be  necessary  to  exceed  (te  usual  dosage  recammenderi  below  m cases  of  mote  severe  pain  or  M-;* 
tfios*atients  who  have  become  loletaitf  to  the  analgesic  effect  td  narcofics.  Emptnn  with  Codeine  is  given  walty.  Ihe-psual  /f 
adui»se  tor  Empirin  with  Codeine  No.  2 anil  No.  3 is  one  oc  two  tabfets  every  four  hours  as  reauired;  The.asdat  adaft  dose 
tor  Efwrin  with  Codeine  No.  4 is  one  tablet  every  four  hours  as  Jedwed. 

ifeJs  0R«|J1B£8ACTIBNS:  The  CNS  depressant 
H|||£  effe#  Of  Emplrln  with  Codeine  nay  be 
^^^^Mddilke'Ritfl  that  ef  olher-CNS  jdpressants. 


Burroughs 

Research  rriS^ie  Pt 
.2771 


Acute  pain 

is  no  laughing  matter. 


The  first  prescription  1 
the  first  days  of  acute 


r 

for 

lays  of  acute  pain 

Empirin'c  Codeine  #3 


Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  ^ 


phosphate,  30  mg,  (Warning  — may  be  habit-forming). 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths:  No,  2 — 15  mg,  No  3 — 30  mg,  and  No,  4 — 60  mg.  (Warning  — may  be  habit-forming.) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine, 

WARNINOS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  tor  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 


Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines.  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (inctuding  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  (he 
dose  of  one  or  both  agents  should  be  reduced 


Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 


PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure.-  The  respiratory  depressant  effects  ol  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure,  furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries. 

Acute  aMotttinal  conditions:  The  administration  of  Empinn  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

Special  risk  patients:  Empinn  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
' biiitated,  and  those  with  severe  Impairment  of  hepatic  or  renal  function,  hyprthyroidtsm,  Addison's  disease,  prostatic 
erfrophy  or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders, 

ERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
,se.dation,  nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatoiy  than  in  nonambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  it  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
'sphoria,  constipation,  and  pruritus. 

je'mosi  frequently  observed  reactions  to  aspirin  include  headache,  vertigd,  ringing  in  the  eats,  mental  confusion,  drowsi- 
' s,  sweating,  thirst,  nausea,  and  vomitiiig.  Occasional  patients  experience  gastric  irtitation  and  bleeding  with  aspirin,  . 
id'patients  are  unable  to  take  salicylates  without  developing  nausea  and  vomiting,  Hypersensitivity  may  be  manifested  by  ; 
in  rash  or  even  an  anaphylactic  reaction.  iMth  these  exceptions,  mo^  of  the  side  effects  occur  after  repeated  adninistra:*/? 
doses.  .''I 


Long  Term  Catheter  Care  with 
Infected  Urine 


Since  Type  of  Management  Does  Not  Affect  Results, 
Closed  System  Is  Recommended  As  Simplest  Method 


D.S.  Liang,  MD 
J.  Ballou,  RN 


In  a chronic  hospital  the  condition  of  the  patients  is 
generally  very  poor,  and  most  are  in  the  older  age 
group.  The  patient-to-nursing  personnel  ratio  is 
much  higher  than  in  a general  hospital.  There  are 
many  patients  who  need  long-term  indwelling 
urethral  catheters,  some  for  the  rest  of  their  lives. 
There  are  many  reasons,  such  as  advanced  neuro- 
logic disease,  senility,  coma,  and  advanced  crip- 
pling disease.  The  urine  of  patients  on  long-term 
catheterization  is  usually  infected.  Methods  of 
handling  long-term  catheterization  in  the  presence 
of  infected  urine  have  not  been  well  established. 
Does  the  closed  catheter  system  prevent  infection? 
Does  long-term  chemotherapy  help?  Does  irrigation 
of  the  catheter  prevent  blockage?  These  and  many 
other  questions  need  to  be  answered. 

In  this  hospital  of  421  beds,  many  patients  have 
permanent  catheters.  We  have  placed  certain  of 
these  patients  on  specific  floors  for  study,  in  order 
to  determine,  if  possible,  which  method  is  best. 


From  the  Zambarano  Memorial  Hospital,  Wallum  Lake, 
Rhode  Island. 

Daniel  S.  Liang,  MD,  Consultant  in  Urology,  Zam- 
barano Memorial  Hospital,  Wallum  Lake,  Rhode 
Island. 

Joan  Ballou,  RN,  BS,  Infection  Control  Nurse, 
Roger  Williams  General  Hospital,  Providence, 
Rhode  Island;  formerly  Infection  Control  Nurse, 
Zambarano  Memorial  Hospital,  Wallum  Lake, 
Rhode  Island. 


Fifty-six  patients  were  studied.  They  were  divided 
approximately  equally  into  male  and  female.  They 
were  assigned  to  three  groups  : 

Group  TControl:  18  patients.  In  this  group  a 
closed  drainage  system  was  used. 

Group  ITIrrigation ; 23  patients.  Normal  saline 
was  used  daily. 

Group  I II A and  B- Low -dosage  of  chemotherapy; 
15  patients.  Nitrofurantoin  50  mg  twice  a day  or 
Mandelamine®  I gm  twice  a day  were  administered 
with  no  irrigation,  using  a closed  system. 

The  ages  ranged  from  17  to  96  years,  and  the 
catheter  size  range  from  No.  16-22F  in  the  male  and 
No.  18-30F  in  the  female.  The  catheters  were 
changed  every  month.  Urine  cultures  and  sensitivity 
and  colony  counts  were  obtained  at  that  time. 
Patients  were  observed  for  any  objective  symptoms 
such  as  elevation  of  temperature,  hematuria,  and 
blockage  of  catheter,  and  these  findings  and  their 
frequency  were  recorded. 

All  patients  had  had  indwelling  catheters  for 
some  time  prior  to  the  study,  and  all  had  positive 
urinary  cultures  at  the  onset  of  the  study.  Monthly 
urine  cultures  were  obtained  to  determine  if  there 
were  any  changes  in  the  bacterial  flora  or  bacterial 
infection.  The  study  was  continued  for  three 
months. 

Results 

I.  Control  Group.  Among  9 males  in  the  first 
month,  two  had  blocked  catheters.  One  patient  had 
blockage  3 times  and  another  4 times.  During  the 
second  month,  4 patients  had  blocked  catheters, 
the  same  2 plus  2 additional  patients.  In  the  third 
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month  the  same  4 patients  again  had  blocked 
catheters  which  required  irrigation.  The  urine 
cultures  of  the  blocked  catheters  yielded  Proteus 
mirabilis  in  2 cases,  Providencia  1,  and  Klebsiella  1. 
Two  patients  had  hematuria,  and  one  had  elevation 
of  temperature  (see  Table  1 ) . 

Among  9 female  patients,  3 had  blocked 
catheters  in  the  first  month,  4 in  the  second  month, 
and  3 in  the  third  month.  Urine  cultures  yielded 
Proteus  mirabilis  in  3 cases  and  E coli  in  1.  Three 
patients  had  hematuria. 

II.  The  group  on  irrigation  with  normal  saline,  a 
total  of  23  cases,  was  comprised  of  7 females  and  16 
males.  Among  the  females,  2 of  7 had  blocked 
catheters  which  required  changing  of  the  catheter 
or  additional  irrigation  in  one  month.  The  blocked 
catheters  were  both  infected  with  Proteus  rettgeri 
and  vulgaris.  One  had  hematuria. 

Among  the  16  males  there  were  8 cases  of  block- 
age, including  2 patients  who  pulled  out  their 
catheters  once  each.  One  patient’s  catheter  was 
blocked  7 times  in  one  month.  The  bacteria  that 
caused  the  blockage  were  Proteus  mirabilis  6 cases, 
Klebsiella  1,  E coli  and  Proteus  mirabilis  1.  One 
case  had  hematuria.  There  were  no  signs  nor  symp- 
toms of  septicemia  in  any  cases,  male  or  female. 

IIIA.  The  group  on  Mandelamine®  , 1 gm  twice  a 
day,  totaled  8 patients  (4  males  and  4 females) . All 
urines  were  alkaline.  We  were  unable  to  change  any 
urines  to  acid.  There  were  2 cases  of  blocked 
catheters  and  2 of  hematuria.  There  were  no  ele- 
vated temperatures.  In  2 cases  of  blocked  catheters, 
the  organism  was  Proteus  mirabilis. 

IIIB.  The  group  on  Macrodantin® , 50  mg  twice 
a day,  totaled  7 cases,  comprising  4 males  and  3 
females.  In  the  3-month  studies,  2 males  and  one 
female  had  blocked  catheters.  One  case  had  3 epi- 
sodes of  hematuria,  and  one  case  had  an  elevated 
temperature.  The  organisms  were  Proteus  mirabilis 
in  2 cases  and  Candida  in  one  case. 

Discussion 

Prom  the  time  when  catheters  were  deemed  an  evil 
and  catheterization  even  once  could  cause  infection, 
we  have  progressed  to  the  recent  view  that  self- 
catheterization can  be  performed  without  impunity. 
The  pendulum  swings  from  one  extreme  to  the 
other. 

The  bacterial  infection  is  usually  introduced  at 
the  time  of  catheterization,  during  disconnection  of 
the  drainage  tube,  or  alongside  the  catheter  in  the 
urethra.*'^  We  have  found  that  once  the  infection 
was  established  in  the  urethra  and  bladder  there 
was  little  difference  among  established  methods  of 


Table  1;  Results  of  Comparison  of  Three  Methods 
of  Long  Term  Catheter  Care 

No. 

Blocked 

Catheter 

Hematuria 
or  Temp. 

CONTROL 

9M 

5/9 

2/9 

9F 

4/9 

3/9 

18 

IRRIGATION 

16M 

8/16 

1/16 

7F 

3/7 

1/7 

23 

LOW-DOSE 

CHEMOTHERAPY 

A)  4M 

1/4 

1/4 

4F 

1/4 

1/4 

B)  4M 

2/4 

1/4 

3F 

1/3 

0/3 

15 

catheter  care.  Neither  a strict  closed  system,  an 
open  daily  irrigation  system,  nor  low-dose  chemo- 
therapy made  a significant  difference.  Since  none  of 
these  methods  will  clear  the  infection,  we  found  that 
it  is  impractical,  if  not  impossible,  to  acidify  the 
urine  with  methenamine  mandelate.  This  may  be 
attributed  to  the  difficulty  in  a chronic  hospital  for 
nursing  personnel  to  supervise  the  fluid  and  food 
intake  in  often  cachectic  and  sometimes  terminal 
patients. 

In  our  series  the  most  bothersome  problem  was 
blocked  catheters  due  to  sediment  deposit.  The  per- 
centage of  blockage  is  about  the  same  in  the 
controls  and  among  the  various  methods  of  man- 
agement. Yet  rarely  do  any  of  the  patients  develop  a 
high  temperature  or  bacteriuria. 

The  second  most  common  complication  was 
hematuria,  which  usually  cleared  up  without  ad- 
ditional treatment.  It  is  impossible  for  us  to  deter- 
mine if  the  bleeding  is  due  to  infection  or  to  the 
patient’s  pulling  on  the  catheter. 

Our  series  demonstrated  that  in  most  cases  block- 
age  of  catheters  was  due  to  Proteus  infection 
(17/28).  Other  bacteria  such  as  Klebsiella,  E coli. 
Pseudomonas,  and  Enterbacter  did  not  form  signifi- 
cant deposits  nor  block  catheters.  One  wonders  if  by 
changing  bacterial  flora  from  Proteus  to  other 
organisms  one  might  be  able  to  prevent  blockage  of 
catheters. 

If  long-term  catheterization  is  needed  and  the 
urine  is  infected,  it  is  better  not  to  irrigate  the 
catheter  or  give  chemotherapy  or  antibiotics,  since 
neither  changes  the  blockage  rate.  We  have  found 
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that  urinary  infection  does  not  cause  bacteria  or 
other  symptoms.  In  most  instances  once  the  urine  is 
infected,  neither  irrigation,  low-dose  chemo- 
therapy, nor  a closed  drainage  system  improves  or 
clears  the  infection. 

The  size  of  the  catheter  appears  to  be  immaterial 
to  the  prevention  of  blockage  by  calcium  deposits. 

Summary 

Fifty-six  patients  with  infected  urine  and  long-term 
indwelling  catheters  were  studied.  It  was  found  that 
neither  irrigation  nor  low-dose  chemotherapy  alters 
the  blockage  rate  nor  changes  the  incidence  of 
symptoms.  None  of  the  patients'  urines  were  steril- 
ized in  the  three  month  study  regardless  of  the 
methods  used.  'We  therefore  recommend  the  closed 
system  because  it  involves  less  catheter  care. 
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ECHOES  OF  THE  PAST  DEPARTMENT 
From  Old  Death  Certificate 

Cause  of  death  : Had  never  been  fatally  ill  before. 

Mayo  Clinic  Proceedings.  May  1980 
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PRIMARY  CARE  PHYSICIAN 
NEEDED  for  BLOCK  ISLAND 
COMMUNITY 

Family  Care  and  Emergency  Medical 
Care  Experience  Required 

Private  and  Subsidized  Income 
Winter  Population  app.  500 
Summer  Population  to  10,000 

For  further  information,  respond  with 
resume  by  April  30  to: 

Block  Island  Medical  Services 
Committee 

P.  O.  Box  323 

Block  Island,  Rhode  Island  02807 

An  Affirmative  Action/Equal  Opportunity 
Employer 


DISTINCTIVE 
OFFICES  FOR 
DISCRIMINATING 
TASTES 


e Moke  Offices 
haf  Work  For  You 


National  Business  Interiors 

A Division  ot  National  Office  Supply  Co 
36  Branch  Ave  . Providence.  R,l  02904  (Branch  Ave  Exit  Rt  95) 
401-274-9000 


CATHLEEN  NAUGHTON 

ASSOCIATES 

AVAILABLE  — 2 SUITES 

Medical  Personnel  for 

Temporary  Assignments 

970  square  feet  — 760  square  feet 

• Medical  Secretaries 

• Medical  Transcribers 

BARRINGTON  MEDICAL  CENTER 

• Medical  Assistants 

1525  Wampanoag  Trail 

• Medical  Receptionists 

East  Providence,  R.l.  02915 

X-Ray  & EKG  Technicians 

Available  for  A Day,  Week, 

Call:  DUGALD  H.  MUNRO,  M.D. 

Month  or  More. 

437-0500 

(401)461-5230 

Medical  Suite  for  Rent 

790  North  Main  Street 
Providence 

New,  700  square  foot  office  in  small  profes- 
sional building.  Fully  carpeted,  central  air 
conditioning,  parking.  Ready  access  to  Route 
95. 

Please  call  521-9700 


Ice  skate,  fish,  swim  or  sail  from  your  own 
private  beach.  Secluded,  contemporary 
year  round  or  vacation  home  in  north- 
western Rhode  Island.  Panoramic  view, 
large  deck.  Fireplace  conversation  pit. 
Patio  with  barbecue.  Wooded  lot.  Phone: 
(401)  766-0650.  High  eighties. 


Determining  Rhode  Island’s  Physician 
Manpower  Requirements  by 
Specialty  and  Location 

Survey  Indicates  Short  Supply  of  Family  Practitioners  and  Excess  of 


Most  Types  of  Surgical  Specialists 


Donald  C.  Williams 

I This  paper  summarizes  the  findings  of  Technical 
i Report  No.  20' , recently  issued  by  the  Rhode  Island 
Department  of  Health.*  It  first  estimated  the  state’s 
physician  requirements  by  specialty  and  geography, 
using  four  sets  of  standards,  comparing  these  re- 
I quirements  with  the  state’s  1977  full-time  equiva- 
lent physician  supplies  to  identify  areas  of  surplus 
and  deficit. 

I 

Methodology 

To  estimate  Rhode  Island’s  physician  manpower  re- 
quirements by  specialty  and  geography,  a regional 
health  planning  model  was  utilized. 

In  the  model,  three  levels  of  patient  care  are 
recognized:  primary,  secondary,  and  tertiary.  Each 
of  the  three  levels  of  care  is  associated  with  an  ap- 
propriate grouping  of  physician  specialties  and  with 
corresponding  geographically  defined  planning 
areas  and  their  resident  populations.  The  three  level 
functional  classification  of  the  nearly  one  hundred 
individual  physician  specialties  recognized  by  either 
the  American  Medical  Association  or  the  American 
Osteopathic  Association  was  accomplished  with  a 
panel  of  ten  physicians  using  a set  of  “working 
definitions”  for  the  three  patient  care  levels. 

^Additional  detail  regarding  the  methods  and  results  can  be  obtained 
by  referring  to  the  full  report. 


Donald  C.  Williams  is  presently  Supervising  Health 
Planner,  Office  of  Health  System  Planning,  Rhode 
Island  Department  of  Health,  Providence,  Rhode 
Island. 


In  a previously  issued  Technical  Repord,  the 
state  was  partitioned  into  22  primary  care  areas, 
four  secondary  care  areas,  and  one  tertiary  care 
area  for  planning  purposes.  While  issues  of  time 
and  distance  are  clearly  less  critical  in  Rhode  Island 
than  elsewhere  in  the  United  States,  the  concept  of 
regionalization  stresses  the  importance  of  the 
relative  proximity  of  resources  to  the  population  in 
order  to  assure  access  to  the  three  levels  of  care. 
Classification  of  the  state’s  geography  (and  its  asso- 
ciated population)  and  the  various  physician 
specialties  by  the  three  levels  of  patient  care  allows 
the  use  of  a set  of  specialty  specific  physician  to 
population  ratio  standards  to  be  used  to  determine 
Rhode  Island’s  physician  requirements  simultane- 
ously by  specialty  and  geography. 

Since  no  concensus  exists  regarding  an  appro- 
priate set  of  physician  to  population  ratio 
standards,  four  sets  of  standards  were  utilized  in  the 
analyses : 

1.  Professional  Opinion  Standards.  In  1973  Medical 
Economics  published  the  then  estimated  “ideal” 
physician  - population  ratios  for  twenty-two  spe- 
cialty groupings. 

2.  Health  Maintenance  Organization  (HMO) 
Standards.  The  1977  Full  Time  Equivalent  (FTE) 
physician  to  enrolled  population  ratios  of  the 
Southern  California  Kaiser  - Permanente  Medical 
Care  Program  were  obtained  from  a Group  Health 
Association  of  America  survey. 

3.  British  National  Health  Service  (NHS)  Stan- 
dards. The  1978  “Whole-Time  Equivalent”  physi- 
cian to  population  ratios  for  England  and  Wales 
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Table  1:  Summary  Table:  Results  By  Level  of  Care 


Professional 

Opinion 

Standards 

HMO 

Standards 

British 

National 

Health 

Services 

Standards 

Canadian 

Standards 

Primary  Care 

-28% 

+ 35% 

-62% 

-28% 

Secondary  Care 

+ 5% 

-1- 102% 

-t-  94% 

18% 

Tertiary  Care 

+ 34% 

NA*- 

+ 37% 

-1-  42% 

ALL 

-11% 

+ 66% 

+ 28% 

-5% 

“For  those  specialties  for  which  standards  were  available.  See  Technical  Report  No.  20. 

'’Note:  No  separate  consideration  of  tertiary  level  physicians  was  undertaken  as  the  grouping  of  physician  special- 
ties was  dictated  by  the  available  level  of  detail  provided  by  Kaiser-Permanente  in  response  to  the  Group  Health 
Association  of  America  (GHAA)  survey.  Accordingly,  both  the  tertiary  level  physician  requirements  and  suppliers 
are  subsumed  in  the  secondary  care  and,  to  a lesser  extent,  the  primary  care  analyses. 


Table  2:  Significant"  Statewide  Surplus  Specialties 


Specialty 

Agreement 

with 

Standards 

Utilized'’ 

Percent  Deviation 
From  Requirements 

Professional 

Opinion 

British 

N.H.S. 

HMO 

Canadian 

Internal  Medicine 

4/4 

-t-  53% 

-1-  223% 

+ 76% 

+ 370% 

General  Surgery 

4/4 

+ 55% 

-h  113% 

+ 279% 

+ 55% 

Obstetrics  and  Gynecology 

4/4 

32% 

-h  136% 

+ 34% 

+ 109% 

Orthopedic  Surgery 

4/4 

+ 8^% 

+ 95% 

+ 141% 

+ 101% 

Neurosurgery 

3/3 

+ 93% 

+ 285% 

NS 

+ 223% 

Thoracic  Surgery 

3/3 

-f- 147% 

+ 314% 

NS 

+ 173% 

Cardiology 

2/2 

31  % 

+ 1011% 

NS 

NS 

Endocrinology 

1/1 

NS 

+ 278% 

NS 

NS 

Nephrology 

1/1 

NS 

+ 142% 

NS 

NS 

Neurology 

3/4 

— 

+ 126% 

+ 59% 

+ 45% 

Urology 

3/4 

— 

+ 212% 

+ 56% 

+ 39% 

Gastroenterology 

2/3 

-24% 

+ 1478% 

NS 

+ 51% 

Ophthalmology 

2/3 

-34% 

+ 75% 

+ 65% 

— 

Dermatology 

2/4 

— 

+ 218% 

— 

+ 43% 

Pediatrics 

2/4 

— 

+ 200% 

-23% 

+ 85% 

Pathology 

2/4 

— 

+ 102% 

+ 373% 

-26% 

Radiology 

2/4 

— 

+ 151% 

+ 46% 

— 

Notes: 

““Significant”  -i.e.  more  than  15%  in  excess  of  estimated  requirement. 
Numerator  indicates  the  number  of  standards  which  indicate  a surplus. 
Denominator  indicates  the  number  of  standards  available  for  that  specialty. 
NS  - No  Standard 
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were  obtained  from  the  British  Department  of 
Health  and  Soeial  Services. 

4.  Proposed  Canadian  Standards.  The  recom- 
mended 1981  Full  'rime  Equivalent  (f'FE)  physi- 
cian to  poprdation  ratios  for  Canada  were  available 
from  the  1975  Canadian  Refunt  of  the  Require- 
ments Committee  on  Phys/cmn  Manpower. 

A final  step  necessary  to  allow  the  examination  of 
the  specialty  and  geographic  concordance  between 
Rhode  Island’s  existing  physician  supplies  and  the 
requirements  of  the  four  sets  of  standards  in  the  re- 
gionalized health  planning  model  is  the  conversion 
of  the  state’s  1977  physician  supplies  to  full-time 
equivalent  (FTE)  measures.  To  accomplish  this,  an 
FTE  algorithm  developed  by  the  American  Medical 
Association  to  estimate  patient  care  ETEs  was  ap- 
plied to  the  1977  Physician  Relicensure  Survey  data 
on  file  at  Rhode  Island  Health  Services  Research, 
Inc.  (SEARCH)T  This  produced  internally  con- 
sistent estimates  of  FTE  physician  manpower  in 
Rhode  Island  by  primary  specialty,  principal 
location,  and  trainee/non  trainee  status  (i.e.  intern 
or  resident)  for  use  in  the  analyses.  In  this  calcula- 


tion the  measurement  ol  the  “standard  f EE  was 
achieved  by  thvidmg  the  total  number  of  patient 
care  hours  provided  per  week  by  the  total  number  of 
physicians  providing  those  hours. 

Results 

rhe  model  produced  four  sets  of  specialty  and  loca- 
tion estimates  of  physician  requirements  for  Rhode 
Island.  No  previously  published  studies  have  pro- 
vided simultaneous  consideration  of  the  specialty 
and  spatial  dimensions  of  physician  requirements 
for  any  state  or  substate  area.  A summary  of  the 
aggregate  comparisons  between  the  state’s  1977 
extant  physician  supply  and  the  four  sets  of  require- 
ments produced  by  the  regional  health  planning 
model  are  presented  in  Table  1.  Tables  2 and  3 
summarize  the  state’s  identified  surplus  and  short- 
age specialties,  respectively. 

On  a statewide  basis  by  specialty,  the  results  re- 
ported in  Table  1 show  that  both  the  professional 
opinion  and  Canadian  standards  (which  considered 
only  physicians  not  in  training)  indicated  that 
Rhode  Island’s  1977  supply  of  physician  manpower 


Table  3:  Significant"  Statewide  Shortage  Specialties 

Specialty 

Agreement 

with 

Percent  Deviation 

From  Requirements 

Standards 

Utilized'’ 

Professional 

Opinion 

British 

N.H.S. 

HMO 

Canadian 

General/Family  Practice 

3/4 

-64% 

-62% 

-^21% 

-74% 

Psychiatry 

2/3 

-22% 

— 

287% 

-20% 

Physical  Medicine 
and  Rehabilitation 

2/3 

NS 

-h  29% 

-21% 

-21% 

Anesthesiology 

2/3 

— 

-20% 

207% 

-16% 

Hematology 

2/2 

NS 

-24% 

NS 

-50% 

Radiotherapy 

2/2 

NS 

-83% 

NS 

-34% 

Nuclear  Medicine 

1/2 

NS 

— 

NS 

-79% 

Allergy 

1/1 

-72% 

NS 

— 

— 

Emergency  Medicine 

1/1 

NS 

-17% 

NS 

NS 

Geriatrics 

1/1 

NS 

-90% 

NS 

NS 

Clinical  Pharmacology 

1/1 

NS 

-100% 

NS 

NS 

Respirology 

1/1 

NS 

NS 

NS 

-22% 

Rheumatology 

1/1 

NS 

NS 

NS 

-55% 

Notes: 

““Significant’’-i.e.,  more  than  15%  below  estimated  requirement. 

'’Numerator  indicates  the  number  of  standards  which  indicate  a shortage. 
Denominator  indicates  the  number  of  standards  available  for  that  specialty. 

NS  - No  Standard 

March,  1981  Vol.  64 


159 


was  slightly  deficient  (-11  and  -5  per  cent, 
respectively) . Conversely,  the  HMO  and  British 
National  Service  standards  indicated  the  state’s  ag- 
gregate physician  supply  to  be  somewhat  excessive 
( + 66  and  +28  per  cent,  respectively).  More  im- 
portantly, the  regionalized  approach  allowed  the 
identification  of  numerous  deficits  and  surpluses  of 
physicians  at  the  three  functional  levels  (ie, 
primary,  secondary,  and  tertiary)  and  across  their 
related  geographic  planning  areas. 

The  Canadian,  British  National  Health  Service, 
and  professional  opinion  standards  all  indicated  the 
state’s  total  supply  of  primary  care  physicians  to  be 
deficient  (-28,  62,  and  28  per  cent,  respectively) . 

Only  when  compared  with  the  manpower  require- 
ments generated  by  the  standards  drawn  from  a 
large  and  highly  integrated  HMO  did  the  state’s 
total  primary  care  physician  supply  appear  excessive 
( + 35  per  cent)  . Each  of  the  four  sets  of  standards 
identified  numerous  primary  care  physician  im- 
balances in  Rhode  Island  when  either  or  both  the 
specialty  and  geographic  dimensions  are 
considered.  In  general,  the  four  standards  show  the 
primary  care  specialties  of  general  and  family 
practice  to  be  deficient,  the  outlying  areas  to  be 
underserved,  and  several  metropolitan  areas  to  be 
somewhat  overserved. 

Each  of  the  four  sets  of  standards  identified  a 
statewide  surplus  of  secondary  care  level  physi- 
cians. The  degree  of  this  surplus  ranged  from 
+ 5 (professional  opinion)  to  +102  per  cent 
(HMO  Standard)  . However,  assessment  of  the 
appropriateness  of  the  spatial  distribution  of 
secondary  care  physicians  differed.  Both  the  Can- 
adian and  professional  opinion  standards  identified 
aggregate  shortages  of  secondary  care  physicians  in 
the  northern,  southern,  and  island  secondary  care 
areas,  while  the  central  secondary  care  area  ap- 
peared to  have  a substantially  excessive  supply  of 
secondary  care  physicians.  In  contrast,  both  the 
HMO  and  British  National  Health  Service  (NHS) 
identify  secondary  care  physician  supply  surpluses 
in  all  four  secondary  care  areas.  The  magnitudes  of 
the  surpluses  however  indicate  that  the  central 
secondary  care  area  has  the  largest  excess  supply  of 
secondary  care  physicians. 

Additionally,  all  four  sets  of  standards  indicate 
that  the  state  has  an  adequate  or  excessive  supply  of 
secondary  care  level  surgeons  in  the  aggregate. 
Despite  their  diverse  bases,  the  four  sets  of  standards 
identify  only  a few  areas  of  secondary  care  level  sur- 
geon shortages.  These  include:  minor  shortages  of 
obstetrician/gynecologists  in  the  northern  second- 
ary care  area  (professional  opinion  and  HMO 
standards)  ; insufficient  supplies  of  urologists  in  the 


northern  (Canadian,  professional  opinion,  and 
HMO  standards) , southern  (professional  opinion) , 
and  island  (professional  opinion  standards) 
secondary  care  areas;  and  too  few  ophthalmologists 
in  the  northern  (Canadian  and  professional  opinion 
standards) , and  southern  (Canadian,  and  profes- 
sional opinion  standards)  secondary  care  areas. 

At  the  tertiary  care  level,  the  Canadian,  NHS, 
and  professional  opinion  standards  all  reveal  an  ag- 
gregate excess  of  physicians  — + 42,  +37,  and  +34 
per  cent,  respectively  (the  HMO  standards 
subsumed  tertiary  manpower  in  the  secondary  care 
category) . The  aggregation  of  tertiary  care  special- 
ties, however,  conceals  numerous  and  substantial 
deficits  as  well  as  surpluses.  In  general,  tertiary  care 
surgical  specialties  appear  to  be  in  excess  supply, 
while  the  supplies  of  some  medical  and  radiologic 
subspecialties  appear  to  be  deficient.  Inclusion  of 
geographic  location  in  the  analysis  of  the  state’s 
tertiary  care  physician  provides  additional  insight. 
Although  the  entire  state  represents  a single  tertiary 
care  planning  area,  tertiary  care  manpower  ideally 
should  be  located  in  the  central  secondary  care  area 
(ie,  the  Providence  metropolitan  area) . Such  cen- 
tralization of  tertiary  care  manpower  allows  the 
“critical  mass”  of  support  and  adjunct  activities  to 
be  provided  in  economical  fashion.  However,  many 
of  the  tertiary  care  specialties,  particularly 
surgeons,  are  found  outside  the  central  secondary 
care  area.  For  the  most  part  these  physicians  are 
located  in  the  northern  and  southern  secondary  care 
areas. 

Summary 

The  regionalized  health  manpower  analyses  indi- 
cate the  following: 

1.  The  states  aggregate  primary  care  physician 
supply  is  either  slightly  excessive  (HMO  standard) 
or  slightly  to  substantially  deficient  (all  other 
standards)  depending  upon  the  standard  utilized. 

2.  General  and  family  practitioners  are  in  especially 
short  supply. 

3.  Primary  care  physicians  are  inappropriately  dis- 
tributed by  geography  (many  rural  areas  are 
relatively  underserved  while  some  metropolitan 
areas  are  overserved) . 

4.  The  state’s  aggregate  supplies  of  both  secondary 
and  tertiary  care  physicians  are  excessive. 

5.  In  particular,  there  are  excesses  of  most  second- 
ary and  tertiary  care  surgical  specialists. 

6.  The  location  of  a substantial  proportion  of  the 
state’s  tertiary  care  physician  manpower  is  not  cen- 
tralized, but  is  (inappropriately  from  a perspective 
of  a regionalized  health  care  system)  located  in  the 
northern  and  southern  secondary  care  areas. 
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ONE  SENTENCE  ESSAY 
The  Basis  of  Diagnosis 

The  number  of  things  that  can  be  truthfully  said  about  any  object  in  the  world  is  unimagin- 
ably large,  and  the  only  way  in  which  we  can  speak  usefully  of  things  is  to  confine  ourselves 
to  matters  that  are  relevant. 

Marsden  S.  Blois,  PhD,  MD,  from  "Clinical  Judgment  and 
Computers".  New  England  Journal  of  Medicine.  July  1980. 
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CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

Exercise  Therapy  and  Comprehensive 
Rehabilitation  Services  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Each  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER 

200  High  Service  Avenue 
North  Providence,  RI  02904 


274-6777 


Briox. 

the  new,  safe 
concept  in  oxygen 
for  home  use. 

NO  MORE  TANKS 


Safe,  simple,  convenient  and  economi- 
cal. The  Oxy-Concentrator  actually  con- 
centrates oxygen  from  normal  room  air 
and  delivers  it  to  the  patient  in 
enriched,  filtered  and  conditioned  form. 

CALL  US  NOW  FOR  DETAILS 

Medicare  and  Third  Party  Approval 


A Complete  Medical 
Supply  Center 

Medicare  Claims 
Accepted 
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SURGICAL  CENTERS 


6S5  Park  Ave. 

Cranston 

(401)781-2166 
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Feeii^vs 

Some  people  feel  that  I am  misused  and  overused 
and  that  I’m  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
(increase  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  ^eat 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  pe^le  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “weak,  ” can’t  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 


Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usuaUy 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they've  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam /Roche)  , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


Valiuirics 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam  Roche)  in  long- 
term use.  that  IS.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  m patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrav/al 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use. 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  Increased 
risk  of  congenital  malformations  as  sug- 
gested In  several  studies.  Consider 
possibility  of  pregnancy  when  Instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  Intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazmes. 
narcotics,  barbiturates.  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  laundice.  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b I d to  q i d . alcoholism.  10  mg  I i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d 
or  q I d . adjunctively  in  convulsive  disorders,  2 to  10 
mg  bid  to  q i d Geriatric  or  debilitated  patients  2 to 
2V2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions  ) Children  1 to 
21/2  mg  t I d or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 

Supplied:  Valium? (diazepam'Roche)  Tablets,  2 mg, 

5 mg  and  10  mg— bottles  of  100  and  500,  Tel-E-Dose* 
packages  of  100,  available  in  trays  of  4 reverse-num  - 
bered  boxes  of  25.  and  in  boxes  containing  10  strips 
of  10.  Prescription  Paks  of  50,  available  in  trays  of  10 
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more  information  on  TOP,  call 
Don  Marcum  at  (401) 
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COVER:  Dramatic  Moment  — A White  Cell  Entering  the  Fray. 

An  electron  micrograph  showing  a polymorphonuclear  leukocyte  (1)  crawling  through  a capillary  wall. 

The  lumen  of  the  blood  vessel  is  at  the  top.  The  ieukocyte  has  extended  a long  pseudopod  (Ps)  between  the  endothelial  cells  (E). 
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Elective  Surgery,  Not  Just 
a Statistic  but  a Potential 
Time  Bomb 

Charles  E.  Millard,  MD 

Elective  surgery  is  conceived  by  most  people,  includ- 
ing the  health  planners,  as  some  type  of  procedure 
which  can  be  performed  without  danger  at  any  time  in 
the  future.  However,  elective  surgery  should  properly 
be  termed  non-emergency  surgery;  that  is,  any  surgery 
which  is  not  of  an  emergency  nature  or  of  a life  saving 
nature. 

The  connotation  that  most  people  have  of  elective 
surgery  is  that  some  innocuous  procedure,  such  as 
the  removal  of  a mole  or  some  other  such  simple  pro- 
cedure, is  about  to  take  place.  In  reality,  however,  so- 
called  elective  or  non-emergency  surgery  may  vary 
from  a very  innocuous  procedure,  such  as  removing  a 
mole,  to  one  that  could  profoundly  affect  the  morbidity 
or  even  the  mortality  of  an  individual.  Illustrative  of  the 
latter,  for  example,  coronary  bypass  surgery  which  is 
utilized  to  treat  angina  pectoris  not  responding  to 
medical  therapy,  is  considered  non-emergency  or 
“elective  surgery”.  It  is  obvious  then  that  this  is  a life- 
threatening  situation,  since  no  one  knows  when  a 
coronary  thrombosis  will  occur.  By  postponing  this 
type  of  surgery  one  could  be  responsible  for  the 
patient  suffering  a massive  myocardial  infarction 
which  could  result  in  his  or  her  death.  Therefore,  these 
statistics  may  assume  ominous  proportions. 

Another  form  of  non-emergency  surgery  is  the 
hernia  operation.  It  is  well  known  that  as  long  as  the 
hernia  remains  within  the  abdominal  cavity  it  is  rela- 
tively safe,  but  once  it  protrudes  outside  the 
abdominal  wall  it  may  or  may  not  become 
incarcerated.  A postponed  herniorrhaphy  could  pos- 
sibly and  conceivably  become  incarcerated  in  patients 
who  have  been  admitted  with  myocardial  infarctions 
or  with  pneumonia  or  some  other  life-threatening 
disease.  An  incarcerated  hernia  is  an  emergency 
operation  which  must  be  performed  no  matter  what 
other  conditions  exist  at  the  time.  Therefore,  we  see 
what  was  a relatively  simple  innocuous  procedure 
transformed  into  a life-threatening  and  possibly  fatal 
procedure  because  of  postponement. 

Another  example  would  be  a patient  who  has 
chronic  cholelithiasis  or  gall  bladder  disease.  Again  a 
cholecystectomy  performed  under  ideal  conditions  is 
not  without  danger,  but  nonetheless  can  be  performed 
with  a great  degree  of  safety.  However,  this  non-emer- 
gency procedure  postponed  could  possibly  lead  to 
sudden  obstruction  of  the  duct  leading  from  the  gall 

(continued  next  page) 


RIMS  • Membership  Count  • RIMS 

Jan. 31,  1981  Feb. 28,  1981 

Total  RIMS  members 1386  1390* 

Total  AMA  Members 839  852 

New  RIMS  members 7 

Stephen  J.  D’Amato,  MD  Glenn  W.  Mitchell,  MD 
Stephen  D.  DiZio,  MD  Virginia  S.  Parker,  MD 
George  A.  Hahn,  Jr.,  MD  (resident) 

Julius  C.  Migliori  (student)  Michael  C.  Wiemann,  MD 

‘Count  shows  7 new  members  minus  loss  of  three 
members  by  death. 


RIMS  • Appointments  • RIMS 

James  Yasher,  MD  Negotiations  Committee;  Com- 
mittee on  Delivery  of  Medical  Care 
Betty  B.  Mathieu,  MD  Blue  Shield  Liaison 
Committee 


Obfuscation  by  Planning? 

Too  Many  CT  Scanners? 

Rhode  Island  Department  of  Health  Appropriateness 
Review  criteria  for  CT  scanners  prescribe  that 
scanners  must  demonstrate  cost-effectiveness,  imply- 
ing that  we  may  already  have  too  many; 

Each  provider  of  computerized  tomography  should 
demonstrate  the  cost  effectiveness  of  implementing 
CT  by  documentation  of  the  cost  avoidance  associated 
with  reduction  of  other  diagnostic  procedures,  surgical 
interventions  and/or  inpatient  admissions. 

A computerized  tomographic  scanner  (head  and  body) 
should  operate  at  a minimum  of  3500  medically  neces- 
sary head  equivalent  CT  units  (HECTs)  per  year  for  the 
second  year  of  its  operation  and  thereafter. 

But,  What  About  $700,000  in  Ambulance  Costs? 

At  St.  Joseph  Hospital  there  is  an  estimated  daily  aver- 
age of  15  ambulance  patients  per  day.  At  One  Ran- 
dall Square,  the  Moshassuck  Medical  Center,  the 
estimate  is  4 to  5 ambulance  patients  per  day.  At  the 
Rhode  Island  Hospital,  the  estimate  is  one  ambulance 
patient  per  day.  Consequently  there  are  on  the  average 
20  patients  requiring  ambulance  trips  to  and  from  one 
of  the  three  centers  for  CAT  scanning.  The  Rhode 
Island  ambulance  fee  for  this  service  is  $69.50  one  way 
plus  $1.75  a mile.  A round-trip  fee  is  double  or  $140.00 
with  the  additional  $1.75  per  mile.  Assuming  20 
patients  a day,  five  days  a week  for  fifty  weeks  a year, 
the  expense  entailed  in  obtaining  CAT  scans  for  these 
patients  amounts  to  $700,000. 
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Elective  Surgery,  Not  Just 
a Statistic  (continued) 

bladder,  which  results  In  all  types  of  complications, 
such  as  empyema  of  the  gall  bladder  and  inflammation 
of  the  liver.  This  then  has  changed  what  was  a relative- 
ly safe  operative  procedure  into  an  emergency 
procedure  under  adverse  circumstances.  Not  only  will 
it  prolong  the  morbidity  but  may  possibly  result  in  the 
demise  of  a patient. 

Carcinoma  of  the  lung  or  bowel  or  some  other  organ 
in  the  body  is  considered  a non-emergency  type  of  pro- 
cedure and  therefore  is  frequently  postponed  because 
of  the  shortage  of  beds.  Not  only  does  this  decrease 
the  possibility  of  survival  of  the  patient,  but  it  also 
creates  havoc  with  the  patient’s  psyche  and  with  the 
anxities  of  the  family  who  are  so  deeply  concerned 
about  the  well-being  of  this  patient. 

Many  people  plan  elective  procedures  during  their 
vaction  time.  Therefore,  they  hire  babysitters  and 
make  all  types  of  arrangements  In  order  to  take  care  of 
their  family  while  they  undergo  these  elective 
procedures  at  a specified  time.  Postponing  such  a 
procedure  disrupts  the  entire  socio-economic  well- 
being of  the  family  and  inflicts  undue  hardship  upon 
them. 

It  should  therefore  be  patently  obvious  that  when 
one  discusses  “elective  surgery”,  which  I think  should 
be  called  non-emergency  surgery,  one  is  dealing  not 
with  a statistic  which  has  no  meaning  or  significance, 
but  rather  with  one  which  must  be  given  some 
credence  by  health  planners.  This  statistic  cannot  be 
glossed  over  with  the  impunity  with  which  it  has  been 
dealt  with  in  the  past.  We  ask  very  sincerely  of  those 
who  are  making  plans  for  the  future  health  care  of  our 
people  to  take  this  into  consideration.  At  one  hospital 
in  the  state  of  Rhode  Island  last  year,  because  of  the 
overcrowded  conditions  in  the  hospital  and  the  lack  of 
hospital  beds,  700  “elective”  surgical  procedures  were 
postponed.  How  many  of  these  resulted  in  an  increase 
in  morbidity  and  mortality  has  not  been  determined. 
But  until  such  time  as  a scientific  study  has  been 
carried  out  to  determine  results  of  postponing  non- 
emergency surgery,  we  must  consider  this  a very 
serious  factor  in  health  planning.  We  implore  those 
who  are  making  our  plans  for  the  future  to  take  this 
into  consideration  when  they  are  determining  the 
number  of  beds  that  we  need  in  the  state  of  Rhode 
Island.  Failure  to  do  so  will  place  the  burden  of 
responsibility  upon  them.  ■ 
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Public  Laws 
Committee  Update 

Peter  D.  T.  Clarisse,  MD 
Howard  E.  Lawton 

The  Public  Laws  Committee  of  the  Rhode  Island 
Medical  Society,  under  the  Chairmanship  of  Dr.  Peter 
D.  T.  Clarisse,  has  held  two  recent  meetings,  and 
meetings  now  are  scheduled  twice  monthly  for  the  re- 
mainder of  the  1981  session  of  the  General  Assembly. 

As  of  the  present  time  over  1450  bills  have  been  in- 
troduced in  the  Senate  and  House  of  Representatives 
and,  fortunately  for  this  Committee,  only  about  100  of 
these  concern  the  health  field  and  of  those  the  Com- 
mittee has  reviewed  42  that  directly  concern  the 
physician. 

Testimony  was  presented  by  Dr.  Paul  T.  Welch  on 
the  Medical  Examiners  Bill  (81-S0120)  and  by  Dr.  Milton 
Hamolsky  at  an  oversight  hearing  called  by  Rep.  Keven 
A.  McKenna  on  the  alleged  shortage  of  hospital  beds 
in  Rhode  Island.  The  papers  presented  by  the  doctors 
were  included  in  the  March  issue  of  this  Newsletter. 

The  Committee  expects  the  heaviest  workload  is 
just  ahead  as  the  legislature  now  will  be  holding 
hearings  on  bills  as  presented  and  physicians  will  be 
called  upon  to  testify  on  the  bills. 

Woonsocket  District 
Meeting 

Craig  A.  Harris,  MD 

The  Woonsocket  District  Medical  Society  held  a dinner 
meeting  at  Wright’s  Farm  on  November  13,  1980.  Dr. 
Roger  J.  Fontaine,  President,  presided,  with  approxi- 
mately thirty-five  members  present. 

Applications  for  new  memberships  were  introduced, 
and  the  Society  voted  to  accept  the  following  members: 
Dr.  Roland  Landry;  Dr.  Mohammad  Arif;  and  Dr.  Frank 
Jones  as  associate  members,  it  being  noted  that  they 
are  already  members  of  the  Providence  Medical 
Society.  Also  Dr.  Michael  Spizzirri  and  Dr.  Ratilal 
Dodhia  were  accepted  as  active  members  by  unani- 
mous approval. 

Dr.  Fontaine  presented  a plaque  to  Dr.  Leonard  Stau- 
dinger  in  recognition  of  his  past  services  as  President 
of  the  Woonsocket  District  Medical  Society. 

Dr.  Peter  L.  Mathieu,  Jr.,  President  of  the  Rhode 
Island  Medical  Society,  was  guest  of  the  meeting, 
speaking  on  the  topic  “Activism  in  Organized 
Medicine”.  Dr.  Mathieu  suggested  avenues  to  unity  by 
closer  cooperation  between  the  districts  and  the  state 
society:  by  strengthening  of  the  Staff  Physicians 
Association  of  Rhode  Island  (SPARI);  and  by  individual 
physicians’  renewed  alliance  to  the  American  Medical 
Association.  An  invitation  was  extended  to  the  district 
to  use  the  Rhode  Island  Medical  Society  Building  as 
often  as  possible  for  medical  affairs.  The  importance  of 
RIMS  committees  as  the  base  for  open-door  involve- 
ment of  membership  was  stressed,  and  district 
members  present  were  asked  to  join  and  support  RIMS 
committees.  Dr.  Mathieu  reminded  everyone  that  there 
might  be  dollar  bills  taped  underneath  their  chairs,  but 
that  they  would  need  to  get  up  off  their  seats  in  order 
to  find  them. 
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Interviews  of  the  Month 

Erminio  Card!,  MD 
David  R.  Hallmann,  MD  ^ 

Dr.  Erminio  Cardi  and  Dr.  David  R.  Hallmann  are  res- 
pectively Treasurer-Elect  and  Secretary-Elect,  1981- 
1982,  of  the  Rhode  Island  Medical  Society.  Dr. 
Hallmann  will  succeed  Dr.  Melvin  Hoffman  as  Secre- 
tary. Dr.  Cardi  will  be  installed  for  a second  year  as 
Treasurer.  Each  will  bring  to  his  task  a broad  vision  of 
the  role  of  the  Rhode  Island  Medical  Society  and 
organized  medicine  in  the  total  health  care  delivery 
system. 


David  R.  Hallmann,  MD  Erminio  Cardi,  MD 


Dr.  Cardi,  a graduate  of  La  Salle  Academy,  Provi- 
dence College,  and  Georgetown  Medical  School,  is  in 
the  private  practice  of  surgery.  He  is  active  in  affairs  at 
St.  Joseph  Hospital,  Providence,  where  he  is  a 
member  of  the  Board  of  Trustees,  the  Development 
Committee,  and  the  Finance  Committee.  Dr.  Cardi  was 
“pleasantly  surprised”  upon  learning  of  his  renomina- 
tion to  the  office  of  Treasurer. 

“I  see  the  Rhode  Island  Medical  Society  as  entering 
a new  era,”  says  Dr.  Cardi.  He  envisions  great  challen- 
ges and  great  opportunities  ahead  for  organized 
medicine  to  make  a positive  impact  on  the  delivery  of 
health  care.  “The  structure  of  our  organization  is  being 
realigned  as  is  necessary  from  time  to  time  to  pave  the 
way  for  tomorrow.” 

During  his  first  year  as  Treasurer  Dr.  Cardi’s  role  in 
effecting  changes  was  significant.  By  his  leadership 
the  principles  underlying  the  Society’s  fiscal  operation 
were  analyzed.  The  retrospective  cash  system  of 
reporting  is  now  in  the  process  of  changeover  to  a 
prospective  cash  accrual  system.  This  modification, 
he  anticipates,  will  provide  a solid  base  for  future 
growth.  Up  until  the  present  the  Society’s  only 
substantial  source  of  income  was  dues  from  members. 
Dr.  Cardi  believes  this  will  change:  “To  carry  out  the 
programs  which  are  needed,  we  need  more  money.  It’s 
as  simple  as  that.  Several  possibilities  for  generating 
revenue  exist.  Perhaps  the  Society  of  tomorrow  will 
own  and  operate  an  insurance  brokerage  agency.  This 
is  just  one  idea  of  many.” 


In  Dr.  Cardi’s  view,  the  Society’s  most  important 
challenge  ahead  will  be  “to  say  what  needs  to  be  said 
when  it  needs  to  be  said.”  He  believes  the  past  few 
years  have  demonstrated  this.  “The  Society  had  some- 
thing to  say  to  the  SHCC,  said  it,  and  made  an 
impact.”  Dr.  Cardi  strongly  endorses  the  estab- 
lishment during  the  past  year  of  regular  meetings 
between  the  Society  leadership  and  Department  of 
Health  leadership  which  he  says,  “is  having  salutary 
effects  already.” 

Dr.  David  R.  Hallmann,  Secretary-Elect,  is  a graduate 
of  Rhode  Preparatory  School,  New  York,  and  of  Tufts 
College  in  Medford,  Massachusetts  and  Tufts  Univer- 
sity School  of  Medicine  in  Boston.  His  specialty  is 
Radiology,  and  since  1964  he  has  been  Radiologist-in- 
Chief,  The  Memorial  Hospital  in  Pawtucket.  Society 
offices  held  by  Dr.  Hallmann  are  many.  They  include 
President,  The  Radiological  Society  of  Rhode  Island 
(1971-1972):  President,  Pawtucket  Medical  Association 
(1977-1980);  and  President,  Staff  Physicians  Associa- 
tion of  Rhode  Island  (1980-present).  During  the  past 
year  he  has  participated  actively  in  the  development  by 
the  Rhode  Island  Medical  Society  of  programs  of  the 
Educational  and  Scientific  Board,  of  which  he  is  Vice- 
Chairman.  Also,  he  is  a member  of  the  Rotary  Club  of 
Pawtucket  and  of  the  Blackstone  Valley  Chamber  of 
Commerce. 

“The  specialty  of  Radiology  has  problems  unique  to 
itself  and  a few  other  specialties  now,”  says  Dr.  Hall- 
mann, “but  these  could  become  universal.”  A stronger 
medical  profession  and  a stronger  medical  society, 
in  Dr.  Hallmann’s  , vision,  entails  development  of  a 
closer  relationship  with  hospital  staff  organizations. 
Hospitals  are  the  places  where  our  patients  are  cared 
for,  and  hospital  staff  groups  should  be  better 
structured  into  the  medical  society  organization.  With 
the  help  of  medical  society  leadership,  hospital  staffs 
could  be  better  informed  and  more  effective,  in  Dr. 
Hallmann’s  view. 

Cooperative  efforts  between  the  Staff  Physicians 
Association  of  Rhode  Island  (SPARI),  under  Dr. 
Hallmann’s  presidency,  and  the  Rhode  Island  Medical 
Society  worked  splendidly  last  fall  in  the  co-sponsor- 
ship of  a visit  by  an  AMA  Delegate  from  the  Medical 
Society  of  the  State  of  New  York.  Dr.  George  T.C.  Way 
spoke  to  both  SPARI  and  RIMS  on  the  subject  of  phy- 
sician-hospital-university relations.  “It  was  a beginning 
which  should  be  encouraged,”  Dr.  Hallmann  believes. 
“The  AMA  is  very  interested  in  hospital  physicians  and 
hospital  relations.” 

In  Dr.  Hallmann’s  view,  SPARI  is  “one  of  the  arms,  a 
very  good  arm”  of  the  Society.  He  shares  Dr.  Cardi’s 
prophecy  of  a strengthened  base  of  Society  operations 
and  a widened  sphere  of  its  influence. 

Looking  into  the  future  is  natural  for  both  officers- 
elect  since  within  their  respective  families  there  are 
representatives  of  the  next  generation  of  health  profes- 
sionals. Dr.  Hallmann  has  three  daughters  and  a son. 
One  of  his  daughters  is  presently  working  with  the 
health  planning  office  of  the  Massachusetts 
Department  of  Health.  Her  fiance  is  a medical  student 
at  Harvard  University,  which  Dr.  Hallmann  admits 
makes  for  some  rather  interesting  discussions  about 
the  future  of  the  health  delivery  system.  Dr.  Cardi  is 
the  father  of  six  children,  of  whom  two  are  presently 
undertaking  to  follow  in  the  family  tradition  to  become 
doctors.  ■ 
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Council  Briefs 

Meeting:  February  9, 1981 

Peter  L Mathieu,  Jr.,  MD  , Presiding 

• A principal  subject  before  this  meeting  of  the 
Council  was  recent  actions  by  the  administration  of 
The  Miriam  Hospital  in  closing  and  then  reopening  the 
cardiac  surgery  service  at  that  hospital,  affecting  staff 
privileges  there.  Guests  of  the  meeting,  Drs.  Edward 
Andersen  , Richard  Perry  r , Francis  L.  Scarpaci, 
and  John  Yashar  r , and  Jerry  Clousson,  Esq.  had  all 
been  invited  to  address  this  problem. 

• Dr.  Charles  E.  Millard  r reported  on  activities  of 
the  Search  Committee  for  an  Executive  Director 
appointed  by  the  House  of  Delegates  on  January  21, 
1981. 

• Dr.  Melvin  Hoffman  r reported  on  a very  significant 
change  being  considered  by  the  Mediation  Committee 
by  which  specialty  societies  will  have  representatives 
on  the  Mediation  Committee  who  will  be  responsible 
for  the  investigatory  phase  of  the  evaluation  of  a 
complaint. 

• A motion  was  approved  to  accept  the  slate  of 
nominees  presented  in  the  handbook  with  corrections. 
Nominees  are:  Charles  E.  Millard,  MD  President; 
William  F.  Varr,  Jr.,  MD  ^ Vice  President;  Melvin 
D.  Hoffman,  MD  f President-Elect;  David  R.  Hall- 
mann  f Secretary;  Erminio  Cardi,  MD,  Treasurer. 

• A motion  was  approved  directing  the  President  to 
appoint  a committee  of  three  to  begin  implementation 
of  an  award  to  an  outstanding  physician  member  of 
the  Rhode  Island  Medical  Society. 

• A motion  was  approved  to  appoint  Dr.  Peter  L.  Math- 
ieu, Jr.  > to  serve  on  the  Rhode  Island  Community  Tel- 
evision Access  Committee  (RICTAC),  for  the  further- 
ance of  public  health  education  through  cable  TV. 

• Dr.  Paul  B.  Metcalf,  Jr.  r reported  on  the  recent 
meeting  of  the  Trustees  of  the  RIMS  Building.  A 
motion  was  approved  to  endorse  expenditure  for  archi- 
tectural and  fire  safety  advice;  and  for  renovations, 
carpeting  and  shower  repairs  in  the  basement 
apartment,  the  total  not  to  exceed  $1000. 

• Dr.  James  A.  McGrath  Washington  County 
Medical  Society,  expressed  the  concern  that  Blue 
Shield  profiles  have  been  purposely  weighted, 
calculated  not  on  the  previous  year’s  figures,  but  on 
allowances  arbitrarily  reached  by  Blue  Shield  for  the 
past  year.  Lengthy  discussions  followed  of  Rhode 
Island  Medical  Society  relations  with  Blue  Shield, 
particularly  with  respect  to  the  proposed  merger 
between  the  boards  of  Blue  Cross  and  Blue  Shield. 

• As  this  was  Dr.  McGrath’s  last  night  as  a member  of 
the  Council,  after  a total  of  20  years  as  a member  of 
the  House  of  Delegates  and  the  Council,  the  Council 
gave  him  a round  of  applause  in  appreciation  of  his 
years  of  service. 

• There  was  a general  discussion  of  neighborhood 
health  centers  and  the  possibility  of  a public  relations 
campaign  to  teach  the  value  of  continuity  in  the 
physician-patient  relationship,  and  the  relative  cost- 
effectiveness  of  private  physicians’  services  in  the 
total  health  care  delivery  system.  Dr.  Millard 


Left  to  right:  Jerry  Clousson,  Esq.  AMA  Chief  Negotiator;  Dr. 
Peter  L.  Mathieu,  Jr.,  Dr.  Richard  Perry;  Dr.  James  Yashar 


suggested  that  the  President  should  appoint  a 
committee  to  study  neighborhood  health  centers 
around  the  state  and  report  on  their  findings. 

• Dr.  Melvin  D.  Hoffman  f presented  information 
pertaining  to  a proposal  of  the  Governor’s  Commission 
on  Aging  for  a $iy2  million  expansion  of  day  care 
centers  for  the  elderly. 

• On  the  recently  raised  controversial  issues  sur- 
rounding the  office  of  the  State  Medical  Examiners,  Dr. 
Charles  E.  Millard  ^ presented  his  recommendation 
that  the  Society  endorse  the  independence  of  the 
office.  A motion  was  approved  to  endorse  the  indepen- 
dence of  the  office  of  State  Medical  Examiners. 

• Dr.  Charles  P.  Shoemaker,  Jr.  r reported  on  activi- 
ties of  the  Hi-Tech,  Hi-Touch  Committee  and  stated 
that  on  the  basis  of  recent  consideration  he  would  pre- 
fer outright  purchase  of  a computer  system  to  a time 
leasing  arrangement. 

• Dr.  Erminio  Cardi  reported  that  he  is  presently 
attempting  to  establish  a RIMS  insurance  brokerage 
agency,  which  will  greatly  improve  the  Society’s  finan- 
cial position. 

• The  Rhode  Island  Medical  Journal  financial  report 
contained  in  the  meeting  handbook  was  presented, 
and  it  was  noted  that  the  cost  of  the  Journal  is 
approximately  $25,000  yearly. 

• The  Council  considered  a recommendation  that 

traveling  expenses  of  candidates  for  the  position  of 
Executive  Director  should  be  reimbursed.  It  was 
agreed  that  such  would  be  done  prospectively,  but  not 
retrospectively,  in  other  words  that  agreement  for 
payment  would  be  established  before  an  interview.  A 
motion  to  pay  expenses  of  William  Isele  retroactively 
was  defeated.  ■ 


American  Women’s  Medical  Association  Organiza- 
tional Meeting:  April  28,  1981,  7:30  pm 

Speaker:  Eugenia  Marcus,  MD,  President,  New  England 
Chapter 

Contact:  Betty  B.  Mathieu,  MD  - 521-3231 

Red  Cross  100th  Birthday  (1881-1981) 

POP’S  CONCERT  featuring  “The  American  Band” 
Saturday,  May  9,  1981  Phone:  831-7700 
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Meet 

Rhode  Island 
Legislators 

Gloria  Fleck, 

Senate  Deputy  Majority  Leader 

Ann  Hanson, 

Representative 


Ann  Hanson’s  career  in  civic  and  political  affairs 
began  when  her  last  daughter  (of  four)  was  born  in 
1968.  Since  then  she  has  served  the  Rhode  Island 
League  of  Women  Voters  on  many  issues,  including 
the  Barrington  sewer  project,  now  nearing  completion. 
She  became  President  of  the  local  league  for  a two- 
year  term  in  1973.  Shortly  thereafter  she  entered  the 
race  for  a seat  on  the  Barrington  Town  Council,  lost 
the  contest  on  her  first  try,  then  succeeded,  and 
served  on  the  Council  from  1975  to  1980.  Last  fall  she 
was  elected  Rhode  Island  Representative  from  District 
88  in  Barrington,  so  now  she  brings  her  fresh  project- 
oriented  perspective  to  this  task.  She  is  on  the  House 
Committee  on  Special  Legislation,  which  at  present  is 
looking  at  a good  deal  of  proposed  anti-smoking  legis- 
lation. “Much  of  the  activity  is  impractical,”  she  says. 
“Enforcement  would  require  federal,  rather  than  state 
authority.”  As  the  wife  of  physician  member.  Dr. 
Daniel  Hanson  r , she  has  an  interest  in  medical  and 
health  legislation.  As  an  initial  observation,  she  notes 
that  some  of  the  latter  seems  intended  to  harass 
certain  groups  of  providers,  rather  than  to  promote  the 
public  health  and  welfare.  As  an  initial  response  to  the 
Rhode  Island  legislative  process,  she  says,  “I’d  like  to 
see  fewer  bills,  with  more  thought  and  substance  in 
them.  The  machinery  is  very  complex.” 


Gloria  Kennedy  Fleck  is  serving  her  third  term  as 
Rhode  Island  Senator  from  District  15  in  Warwick.  She 
is  Deputy  Majority  Leader  which  requires  that  she  co- 
sign all  major  legislation  introduced,  and  that  she 
assist  new  members  of  the  Senate  to  become 
acquainted  with  its  procedures.  Philosophically,  she 
considers  herself  a “people  person”,  an  advocate  for 
the  consumer,  who  “goes  to  bat”  for  the  working  per- 
son. She  styles  herself,  also,  a “fiscal  conservative,” 
and  sees  no  contradiction  between  the  two  orienta- 
tions. One  of  the  biggest  concerns  in  her  district,  as 
elsewhere,  she  says,  is  to  achieve  a balanced  budget. 
To  keep  abreast  of  grass  roots  opinions  on  the  major 
issues.  Senator  Fleck  holds  constituency  meetings  in 
a local  firefighters’  hall  in  her  district.  She  has 
discovered  in  these  meetings  that  “the  voters  who 
elected  me  want  restraints  on  spending  — and  I want 
the  same.”  Senator  Fleck  holds  a degree  in  political 
science  and  public  administration,  works  at  a full-time 
job,  and  is  a single  parent  of  a son,  aged  12,  and 
daughter,  aged  10,  who  give  signs  of  following  in  her 
activist  footsteps.  She  tells  the  story  of  her  son 
arriving  home  from  school  with  a petition  full  of 
signatures  which  he  had  been  circulating.  His  cause: 
He  had  decided  it  was  time  to  do  something  to  help 
save  the  whales. 


Aches  and  Pains  . . . 

• The  Massachusetts  Supreme  Court  has  ruled 
that  the  state’s  Rate  Setting  Commission  has  the 
power  to  deny  approval  of  charges  for  a CT  scanner 
because  of  the  provider’s  failure  to  obtain  a determina- 
tion of  need  from  the  Department  of  Health. 

• Rhode  Island’s  Statewide  Health  Coordinating 
Council  (SHCC)  continues  to  develop  its  first  Annual 
Implementation  Plan  (AlP)  in  an  effort  to  put  the 
recently  HHS-approved  State  Health  System  Plan  into 
effect.  A second  updated  State  Health  Plan  also  is 
being  formulated  in  accordance  with  the  National 
Health  Planning  and  Resources  Development  Act  of 
1974  (PL93-641).  All  this  takes  place  in  the  face  of 
rumored  cutbacks  in  federal  financial  support  for  state 
health  planning  efforts  under  PL93-641. 

• A new  guide  to  recruiting  activities  for  the 
National  Health  Service  Corps  Scholarship  Program 
emphasizes  reaching  premedical  students  through 
their  advisors,  especially  those  at  the  138  undergradu- 
ate schools  which  produced  100  or  more  medical 
school  applicants  in  the  1980-81  school  year. 

• The  first  grants  in  humanistic  health  care, 
authorized  under  section  788  (d)  of  the  Public  Health 


Service  Act,  were  awarded  by  the  Bureau  of  Health 
Professions  in  Fiscal  1980.  Thirteen  curriculum 
development  grants,  totaling  $922,484,  were  awarded 
for  projects  to  train  and  motivate  health  professions 
students  in  a variety  of  disciplines  to  provide  health 
services  more  effectively  by  personalizing  and 
humanizing  relationships  between  patients  and  practi- 
tioners. 

• The  AMA  has  called  for  withdrawal  of  proposed 
regulations,  by  which  health  care  prepayment  plans 
(HCPPs)  that  elect  to  be  reimbursed  on  a reasonable- 
cost  basis  would  have  to  meet  specific  qualifying 
conditions  before  being  authorized  by  HCFA.  There  is 
neither  a statutory  basis  nor  a practical  justification 
for  attempts  to  make  health  care  prepayment  plans 
operate  more  like  health  maintenance  organizations, 
the  American  Medical  Association  told  the  Health 
Care  Financing  Administration. 

• The  American  College  of  Physicians  has 
launched  a study  aimed  at  evaluating  diagnostic  tests 
and  therapeutic  procedures  used  by  physicians.  The 
ACP  said  it  hopes  to  identify  and  recommend  optimal 
use  of  the  tests  and  procedures,  as  well  as  eliminating 
those  that  are  outdated.  The  project  is  being 
supported  by  a $650,412  grant  from  the  John  A.  Hart- 
ford Foundation. 
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Administrative  Reports  . . . Meetings  with  Officers  and  Staff 


Wednesday,  February  4,  1981 . . guests  of 

the  meeting  were  Donald  C.  Williams,  Supervising 
Health  Planner,  Rhode  Island  Department  of  Health 
and  William  J.  Waters,  PhD,  Assistant  Director,  Rhode 
Island  Department  of  Health  . . . discussed  Rhode 
Island  bed  registry  proposal,  delayed  by  inability  to 
decide  on  the  appropriate  agency  in  the  community  to 
operate  it  . . . discussed  ongoing  matters  pertaining  to 
the  DOH-RIMS  combined  physician  information 
survey,  the  Annual  Implementation  Plan,  and  Appro- 
priateness Reviews  . . . discussed  the  AMA  stance  on 
PL  93-641,  which  favors  its  repeal  . 

Wednesday,  February  11,  1981  . guest  of 

the  meeting  was  Mr.  Frank  Donahue,  Chief,  Special 
Projects,  Rhode  Island  Department  of  Health  . . . 
discussed  the  general  topic  of  behavioral  modification 
programs  as  an  approach  to  health  promotion  and 
disease  prevention  and  possible  cooperation  between 
the  Society  and  the  Department  of  Health  to  sponsor 
such  programs  . . . the  increasingly  publicized  nursing 
home-hospital  bed  shortage  problem  was  reviewed 
and  strategies  for  solution  were  considered,  including 
low-interest  loans  for  prospective  nursing  home 
developers  . . . looked  at  an  application  for  federal 
funding  for  Mental  Health  Services  of  Cranston,  Johns- 
ton, & Northwestern,  Rl  . . . heard  staff  reports  on 
regular  business  matters. 

Wednesday,  February  18,  1981  guest  of 

the  meeting  was  Mr.  Nat  Caliendo  from  the  Division  of 


Corporate  and  Foundation  Relations  of  the  University 
of  Rhode  Island  . . . planned  cooperation  between  the 
university  and  the  Society  on  community  affairs 
projects  and  set  a date  for  a future  meeting  for  policy 
discussion  with  URI  officials  . . . heard  a report  on  a 
draft  of  a bill  to  create  a physicians’  assistants  com- 
mission to  be  composed  of  2 physicians,  1 physicians’ 
assistant,  1 consumer,  and  1 other . . . looked  at  certifi- 
cate-of-need  applications  from  Summit  Medical  Center, 
Providence,  Rl  and  Waterman  Heights  Nursing  Home, 
Inc.,  Greenville,  Rl  . . . heard  staff  reports  on  regular 
business  matters. 

Wednesday,  February  25,  1981  (Dr  p Metcalf, 
presiding,  in  the  absence  of  Dr.  P.  Mathieu) . . . heard  a 
report  by  Dr.  Paul  Metcalf  on  the  Blue  Shield  Board 
meeting  held  February  23,  1981  and  some  misinterpre- 
tations by  Mr.  Douglas  McIntosh,  President,  Blue 
Shield,  of  statements  by  Dr.  Mathieu  regarding  the 
proposed  merger  of  Blue  Cross  and  Blue  Shield  . . . 
heard  a report  by  Dr.  C.  Millard  on  the  meeting  of  the 
Search  Committee  (to  fill  the  position  of  Executive 
Director)  held  February  23,  1981  . . . discussed  briefly  a 
draft  of  a bill  in  the  legislature  calling  for  the  elimina- 
tion of  medical  malpractice  panels  . . . discussed  brief- 
ly sample  formats  for  an  RIMS  physician  directory  and 
some  methods  to  validate  information  obtained  in  the 
physician  survey  prior  to  its  use  in  a directory  or  for 
other  purposes  . . . heard  staff  reports  on  regular 
business  matters.  ■ 
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24 

31 

25 

26 
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29 

30 

28 

29 

30 

April 

13 

1 

“Health  Management  of  the  Aged  for 
the  Practitioner”,  special  RIMS  — 
CME  program  with  speaker,  David  S. 
Greer,  MD;  RIMS  Auditorium;  7:00-9:00 
pm 

14 

3-4 

New  England  States  Medical  Societies 
Meeting:  Adams  Residential  New  Eng- 

16 

land  Center  for  Current  Medical  Educa- 
tion, University  of  New  Hampshire. 

17 

3-5 

Occupational  Disease  and  Environ- 
mental Pathology  in  the  80s;  spon- 
sored by  Brown  University  and  the 
Pathology  Department,  The  Miriam 

Hospital;  Barus-Holley  166,  Brown  Uni- 
versity 

22 

4-9 

Spring  session  of  the  American 
Academy  of  Pediatrics;  Washington, 

DC 

25 

7 

Impaired  Physicians  Committee; 

7:30  am 

28 

10 

New  England  Surgical  Society  meet- 
ing; Rhode  Island  Hospital,  Provi- 
dence, Rl 

May 

11 

St.  Joseph  Hospital  Medical  Staff  Din- 

ner-Dance:  Alpine  Country  Club,  Cran- 
ston: 7:30  pm 

1 

11 

Kent  County  Health  Fair,  co- 
sponsored by  the  Kent  County  Medical 
Society  Auxiliary;  Kent  YMCA,  Centre- 

2 

ville  Road,  Warwick,  Rl;  10:00  am  - 4:00 
pm. 

6 

Rhode  Island  Medical  Society  Council; 

regular  meeting;  Davenport  Room, 

RIMS  Building;  6:00  pm 

St.  Joseph  Hospital  Staff  Meeting: 

Level  II,  Pediatric  Nursery:  8:00  pm 

Providence  Surgical  Society;  regular 

meeting 

“Central  Airway  Obstruction:  Recogni- 
tion and  Management”,  sponsored  by 
the  Rl  Thoracic  Society  and  Rl  Lung 
Association;  George  Auditorium, 
Rhode  Island  Hospital,  Providence,  Rl; 
1:00-4:00  pm 

Rl  Chapter,  American  Academy  of 
Pediatrics;  regular  meeting 
RIMS  sponsored  program  for  public  on 
“Medical  Aspects  of  Running";  Bishop 
McVinney  Auditorium,  Franklin  Street, 
Providence,  Rl;  9:00  am  to  1:00  pm 
RIPSRO  Annual  Meeting:  Weld  Build- 
ing, 345  Blackstone  Blvd.,  Providence, 
Rl 


Rhode  Island  Dental  Association  An- 
nual Meeting;  Biltmore  Plaza;  6:30  pm 
Rhode  Island  Optometric  Association 
Dinner-Dance;  Metacomet  Country 
Club;  6:30  pm 

“Early  Recognition  of  Skin  Manifesta- 
tions of  Cancer,  VD,  and  Other 


Systemic  Diseases”,  special  RIMS- 
CME  program  with  speaker,  Charles 
McDonald,  MD;  RIMS  Auditorium;  7:00- 
9:00  pm 

8-9  Rhode  Island  Medical  Society  spon- 
sored conference  on  the  Impaired  Phy- 
sician 

9 American  Red  Cross  100th  Birthday 
Pop’s  Concert;  Brown  University 
Marvel  Gym,  485  Elmgrove  Avenue, 
Providence,  Rl;  8:00  pm 
13-14  Fourth  Annual  Seminar  (Concepts  in 
Fetal  and  Neonatal  Care);  sponsored 
by  Rhode  Island  Medical  Society;  Mar- 
riott Inn,  Providence,  Rl 

20  Roger  Williams  General  Hospital 
“Whitmarsh  Oration” 

27  Rhode  Island  Medical  Society  Annual 
Meeting;  Biltmore  Plaza,  Providence, 
Rl 

29  New  England  Society  of  Allergy;  meet- 
ing: Sheraton-Tara,  Framingham, 
Massachusetts:  1:00  pm 

June 

6 “The  Child  with  Handicaps:  The  Need 
for  Better  Medical  Support  Systems”, 
special  RIMS-CME  program  with 
speaker,  Eric  Denhoff,  MD;  RIMS  Audi- 
torium; 7:00-9:00  pm 

19  Rhode  Island  Bar  Association  Annual 
Meeting;  evening 
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In  Hypertension*..When\bu  Need  to  Conserve 

Every 
Step 

of  the 
Way 
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M 
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Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 
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rnisP' 
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tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  It  this 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities. 
It  is  more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency.  Period- 
ically, serum  K+  levels  should  be  determined.  It 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K-t-  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  m cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  laundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  deter- 
minations Cparticularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids)  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  tor  signs  of  impending  coma  in  severe  liver 
disease.  It  spironolactone  Is  used  concomitantly, 
determine  serum  K-r  frequently,  both  can  cause  K-i- 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  Cin 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored) Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  Idiosyncratic  re- 
actions, Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur,  transientelevated 
BUN  or  creatinine  or  both,  hyperglycemia ' and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypo- 
kalemia. although  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined.  Discon- 
tinue corrective  measures  and  Dyazide'  should 
laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Serum  FBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides,  Dyazide’  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function. 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and.  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components. 

Supplied:  Bottles  of  1000  capsules;  Single  Unit 
Packages  Cunit-dose)  of  100  (intended  for  institu-  - 
tional  use  only);  in  Pafient-Pak™  unit-of-use  bottles 
of  100. 

©SK&F  Co  . 1980 
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compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of650  mg  aspirin  and  60  mg  codeine  (twoaspirin-with'Codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double'blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups. . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combinaticrn 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 


hb  ' 1 

C 1 

Motrin  400  mg 

u 

0 

D. 

Aspirin  650  mg  plus  codeine  60  mg 

a; 

Placebo 

c 3 

aj 

1st  hour  2nd  hour 

Time  after  dmg  administration  (hours) 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4'6h  prn 
For  relief  of  mild  to  moderate  pain: 


Motrin  400 


TABLETS 

ma 


ibuDrot©n,  Upiohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Mofnn  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin^  (ibuproten) 

now  proved  an 
effective  analgesic  for 
miid  to  moderate  pain 


WHY  I’M 

A UNITED  wnr 

VOUINTEER 


SVIotrirt"’  Tablets (ibuprofen,  Upjohn) 

Indications  and  Usage;  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospasfic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  V\/ARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Eluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin.  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann.  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,"  epigastric  pain.*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Eluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

"'Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
pafienfs  wifh  marginal  cardiac  funcfion,  elevafed  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causa!  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  funcfion  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Eever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosaqe:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
IS  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400,  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day 

Caution:  Eederal  law  prohibits  dispensing  without  prescription. 

Eor  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo.  Michigan  49001  USA 


MED  B-4-S 


Home:  Seattle,  Washington 
Career;  Attorney 
Age:  29 

Married:  One  daughter 

Interests:  Hiking,  writing,  cartoon- 
ing, bicycling  and  volunteering  for 
United  Way 


"Because  there's  more  to  my  life 
than  just  me. 

"Like  being  with  my  family  Hiking 
along  the  timberline.  And  getting 
involved  in  my  community 

“Volunteering  for  United  Way 
adds  another  dimension  to  my  life. 
I'm  putting  my  skills  to  work  for  the 
benefit  of  the  entire  community 
And  I'm  meeting  all  kinds  of  people 
who  are  doing  the  same. 

"Most  important  of  all,  I'm  learn- 
ing more  about  human  care  needs. 
And  how  — as  a United  Way  volun- 
teer-1 can  make  a difference  here 
in  Seattle.  It's  a valuable  lesson  in 
leadership. 

"By  helping  shape  my  commu- 
nity's future,  through  United  Way,  I'm 
more  than  just  living 
my  life.  I'm  fulfilling  it.' 


Thanks  to  you... 
rtworks... 
for  ALL  OF  US  Unibed  W^y 
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PRESIDENT’S  CORNER 


Unfinished  Business  — 

Congress  and  the  Generai  Assembiy. 

Are  Other  Doctors  Smarter  Than  You?  Part  ii 


States  that  provide  regulatory  systems  certainly  at- 
tempt to  change  certain  types  of  behavior.  In  man- 
datory versus  voluntary  state  level  programs,  econo- 
mists and  planners  can  prove  just  about  anything 
they  want  to  prove  without  hard  facts.  Johns  Hop- 
kins did  a General  Accounting  Office  (GAO)  study 
from  documents  assembled  by  the  American 
Hospital  Association  in  an  effort  to  cut  hospital 
costs.  In  general,  they  found  in  mandatory  states 
that  cost  per  patient  day  and  cost  per  patient  stay 
were  the  highest  in  the  country.  Johns  Hopkins 
concluded  that  we  need  less  regulation. 

As  for  rationing,  I presume  that  is  how  markets 
always  function:  that  is,  they  force  people  to  deter- 
mine how  they  are  going  to  spend  their  money.  The 
regulatory  approach  has  similarities  to  iatrogenic 
illness.  A regulation  may  solve  one  problem  which 
in  turn  leads  to  other  problems.  The  regulatory 
approach  simply  leaves  out  too  many  things. 
Hospital  management  performance  is  not  the  only 
reason  that  hospital  costs  keep  rising.  The  squeeze  is 
on.  The  trick  is  belt  tightening.  The  answer  lies  in 
increased  productivity  both  in  hospitals  and  in  phy- 
sicians’ offices. 

Physicians  must  look  to  system  changes.  Consider 
what  is  wrong  with  the  system.  View  the  demand 
side  as  well  as  the  supply  side.  What  should  we  do 
about  hospitals?  Physicians  must  take  steps  to  insure 
that  each  hospital  is  doing  what  it  is  supposed  to  do 
in  cost  containment.  They  can  do  it  with  leader- 
ship. The  answer  is  not  government.  In  the  private 
sector  physicians  must  show  that  productivity  and 
self-restraint  will  work.  Rate  review  commissions, 
health  planners,  hospitals  and  physicians  should 
have  independent  agencies.  It  is  important,  how- 
ever, that  physicians  bring  the  same  message  to  the 
planners  and  the  rate  review  commissions. 

I would  submit  that  third-party  medical  care 
reimbursement  functions  poorly,  because  third- 
party  employees  and  insurers  have  been  slow  to 
recognize  their  essential  purpose  or  function.  This 
reality,  in  contrast,  is  recognized  in  the  auto  and 
home  owners  insurance  system.  Why  have  insured 
employees  not  viewed  themselves  as  purchasers  of 
care?  Mainly  because  they  have  traditionally  con- 


Peter  L.  Mathieu,  Jr.,  MD 


tracted  with  an  insurer,  most  recently  with  another 
party,  to  perform  important  functions.  Few  insurers 
keep  records  on  the  reasonable  and  customary 
charges  other  than  surgery  and  dentistry  (Blue 
Cross  and  Blue  Shield  excepted?) . I think  there  are 
indications  that  the  balance  is  being  redressed.  We 
argue  among  ourselves  about  the  appropriateness  of 
some  of  these  issues.  Yet,  I have  no  doubt  that  the 
balance  is  shifting  back  toward  the  purchaser  of 
care.  Employers  are  educating  themselves,  forming 
coalitions,  pressing  their  carriers,  changing  their 
carriers  when  necessary,  urging  them  to  provide 
data.  They  are  dealing  directly  with  the  providers  of 
services;  they  are  inventing  and  backing  alternative 
delivery  systems.  Regulation  is  not  necessary  in  the 
long-term  solution. 

Regulation  of  hospital  costs  before  increases  in 
hospital  budgets  is  an  improvement  over  the  system 
in  which  hospitals  are  paid,  basically,  whatever  they 
spend.  The  long-term  solution  is  much  more  a 
matter  of  structural  change.  A fundamental  prob- 
lem in  the  health  care  system  is  the  absence  of  what 
economists  call  the  essence  of  the  recognition  of  op- 
portunity costs.  People  are  protected  largely 
because  of  insurance.  Physicians  are  protected 
because  of  the  separation  of  payment  for  hospital 
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services  from  physicians’  services.  There  is  also,  of 
course,  the  tax  incentive  that  you  have  heard  about. 
We  must  be  sure  that  the  right  amount  of  resources 
are  being  spent  in  the  health  care  field  — which 
doesn’t  necessarily  mean  too  much  is  being  spent. 

One  solution  proposed  is  block  grants:  that  is, 
block  grants  for  health,  not  block  grants  for  every- 
thing. Is  it  truly  wise  to  spend  tens  of  millions  of 
dollars  raising  the  life-safety  fire-protection  stan- 
dard of  the  hospital  system  from  95  to  98  per  cent 
conformity  to  the  code,  when  our  public  really  can’t 
afford  to  raise  our  public  housing  from  45  to  55  per 
cent?  I would  call  these  poorly  designed  government 
solutions,  most  of  which  have  internal  conflicts.  No 
wonder  we’re  not  too  happy  with  regulations,  when 
most  are  addressed  to  the  inadequacies  of  the 
system.  To  a large  extent,  health  planning  is  a 
response  to  the  fact  that  under  Medicare  and 
Medicaid,  hospitals  are  adequately  financed  only 
when  they  are  operating  at  massively  excess  capa- 
city. PSROs  were  presumably  created  because 
Medicare  and  Medicaid  in  the  absence  of  surveil- 
lance would  pay  for  whoever  is  admitted,  whether 
there  is  need  or  not.  In  some  states  Medicare 
programs  put  tremendous  incentives  on  hospitals  to 
be  packed  to  the  rafters. 

I have  thought  about  progress:  I should  like  all  of 
us  to  work  together  as  allies,  not  as  adversaries.  We 
should  start  with  a state  and  national  policy  that 
begins  to  address  the  complexities  of  financing 
health  care.  In  Indiana,  the  average  hospital  bed 
cost  is  20  per  cent  below  the  national  average.  Why? 
Nelson  has  assembled  a hospital  rate  review  com- 
mittee of  20  members.  This  is  a voluntary  effort  by 
citizens  of  the  State  of  Indiana.  It  is  their  philosophy 
that  it  is  their  role  to  provide  market  restraints. 
Market  restraints,  however,  will  not  lead  to  budget 
restraints  unless  the  hospital  is  able  to  manage  itself 
with  a minimum  of  interference  on  how  to  spend 
the  funds,  once  the  budget  is  in  place.  Medicare 
operates  as  if  it  were  perfectly  legitimate  to  finance 
a 20  per  cent  increase  in  hospital  cost  pass-through 
every  year,  while  it  is  not  legitimate  to  allow  a non- 
profit institution  to  make  a profit.  It  is  Nelson’s 
committee’s  philosophy  that  there  is  something 
wrong  with  allowing  the  well-managed  enterprise  to 
keep  its  profits  rather  than  to  force  it  to  spend  them. 
They  have  basically  designed  an  incentive  system. 
The  federal  government  apparently  attempts  to 
reduce  expenditures  in  the  hospital  systems  by  at- 
tempting to  affect  the  way  physicians  evaluate  the 
necessity  and  appropriateness  of  medical  care,  and 
thus  dooms  the  system  to  failure.  Physicians  can’t 
be  reviewed  by  accounting  methods  alone  and  then 
be  treated  as  if  they  make  umbrellas.  The  hospital 


that  reduces  the  length  of  stay  makes  money.  A 
hospital  which  reduces  the  amount  of  utilization 
makes  money.  A hospital  should  be  given  funds  suf- 
ficient to  meet  inflation,  an  amount  to  increase  the 
volume  of  new  services  by  1 per  cent  a year,  and  also 
sufficient  money  properly  to  monitor  the  system.  It 
makes  no  sense  whatsoever  to  give  hospitals  an 
incentive  system  without  also  giving  them  the  finan- 
cial wherewithal  to  develop  the  data  information 
capability  necessary  to  respond  to  the  system,  which 
one  would  hope  gives  them  the  correct  incentive. 

A national  Blue  Cross  and  Blue  Shield  repre- 
sentative maintains  that  we  have  looked  at  the 
wrong  culprits  (doctors)  in  attempting  to  solve  the 
problem  of  health  care.  We  must  look  at  the  em- 
ployer and  identify  his  responsibilities.  There  must 
be  some  risk  sharing  on  the  part  of  the  employee. 
Even  if  we  have  20  per  cent  co-payments,  the  em- 
ployer still  pays  for  80  per  cent. 

The  inducement  for  private  insurance  carriers  to 
write  risk  insurance  is  not  great.  The  insurance  in- 
dustry is  in  the  business  of  minimizing  risks.  It  pro- 
tects itself  by  (1)  experience  rating,  and  (2)  pre- 
mium increases.  If  we  use  community  rating,  we 
simply  have  a larger  risk  group.  Since  the  insurance 
industry  doesn’t  want  to  be  at  too  great  risk,  it 
becomes  essentially  a reimbursing  agent. 

Eight  states  have  passed  laws  providing  for  cata- 
strophic health  insurance.  Plans  are  state  adminis- 
tered and  state  financed.  Rhode  Island  spent  2.5 
millions  of  dollars,  and  helped  1,239  persons  under 
its  plan  in  1980.  Such  state  plans  each  year  ex- 
perience a greater  number  of  applicants  for  aid  and 
increasing  cost.  In  Rhode  Island,  after  bouncing 
around  among  agencies,  the  catastrophic  health 
insurance  plan  is  back  in  the  Health  Department. 
Medicaid  is  not  first  care  coverage.  A different 
population  is  covered  by  the  catastrophic  health 
plan. 

Controversy  surrounding  local,  state,  and  federal 
health  planning  responsibilities  continues.  In  view 
of  the  widespread  waste,  absence  of  functional  plan- 
ning, and  an  absence  of  integration  of  services,  it’s 
amazing  that  so  much  is  accomplished.  Health 
planning,  while  really  dictated  by  the  government, 
is  in  practice  dictated  by  the  health-planning 
agencies.  Government  has  tried  to  force  states 
to  meet  national  guidelines.  Very  misleading. 
Congress  and  the  administration  have  been  at 
loggerheads.  Only  time  will  tell  how  the  new 
Reagan  administration  will  deal  with  the  health 
planning  problem.  Is  cost  containment  the  sole 
function  of  health  planning?  What  should  health 
planning  be?  State,  local,  business  and  health  pro- 
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fessions  must  be  concerned  and  look  at  the  long- 
range  issues  of  cost,  health  care,  and  access.  Health 
planning  should  be  designed  to  influence  health  de- 
cisions and  not  dictate  the  details.  Involvement  of 
the  payers  is  essential.  Make  the  institutions  plan 
more  carefully. 

For  example,  between  1980  and  1990  there  will 
not  be  much  change  in  the  elderly  population,  but 
between  1990  and  2010  there  will  be  an  18  per  cent 
increase  in  the  elderly  work  force.  If  we  do  not  plan 
for  the  changes  now,  the  federal  government  will 
not  be  able  to  arrive  at  solutions.  If  it  isn’t  done,  we 
won’t  know  what  we  have  to  do,  but  we  can  be  sure 
that  everybody  will  suffer.  Health  planning  is  not 
bad,  but  it  should  be  used  to  plan  for  the  future.  It 
would  seem  that  national  guidelines  as  an  issue  is 
dead,  especially  since  the  national  health  plan  has 
already  been  killed  at  the  rural  levels.  There  still 
must  be  focus,  however,  on  the  most  important 
services.  We  must  strive  to  take  the  hammer  off  our 
heads  and  abolish  the  law  that  set  up  the  Certificate 
of  Need  (CON).  There  must  be  proper  provision 
for  resources  that  are  needed,  not  imagined. 

Appropriateness  review,  as  it  is  presently  struc- 
tured in  Public  Law  96-79,  cannot  work.  Although 
the  federal  government  is  still  in  the  process  of  de- 
veloping an  official  position,  the  word  is  that  ap- 
propriateness review  is  not  to  be  considered  the 
highest  priority.  There  are  too  many  intangibles  in 
the  subjective  determination  of  services  versus 
services,  hospitals  versus  hospitals,  and  records 
versus  records.  One  is  looking  for  trouble.  These  are 
not  planning  determinations,  but  rather  profes- 
sional determinations,  so  there  are  many  intangi- 
bles. 

Professional  liability  risk  management  was 
covered  very  well  by  James  Vaccarino,  attorney  for 
Johnson  & Higgins,  national  brokers  and  actuaries. 
Risk  management  in  insurance  circles  means  reten- 
tion or  transfer  of  financial  consequences  of  loss. 
Risk  management  means  to  insurance  companies 
loss  prevention  and  reduction.  It  seems  that  we’ve 
all  grown  fat  and  happy  since  the  mid-70’s  liability 
crisis.  At  that  time  there  was  a dramatic  interven- 
tion by  legislatures  into  the  problems  of  liability 
insurance.  There  is  a reciprocal  process  in  insurance 
which  pertains  to  a rational  risk  to  capital  and  sur- 
plus, which  is  fixed  in  every  state.  No  insurance 
company  can  sell  insurance  in  an  amount  greater 
than  its  capital  and  surplus.  Several  things  occur 
which  reduce  the  capital  and  surplus  of  a company: 
(1)  loss  awards;  (2)  low  yield  on  investments  and 
high  risk  exposure,  eg  malpractice  insurance 
(therefore  drown  malpractice  insurance!)  ; (3)  too 
much  exposure  and  not  enough  retention.  At  the 


present  time  the  market  in  liability  insurance  is  soft 
again  as  the  insurance  companies  begin  to  build  up 
capital  and  low  risk.  However,  the  pendulum  always 
swings  to  the  other  extreme.  In  the  spring  of  1981, 
or  mayhe  the  fall  of  1981,  hardening  of  the  market 
will  occur  again.  Will  the  state  legislators  be  able  to 
help,  and  how?  Will  we  have  time  now  to  consider 
what  we  want  and  what  way  we  want  to  go:  (1) 
physician-owned  insurance  companies;  (2)  state 
joint  underwriting  associations  (JUA)  ; (3)  reduced 
insurance  regulation?  In  Massachusetts  the  JUA  has 
no  insurance  for  the  neighborhood  health  centers, 
and  there  will  also  be  a hardening  of  the  excess  in- 
surance market.  State  legislatures  cannot  be  relied 
upon  to  modify  or  prevent  a loss  prevention  con- 
cept. There  is  much  misunderstanding.  This  is  a 
golden  opportunity  to  assert  that  we  have  failed  to 
live  up  to  even  the  basic  standards  of  good  health 
care. 

There  is  manipulation  of  the  statute  of  limita- 
tions— (1)  from  time  of  incident,  (2)  from  time  of 
discovery.  We  must  remove  physicians  who  are  im- 
paired. Consent  forms  mean  nothing.  They  merely 
indicate  that  a conversation  has  taken  place. 
Informed  consent  means  that  “conversation”  has 
taken  place  between  the  physician  and  the  patient. 
Except  in  Indiana,  the  mediation  panels  and  other 
forms  of  pre-trial  measures  are  not  working.  The 
Joint  Commission  on  Accreditation  of  Hospitals 
(JCAH)  has  misconstrued  the  term  “due  process”. 
Due  process  simply  means  a hearing.  A person  is  not 
aggrieved  until  all  action  has  been  taken  against 
him.  A hospital  board  of  trustees  has  withdrawn  a 
physician’s  hospital  privileges.  Before  it  reaches  the 
board  of  trustees,  many  hearings,  many  people,  and 
a variety  of  staff  members  must  pass  on  the 
problem.  The  JUA  law  has  been  in  operation  since 
1975  in  Rhode  Island  and  needs  revision.  The 
Rhode  Island  Medical  Society  has  asked  the  Gov- 
ernor and  Attorney  Anthony  Giannini  to  review  the 
entire  operation  and  meet  with  the  Society  for  the 
purpose  of  improving  the  malpractice  situation  in 
the  state. 

Fenniger  discussed  the  GMENAC  Report. 
Recognizing  what  should  be  submitted  for  legisla- 
tion and  what  referred,  he  equally  recognizes  what 
should  be  rendered  to  God  and  to  the  profession, 
and  what  referred.  The  seven-volume  report  con- 
tains something  for  everyone.  We  are  a nation  that 
worships  numbers  more  than  the  tablets  of  Moses. 
The  study  can  justify  almost  anything.  Hopefully,  it 
will  be  put  on  the  shelf  and  fade  with  other  commis- 
sion reports  of  the  past. 

We  are  left  with  a mixed  bag  for  the  future.  It 
reminds  me  of  the  MD,  the  architect,  and  the  legis- 
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lator  having  lunch  and  discussing  whose  profession 
is  the  oldest;  (1)  the  MD  said  that  medicine  is  the 
oldest  profession;  (2)  the  architect  said  that  the 
architect  helped  God  create  the  world  out  of  chaos 
and  is  the  oldest  profession  ; (3)  the  legislator  asked 
whom  do  you  think  created  chaos? 

The  Rhode  Island  General  Assembly  is  again  in 
session  at  this  writing.  Bills  in  the  Senate  and  in  the 
House  must  be  introduced  by  a legislator.  The 
Governor  may  introduce  bills  indirectly,  because 
this  must  also  be  done  officially  through  an 
Assembly  member.  Most  legislation  considered  by 
the  General  Assembly  is  referred  to  one  of  the  six 
standard  committees  of  the  Senate  and  the  House  of 
Representatives.  The  subject  matter  of  the  legisla- 
tion generally  determines  what  committee  is  to 
consider  the  measure.  This  committee  system  is 
comparable  to  that  utilized  by  other  state  legisla- 
tures. 

The  standing  committees  in  each  chamber  are: 
Gommittee  on  Gorporations ; Committee  on  Fin- 
ance; Committee  on  Judiciary;  Committee  on 
Labor;  Committee  on  Health,  Education,  and  Wel- 
fare; and  Committee  on  Special  Legislation.  In  ad- 
dition, six  joint  committees  of  both  senators  and 
representatives  function  under  state  law  (in  contrast 
to  the  standing  committees,  which  function  under 
the  rules  of  their  respective  General  Assembly 
branch) . Unlike  the  standing  committees  which 
operate  under  the  rules  of  their  respective  branches 
of  the  General  Assembly,  the  joint  committees  func- 
tion under  state  law.  They  are:  Environment, 
Highway  Safety,  Naming  State  Constructions, 
Water  Resources,  and  Legislative  Affairs. 

An  individual  of  an  organization,  such  as  the 
Rhode  Island  Medical  Society,  that  is  concerned 
about  problems,  must  approach  a legislator  that 
sets  the  whole  process  in  motion. 

A legislator  introduces  his  bill  during  the  “new 
business”  period  of  a session.  In  the  Senate,  the 
Lieutenant  Governor  refers  the  bill  to  the  appro- 
priate committee.  In  the  Senate  the  Secretary  of 
State  numbers  the  bill.  In  the  House,  a recording 
clerk  numbers  the  bill.  The  bill  is  printed.  In  com- 
mittee, the  bill  may  be  allowed  to  die,  be  studied, 
be  made  the  subject  of  one  or  more  bearings,  be 
killed,  be  amended,  be  approved  (with  or  without 
amendment) , or  be  reported  out.  The  bill  then  goes 
to  the  floor  with  the  recommendation  of  passage  as 
introduced  or  as  amended.  It  is  placed  on  a cal- 
endar for  subsequent  debate  or  action.  If  approved, 
it  is  sent  to  the  House  (if  a Senate  bill) , where  it  is 
subject  to  the  same  procedure  except  that  it  is  not 
renumbered.  The  House  in  turn  sends  approved 
bills  to  the  Senate.  Once  the  bill  has  passed  both  the 


Senate  and  the  House,  it  is  sent  to  the  Governor  for 
signature. 

The  Governor  may  sign  the  bill,  making  it  law; 
may  veto  the  bill ; or  may  allow  it  to  become  law 
without  signing  it. 

The  Legislative  Council,  acting  as  staff  organiza- 
tion for  the  General  Assembly,  oversees  the  Assem- 
bly’s research  and  bill-drafting  activities. 

The  lobbyist  at  the  State  House  is  an  interesting 
phenomenon.  To  register  as  a lobbyist  at  the 
Secretary  of  State’s  office  is  a rather  simple  process 
and  costs  nothing. 

The  role  of  the  political  parties,  the  majority 
party,  and  the  outlook  for  the  1981  session,  warrant 
mention.  Last  year  2400  hills  were  introduced  into 
the  House,  and  1100  bills  were  introduced  in  the 
Senate.  Only  a few  hundred  actually  became  law. 
This  year’s  principal  debate  in  the  General  Assem- 
bly will  be  “to  axe  or  to  tax.”  The  Rhode  Island 
Medical  Society,  through  its  elected  officers  and  the 
Public  Laws  Committee,  serves  as  a watchdog  in  the 
General  Assembly  for  all  matters  pertaining  to 
health.  The  Council  employs  an  attorney  (Charles 
Butterfield,  Esq.)  knowledgeable  in  law  and  in 
politics,  who  serves  as  the  main  conduit  between  the 
Society  and  the  General  Assembly.  A Society  staff 
person  is  assigned  the  job  of  coordinating  day-by- 
day  monitoring  of  the  General  Assembly,  and  re- 
porting back  to  the  officers  of  the  Society,  the 
Public  Laws  Committee,  and  to  the  Society’s  legisla- 
tive counsel  with  the  firm  purpose  of  formulating 
and  expressing  the  Society’s  position  in  the  General 
Assembly  on  matters  vital  to  the  interest  of  the 
medical  community  and  of  accurately  communi- 
cating these  views. 

Players  change;  ideas  and  positions  evolve;  but, 
most  importantly,  the  Society  keeps  itself  informed 
with  respect  to  laws,  court  decisions,  court  proceed- 
ings, administrative  rules,  proposed  and  pending 
legislation  relating  to  public  health,  and  such  other 
matters  as  the  President  deems  necessary  while  act- 
ing as  a real  head  of  his  profession  in  the  State. 

Anyone  can  gain  notoriety  or  publicity  on  a given 
day.  In  the  long  run  what  really  counts  is  the  com- 
posite picture  you,  the  physician,  paint  of  yourself. 
This  portrait  is  composed  of  the  self-mixed 
pigments  of  your  legislative  abilities  and  per- 
formance, your  personality,  and  your  conduct. 
Make  sure  that  picture  appropriately  reflects  your 
profession  and  does  not  become  a caricature.  As 
your  President,  I merely  provide  the  tools;  in  the 
final  analysis,  the  image  you  create  depends  upon 
you.  This  administration  will  help  in  every  possible 
way  to  make  it  a masterpiece.  ■ 
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The  American  Red  Cross  — 

A Centennial  Year 

The  idea  of  Red  Cross  came  out  of  the  battle  of 
Solferino.  In  1859  Henri  Dunant,  a young  Swiss 
businessman  was  travelling  in  northern  Italy  to  get 
the  support  of  the  Emperor  of  France  for  a business 
project  in  Algeria.  The  fact  that  the  emperor  was 
then  leading  his  army  against  the  armies  of  Austria 
did  not  deter  the  enthusiastic  young  promoter.  He 
did  not  see  the  emperor,  but  he  could  not  escape 
seeing  the  casualties.  The  French  victory  over  the 
Austrians  left  some  40,000  soldiers  of  both  sides 
wounded  and  dying  on  the  battlefield.  The  inade- 
quacies of  care  and  the  horrible  plight  of  the 
wounded  shocked  and  inspired  Henri  Dunant  “to 
form  a society  in  every  country  in  Europe,  when 
nations  are  at  peace,  in  which  men  and  women 
could  be  organized  and  trained  so  they  could  give 
aid  to  the  wounded  in  time  of  war.”  For  nearly  five 
years  he  travelled  almost  constantly  to  the  capitals 
of  Europe  advocating  his  plan.  Finally  in  1864  an 
international  diplomatic  conference  met  in  Geneva 
and  agreed  on  the  terms  of  the  first  Geneva  Conven- 
tion and  adopted  the  symbol  of  the  movement  a 
red  cross  on  a white  background  (tbe  Swiss  flag 
with  the  colors  reversed) . The  member  nations 
agreed  to  care  for  the  wounded,  whether  enemy  or 
friend,  in  wartime.  They  also  agreed  that  military 
hospitals  and  ambulances  and  doctors  and  nurses 
who  care  for  the  wounded  should  not  be  taken 
prisoner  or  harmed.  Revisions  of  the  original  treaty 
now  also  guarantee  certain  rights  of  prisoners  of  war 
and  civilians  in  wartime. 

The  American  Red  Cross  was  organized  in  1881 
largely  through  the  effort  of  Clara  Barton,  a school 
teacher  with  some  nursing  experience,  born  in  near- 
by Oxford,  Massachusetts,  who  had  done  heroic 
relief  work  during  the  Civil  War.  Initially  President 
Hayes  rejected  the  Geneva  Treaty  as  a possible 
“entangling  alliance”;  but  the  persistence  and 
personal  popularity  of  this  diminutive  lady  was  such 
that  President  Arthur  signed  and  the  Senate  finally 
ratified  the  Treaty  in  1882. 

Red  Cross  volunteerism  peaked  just  after  World 
War  I when  one-third  of  the  United  States  popula- 


tion were  members  of  the  American  Red  Cross,  and 
there  were  4,000  chapters  in  the  United  States.  At 
about  tbis  time  a local  personality,  Bert  Long- 
fellow, became  nationally  known  because  of  his 
virtually  one-man  crusade  for  water  safety.  A big 
man,  tbe  self-styled  “amaiable  whale”  was  able 
through  the  support  of  the  Red  Cross  to  see  the 
nation’s  drowning  rate  cut  in  half  from  10.4  to  5.2 
per  100,000.  The  Commodore,  as  he  was  later 
called,  became  interested  in  water  safety  as  a cub 
reporter  covering  the  waterfront  for  the  old  Provi- 
dence Telegram.  He  popularized  the  Shafer  prone 
pressure  method  of  artificial  respiration. 

The  Red  Cross  became  the  forerunner  of  the 
Veterans  Administration  following  World  War  I, 
when  at  the  request  of  the  government  it  registered 
the  names  and  current  addresses  of  veterans  so  that 
they  could  be  eligible  for  benefits.  The  government 
turned  to  the  organization  again  during  the  great 
drought  of  the  1930s  to  distribute  seed  and  other  aid 
to  farmers.  The  Red  Cross  became  the  forerunner 
of  the  Public  Health  Service  by  establishing  a pro- 
gram in  which  nurses  toured  rural  areas  to  check 
and  serve  the  health  needs  of  families. 

In  its  1905  congressional  charter,  the  Red  Cross 
was  called  upon  to  be  a link  with  home  for  those  in 
the  armed  forces.  In  World  War  I,  it  provided 
nurses,  camp  services,  and  an  ambulance  corps.  In 
World  War  II,  Korea,  and  Vietnam,  there  were 
recreation  workers  and  field  directors  with  military 
units  at  home  and  overseas.  They  were  the  confi- 
dants or  social  workers  for  many  a GI  in  need  of 
support  in  coping  with  personal  or  family  problems. 

In  1905  the  American  Red  Cross  issued  its  first 
Nursing  Badge.  Since  then  it  has  developed  a broad 
range  of  preventive  health  courses  and  services. 
Courses,  from  Preparation  for  Parenthood  to  Vital 
Signs,  and  CPR  contribute  to  the  self-reliance  of  all 
ages.  Nurses  serve  through  the  Red  Cross  in  direct 
service,  disaster  health  service,  and  health  educa- 
tion. 

Alarmed  at  the  high  national  drowning  rate,  the 
American  Red  Cross  began  a program  in  1914  to 
“waterproof’  America  (a  Bert  Longfellow  phrase) . 
Today,  trained  instructors  give  lifesaving  and  water 
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safety  courses  to  people  of  all  ages,  including  the 
handicapped.  Millions  learn  to  avoid,  prepare  for, 
and  cope  with  life-threatening  emergencies. 

The  strength  of  the  American  Red  Cross  has 
always  been  in  its  volunteers.  Some  are  trained  to 
serve  in  hospitals,  nursing  homes,  or  schools  and 
others  to  offer  courses  or  to  recruit  blood  donors. 
Some  provide  friendly  visiting  or  transportation  for 
the  handicapped  and  the  elderly.  A variety  of  inno- 
vative services  often  develop  to  meet  changing 
needs,  such  as,  Rhode  Island’s  Telephone  Assist- 
ance Program  (TAP),  volunteers  calling  shut-ins 
on  a daily  basis. 

Since  the  Russian  Famine  of  1892,  the  American 
Red  Cross  has  provided  disaster  relief.  It  responds  to 
international  appeals  with  funds  and  technical 
assistance.  More  than  two  million  dollars  in  unso- 
licited contributions  were  sent  to  the  American  Red 
Cross  last  year  to  help  support  International  Red 
Cross  operations  for  Cambodian  relief  and  refugee 
support  in  Thailand.  Earthquake  relief  for  Italy 
and  support  service  for  the  American  hostages  in 
Iran  are  of  current  interest. 

When  plasma  was  needed  for  the  wounded  in 
World  War  II  the  American  Red  Cross  met  and  ex- 
ceeded every  request.  Based  on  blood  collection 
expertise  developed  during  the  war  years,  the  Red 
Cross  began  its  peacetime  blood  program  in  1947. 
It  is  now  the  largest  blood  collection  agency  in  the 
United  States,  providing  more  than  fifty  per  cent  of 
the  supply  of  blood  products  needed. 

1 he  “blessings  ” of  modern  technology  pose  new 
problems  for  the  Red  Cross  in  disaster  relief.  The 
Three  Mile  Island  nuclear  power  plant  accident 
suddenly  made  the  nation  more  aware  that  these  in- 


The Responsibility  of  the  Physician 
in  the  Certification  of  Death 

The  medical  certification  form  in  use  in  Rhode 
Island  follows  the  international  form  of  medical 
certificates  recommended  by  the  World  Health 
Assembly.  It  has  been  accepted  by  all  states  in  this 
country. 

The  most  important  feature  of  this  certification 
form  is  its  emphasis  on  the  underlying  cause  of 
death  as  determined  by  the  attending  physician. 
The  underlying  cause  of  death  is  used  in  basic 
mortality  tabulations  of  the  state,  as  well  as  in 
national  and  world  health  statistical  tabulations. 
Thus,  the  physician  has  both  the  responsibility  and 


stallations  threaten  catastrophe  should  they  mal- 
function. Red  Cross  chapters  in  the  vicinity  of  the 
power  plants  across  the  country  are  making  precau- 
tionary plans  with  federal,  local,  and  private  agen- 
cies for  evacuation,  shelter  locations,  and  avail- 
ability of  food  and  medical  supplies.  Since  pro- 
viding relief  after  the  Michigan  forest  fires  in  1891, 
the  American  Red  Cross  has  responded  to  both 
natural  and  man-made  disasters  in  all  the  states  and 
territories. 

It  has  taken  one  hundred  years,  but  the  small 
society  that  Clara  Barton  founded  in  1881  has 
become  the  largest  humanitarian  organization  in 
the  country.  Despite  this  fact,  most  of  us  would 
admit  that  we  have  at  best  but  a fuzzy  image  of  the 
American  Red  Cross.  Most  of  us  are  familiar  with 
some  parts,  but  grasping  the  full  impact  on  our 
society  eludes  us;  yet  the  Red  Cross  probably  affects 
the  lives  of  more  Americans  than  any  other  non- 
governmental organization.  The  source  of  the  prob- 
lem is  the  diversity  of  the  Red  Cross,  and  its  involve- 
ment in  so  many  services.  In  the  public  mind,  the 
parts  never  make  a single  picture. 

As  physicians,  we  are  committed  to  the  concept  of 
volunteer  service.  We  salute  the  American  Red 
Cross  on  its  100th  Birthday  and  wish  it  well  in  its 
new  century  an  organization  often  taken  for 
granted,  sometimes  misunderstood,  but  always 
there  in  service. 

Richard  G.  Bertini,  MD 

President,  Pawtucket  Medical  Association,  Inc, 
Chief,  Department  of  Orthopedic  Surgery 
Memorial  Hospital,  Pawtucket,  Rhode  Island 
Spouse  of  a dedicated  Red  Cross  volunteer 


the  opportunity  to  make  mortality  statistics  reflect 
the  best  medical  opinion  concerning  causes  of 
death. 

The  attending  physician  is  required  by  law  to 
complete  the  medical  section  of  the  death  certificate 
unless  the  death  is  one  that  falls  within  the  jurisdic- 
tion of  the  medical  examiner.  Deaths  that  necessi- 
tate referral  to  a medical  examiner  are  listed  on  the 
reverse  side  of  the  death  certificate.  To  avoid  any 
possible  legal  involvements,  the  physician  should 
always  view  the  body  before  signing  the  death 
certificate. 

Rhode  Island  law  places  on  the  funeral  director 
the  responsibility  of  obtaining  the  full  legal  name  of 
the  decedent,  as  well  as  other  personal  data.  These 
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RHOOe  ISLAND  DEPARTMENT  Of  HEALTH 

CERTIFICATE  OF  DEATH 


STATE  FILE  NUMBER 


DECEASED  FIRST  NAME 


CERTIFIER 


REGISTRAR 


RACE  - While  Black  Amercan 
Indian  Elc  iSpecily) 


AG£  - lA';! 
BIRTHDAY  (Years) 


5a 


UNDER  1 YEAR 

UNDER  1 DAY 

f^OS 

5b 

DAYS 

HOURS 

Sc 

MIN 

SEX 

2 


DATE  OF  BJRTH  (Month  day 

year) 


HOSPITAL  OR  OTHER  INSTITUTION  — NAME  (If  not  in  either  give  street  and  number) 
7b 


city  town  STATE  OF  BIRTH  (i1  not  in  U S A 

name  rounlryl 

9a 


CITIZEN  OF  WHAT  COUNTRY 

MARRIED  NEVER  MARRIED 
WIDOWED.  DIVORCED  (SpeciN) 

SPOUSE  (if  wife,  give  maiden  narT>6) 

9b 

10 

1 1 

SOCIAL  security  NUMBER 
12 


DATE  OF  DEATH  (Month,  day,  year| 

3 25  JUN  1980 


CITY,  TOWN,  OH  LOCATION  OF  DEATH 

7a  


WAS  DECEDENT  EVER  IN  U S ARMED  FORCES’ 

(Speaty  Yes  or  No)  NAME  WAR 


USUAL  OCCUPATION  (Give  kind  of  worX  done 

during  most  of  working  hte  even  it  retired) 

13a 


KIND  OF  BUSINESS  OR  INDUSTRY 
13b 


MAILING  ADDRESS  OF  RESIDENCE  - STREET  OR  R F D AND  NUMBER,  CITY  OR  TOWN  STATE.  ZIP  CODE 

TAa  , 


father  - FIRST  NAME 
15  


MIDDLE 


LAST 


informant  — NAME 
17a  


DISPOSITION 


burial  cremation  REMOVAL.  OTHER 
( Specify) 

i8a  


CITY  OR  TOWN  OF  RESIDENCE 
(if  ditlereni  from  maihrig  address) 

14b  


MOTHER  — FIRST  NAME 

16 


MAIDEN  NAME 


MAILING  ADDRESS  (Street  or  fl  F D No  . city  or  town,  state,  zip) 

17b 


CEMETERY  OR  CREMATORY  — NAME  AND  LOCATION 

18b  


CITY  OR  TOWN  STATE 


funeral  director  — LICENSEE 
(Signature) 

19a  


funeral  home  — NAME  AND  ADDRESS  (Street  or  R F D no  city  or  town,  state  zip) 
19b 


To  the  best  ot  my  knowledge  death  occurred  at  the  time 


DEGREEpR  TITLE 


date  and  place  and  due^the  cause(s)^iaL 
20a  (Signature) 

55  ^ NAME  AND  ADDRESS  OF  CERTIFIER  (Typ- 

Egg  Your  Printed  or 


and  AddrP-i^s^ 


5r  print) 

!^yped 


DATE  SIGNED  (Month,  day,  year) 

20b  25  JUN  1980 


WAS  death  referred  to  medical 

Examiner  (Specify  Ves  or  No) 

2la  NO  


NAME  AND  ADDRESS  OF  ATTENDING  PHYSICIAN  (F  OTHER  THAN  CERTIFIER  (Type  Qr  Prml) 

Name  and  Address  of  Attending  Physician 
22  if  Other  than  CertifLar 


REGISTRAR 
24^lS^gnalure^ 


hour  of  death 

20c  12  Mid. 


IF  HOSP  OR  INST  IrKJicate  (X)A 
OP/Emer  flm  Inpatient  (Sp^ity) 

21b  Inpatient 


length  of  ATTENDANCE  (Specify) 
(Hrs  wks  mo  vrs  ) 

23  10  Years 


DATE  RECEIVED  BY  REGISTRAR  (Mo  day,  y(  ) 

24b  


25  IMMEDIATE  CAUSE 

PART 


(ENTER  ONLY  ONE  CAUSE  PER  LINE  FOR  (a),  (b),  AND  (c)  | 


Pulmonary  Embolism 


I Interval  between  onset  and  death 

! Minutes 


DUE  TO,  OH  AS  A CONSEQUENCE  OF  (inlennediale  cause) 

Chronic  Congestive  Heart  Failure 

~0UE  TO,  OR  AS  A CONSEQUENCE  OF  (Underlying  cause) 


(t» 


Arteriosclerotic  Heart  Disease 
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I 
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It 
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Diabetes  Mellitus  and  Laennec * s Cirrhosis 


ACCIDENT  (Specify  Yes  or  No) 

DATE  OF  INJURY  (Mo  day,  yr } 

hour  OF  INJURY 

DESCRIBE  HOW  INJURY  OCCURRED 

NO 

27a 

27b 

27c  M 

27d 

injury  AT  WORK 
(Specify  Yes  or  No) 

27e 

PLACE  OF  injury  — At  home  larm,  street,  factory, 

office  building,  etc  (Specify) 

27t 

location  street  or  h f d no 



AUTOPSY 
(Yes  or  No) 

26a  YES 


If  yes  were  findings  considered 
m determining  cause  of  death 

26,  YES 


BRIEF  INSTRUCTIONS  ON  REVERSE  SIDE 


R I Law  requires  Funeral  Director  to  file  this 
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BURIAL-TRANSIT  PERMIT 


RHODE  ISLAND  DEPARTMENT  OF  HEALTH 


DECEASED  — Name 


SEX 


PERMIT  NUMBER 


DATE  OF  death  (Month  day  year) 

25  JUN  1980 


burial  CREMATION  REMOVAL  OTHER  (Specify) 


place  OF  death  (Ctry  or  town,  state) 


CEMETERY  OR  CREMATORY  — NAME  AND  LOCATION  CITY  OR  TOWN  STATE 


funeral  director  — LICENSEE 
(Signature) 


FUNERAL  HOME  — Name  and  Address  (Street  or  R F D no  , city  or  town,  state,  zip) 


CERTlFICATtON:  I certify  that  death  occurred  from  Natural  causes  (see  ever),  that  referral  to  the  Medical  Examiner  is  rwt  rec^ired.  and  that  permission  is  hereby  granted  to  dispose 
of  this  body 

Date  signed  25  JUN  1980 


Signature  of  ceriityif^9  Physician 


Authorized  disposition  as  stated  above  occurred  on  (Date) 


occurred  on  (Date)  'romb  I Lot  Signature  of  $ 


iignature  of  Sexton  or  Person  m Charge  ot  Cemetery 


THIS  PERMIT  VALID  ONLY  IF  SIGNED  BOTH  BY  PHYSICIAN  AND  BY  FUNERAL  DIRECTOR 


SEE  OTHER  SIDE 


Figure  1.  1978  Revision  of  Rhode  Island  Physicians  Certificate  of  Death. 
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items  should  be  left  blank  so  that  the  funeral 
director  can  obtain  the  correct  information  in  com- 
pliance with  state  laws.  Physicians  should  complete 
only  the  date  of  death,  certifier,  and  cause  of  death 
sections  (Fig.  1).  Although  the  physician  need  not 
give  the  name  of  the  decedent,  if  he  wishes  to  add 
the  name,  it  should  be  placed  in  the  binding  margin 
of  the  certificate  hy  the  medical  certification  or  on 
the  reverse  side. 

If  the  medical  examiner  declines  jurisdiction,  or 
if  death  need  not  be  referred  to  the  medical  ex- 
aminer, the  attending  physician  or  the  hospital  phy- 
sician appointed  to  sign  the  death  certificate  using 
dark  unfading  ink  must:  (a)  list  the  date  of  death 
in  item  3 of  the  certificate;  (b)  affix  his  signature 
and  title  in  item  20a;  (c)  enter  the  date  signed  in 
item  20b;  (d)  enter  the  hour  of  death  (am,  noon, 
pm,  or  mid)  in  item  20c ; (e)  print  or  type  his  name 
and  address  in  item  20d;  (f)  indicate  whether 

death  was  referred  to  the  medical  examiner  in  item 
21a;  (g)  indicate  whether  a hospital  death  was 
DOA,  Outpatient,  Emer  Rm,  or  Inpatient  (using 
these  terms)  ; leave  item  21b  blank  if  death  occur- 
red outside  the  hospital;  (h)  print  the  name  and 
address  of  the  attending  physician  in  item  22;  (i) 
enter  the  length  of  attendance  by  the  attending  phy- 
sician in  item  23  (may  be  estimated) . 

These  items  are  essential  to  the  legality  of  the  cer- 
tificate. See  Figure  1 for  an  example  of  the  physi- 
cian’s portion  of  a correctly  completed  certificate. 

The  form  of  the  medical  certification  on  the 
Rhode  Island  death  certificate  is  designed  to  facili- 
tate reporting  the  underlying  cause  of  death  and  to 
obtain  the  necessary  information  on  the  casual  and 
pathological  sequence  of  events  leading  to  death.  It 
consists  of  two  parts,  the  first  relating  to  the  se- 
quence of  events  leading  to  death,  with  a space  for 
specifying  the  interval  between  onset  and  death ; the 
second  part  refers  to  other  significant  conditions 
that  may  have  contributed  to  death. 

Causes  of  death  are  reported  in  item  25.  In  Part 
I,  the  immediate  cause  of  death  is  reported  on  line 
(a)  with  the  interval  between  onset  and  death;  any 
antecedent  conditions  which  gave  rise  to  the  cause 
on  line  (a)  are  reported  on  lines  (b)  and  (c)  with 
the  intervals  between  onset  and  death.  The  under- 
lying cause  should  be  stated  on  (c) , the  lowest  used 
line  in  part  I.  The  mode  of  dying  should  not  be 
stated  at  all  since  it  is  no  more  than  a symptom  of 


the  fact  that  death  occurred  and  provides  no  useful 
information. 

Part  II  of  the  certificate  should  be  used  to  indi- 
cate any  other  important  conditions  or  diseases 
present  at  the  time  of  death  which  may  have  contri- 
buted to  death  but  which  were  not  related  to  the  im- 
mediate cause  of  death  listed  on  line  (a) . 

Indicate  in  item  26a  whether  an  autopsy  was  per- 
formed; and  in  26b  indicate  whether  findings  were 
considered  in  determining  cause  of  death.  Gross 
findings  are  usually  sufficient  for  determining  the 
cause  of  death  for  certification  before  microscopic 
findings  are  available. 

Limitations  of  space  on  the  death  certificate  and 
the  fact  that  only  conditions  that  were  significant  in 
causing  death  can  be  incorporated  in  mortality  sta- 
tistics make  it  necessary  for  the  physician  to  be  selec- 
tive in  giving  the  causes  of  death. 

Diseases  or  conditions  should  be  reported  in  spe- 
cific terms;  abbreviations  should  be  avoided. 
Causes  of  death  are  coded  for  statistical  purposes 
according  to  guidelines  established  by  the  World 
Health  Organization  and  the  National  Center  for 
Health  Statistics. 

It  is  recognized  that  it  is  not  always  possible  to 
make  a precise  determination  of  causes  of  death. 
This  is  particularly  true  when  the  physician  has  not 
had  the  opportunity  to  work  up  the  case  properly. 
Also,  there  will  be  cases  in  which  the  relationship 
between  the  existing  diseases  or  the  sequence  in 
which  the  diseases  occurred  is  not  clear.  However, 
except  in  unusual  circumstances,  the  attending  phy- 
sician is  in  a better  position  to  make  a judgement  as 
to  which  of  the  disease  conditions  led  directly  to 
death  and  to  state  the  antecedent  conditions,  if  any, 
which  gave  rise  to  this  cause.  In  case  of  doubt, 
qualifying  phrases  may  be  used  to  reflect  this  un- 
certainty. If  your  knowledge  of  the  case  is  so  meager 
that  you  are  unable  to  ascertain  the  cause  of  death, 
then  the  case  should  be  referred  to  the  medical 
examiner. 

For  specific  regulations  concerning  this  pro- 
cedure, see  sections  6.1  and  6.2  in  “Regulations 
Governing  Vital  Statistics”,  effective  December  31, 
1961. 

Lera  L.  O’Hara 

State  Registrar  of  Vital  Statistics 

Rhode  Island  Department  of  Health  ■ 
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The  Newport  Hospital  and  Newport  Naval  Regional 
Medical  Center  Postgraduate  Medical  Seminars 

SPRING  CALENDAR  1981  

JOSEPH  M.  VAN  DE  WATER,  M.D. 

Associate  Professor  of  Surgery,  Brown  University  — Veterans  Administration  Medical  Center 

“POST-TRAUMATIC  PULMONARY  INSUFFICIENCY” 

Wednesday,  January  14, 1981,  3-5  P.M.,  Newport  Naval  Regional  Med.  Ctr.  Command  Conference  Rm. 

GEORGES  PETER,  M.D. 

Associate  Professor  of  Pediatrics,  Brown  University 
Director,  Division  of  Infectious  Diseases,  Rhode  Island  Hospital 

“ANTIBIOTICS  (REVIEW,  PROPHYLAXIS,  USE  IN  SPECIFIC  INFECTIONS)” 

Wednesday,  February  11,  1981,  3-5  P.M.,  Newport  Naval  Regional  Med.  Ctr.  Command  Conference  Rm. 

GEORGES  PETER,  M.D. 

Associate  Professor  of  Pediatrics,  Brown  University 
Director,  Division  of  Infectious  Diseases,  Rhode  Island  Hospital 

“USE  AND  ABUSE  OF  CEPHALOSPORINS  AND  CHLOROMYCETIN” 

Tuesday,  February  17,  1981,  8 P.M.,  Room  A,  Sheffield  Building,  Newport  Hospital 

WILLIAM  BRADEN,  M.D. 

Assistant  Professor  of  Psychiatry  and  Human  Behavior,  Brown  University  — Butler  Hospital 

‘TEMPORAL  LOBE  EPILEPSY” 

Wednesday,  March  11,  1981,  3-5  P.M.,  Newport  Naval  Regional  Med.  Ctr.  Command  Conference  Rm. 

JOHN  R.  EVARD,  M.D.,  M.P.H. 

Associate  Professor  of  Obstetrics  & Gynecology,  Brown  University 

Women  and  Infants  Hospital 

“TEENAGE  PREGNANCY” 

Wednesday,  April  8,  1981,  3-5  P.M.,  Newport  Naval  Regional  Med.  Ctr.  Command  Conference  Rm. 

CHARLES  MacDONALD,  M.D. 

Chairman,  Department  of  Dermatology,  Roger  Williams  Hospital 

EARLY  RECOGNITION  & MANAGEMENT  OF  SKIN  MANIFESTATIONS  OF 
CANCER,  INFECTIOUS  & SYSTEMIC  DISEASES 

Tuesday,  April  21,  1981,  8 P.M.,  Room  A,  Sheffield  Building,  Newport  Hospital 

MILTON  W.  HAMOLSKY,  M.D. 

Professor  of  Medicine,  Brown  University  — Rhode  Island  Hospital 

“ESTROGENS” 

Wednesday,  May  13,  1981,  3-5  P.M.,  Newport  Naval  Regional  Med.  Ctr.  Command  Conference  Room 


CREDIT 

Each  of  these  CME  offerings  is  co-sponsored  by  the  Newport  Hospital,  the  Naval  Regional  Medical  Center,  the  Newport  Medical 
Society  and  by  the  Brown  University  Office  of  Continuing  Medical  Education.  As  organizations  accredited  for  Continuing  Medical 
Education  the  Newport  Hospital,  the  Naval  Regional  Medical  Center,  (by  authority  of  the  Naval  Health  Sciences  and  Training 
Command,  National  Naval  Medical  Center,  Bethesda,  Md.)  and  the  Brown  University  office  of  Continuing  Medical  Education  desig- 
nate these  CME  activities  as  meeting  the  criteria  for  two  (2)  hours  in  Category  I of  the  Physician's  Recognition  Award  of  the  Ameri- 
can Medical  Association. 


INVITATION 

The  Newport  Hospital,  the  Newport  Naval  Regional  Medical  Center,  and  the  Newport  County  Medical  Society  welcome  the  partici- 
pation of  colleagues  from  other  hospitals  and  medical  societies.  This  program  joins  those  already  offered  elsewhere  in  our  state 
as  a contribution  to  the  continuing  medical  education  opportunities  for  all  physicians. 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summery. 

Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Cecloi  ■ (celaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  inlections 
when  caused  by  susceplible  strains  ol  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumortiae  (Diptococcus 
pr^eumortiae).  Haemophilus  inlluenzae.  and  S 
pyogenes  (group  A bela-hemolylic  streptococci) 
Appropriate  culture  and  susceptibility  studies 
should  be  perlormed  to  determine  susceptibility  ol 
the  causative  organism  to  Ceclor 

Conlraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  ol 
antibiotics 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  AOMINISTEREO 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGEN ICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS.  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 

Precautions:  It  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and.  it  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g 
pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  ol  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinlection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false- 
positive  reaction  tor  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitesf  tablets  but  not  with 
Tes-Tape'  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  ettects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  ol  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  let 
Usage  in  Infancy— Safety  of  this  product  fo'  use  in 
infants  less  than  one  month  of  age  has  not  beer: 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  o(  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  ettects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Itansifory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  tor  the  physician 
Hepaf/c— Slight  elevations  in  SGOT.  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hema/opore/rc— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  tin  200)  [,<,3obo»] 


Some  ampicillin-resistont  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’^® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneunnoniae.  H.  influenzae.  S,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor/ 


■ Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS 
pneumoniae  or  H influenzae  " 

Hole  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  IS  the  usual  drug  of  choice  in  the  treatmenl 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  ol  rheumatic  fever  See  prescribing 
information 
References 

1 Antimicrob  Agents  Chemother , 8 91 . 1975 

2 Antimicrob  Agents  Chemother 470,  1977 

3 Antimicrob  Agents  Chemother . /8  584, 1978 

4 Antimicrob  Agents  Chemother , t2  490. 1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler 
and  R Luthy),  II  880  Washington,  D C American 
Society  for  Microbiology,  1978 

6 Antimicrob  Agents  Chemother . /5  861 . 1978 

7 Data  on  tile.  Ell  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases 
(^edited  by  G L Mandell,  R G Douglas.  Jr . and  J E 
Bennett),  p 487  New  York  John  Wiley  & Sons.  1979 


Additional  inlormalion  available  to 
the  profession  on  request  from 
Eh  Lilly  and  Company, 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc. 

Carolina.  Puerto  Rico  00630 
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AA^’re  looking  fordoctors  \dio 
dhink  &ev  doiA  need  a computer. 


The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  hilling. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 

• Third  part\’  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  414  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 
designed  to  blend  smoothly  into 
solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support. 

Because  they  haven't  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360;  in  California 
(800)  772-2655 . . . or  write  for  our 
brochure. 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP" 

INCORPORATED 

1100  Larkspur  Landing  Circle,  Larkspur,  CA  949.39 

.Atlanta.  Birmingham.  Bo.ston.  Buffalo.  Charlotte.  Chicago.  Cleveland.  Columhus.  Dallas.  Denver,  Detroit. 

Hartford.  Houston.  Indianapolis.  Irvine.  Kansas Cit\-.  D)S  Angeles.  .Memphis.  .Miami.  .Minneapolis.  Na.shville. 

New  Orleans.  .New  York  Cih-.  Norfolk.  Oklahoma  Cih:  Philadelphia.  Phoenix.  Pittsburgh.  Portland.  Salt  Lake 
Citt.  San  I )iego.  San  Francisco.  Seattle.  SL  Diuis.lbmpa,  Washington.  D.C. 


works  well  in  your  office... 


NEOSPORIN"  Ointment 

(pofymyxin  B-bacitmcin-neomycin) 

(pniiivX^nf  tn'?  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 

(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1 /32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
i nfect  ions,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN"  Ointment— for  the  office,  for  the  home. 

(polymyxin  B bacitracin- neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contain.s:  Aero.sporin®  (Pob-myxin  BSulfate) 
5.000  units,  bacitracin  zint'  400  units,  neomycin  sulfate 
5 mgtequivaient  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING;  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
^fected.  especially  it  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  mani^st  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS;  Neomycin  is  a not  un- 
common cutaneous  sensitizer  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

' r/\  / Research  Triangle  Park 

Wellcome/  North  Carolina  27709 


MEDICAL  CLEARING  BUREAU 


Zytmd  Zy/Z 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 

521-9287 


^ O O D (401)-397-5029 

fe,..  1 

^P.O.BOX  470 

EAST  GREENWICH  . 

HEALTH  HAVENS 

NURSING  HOME 

RHODE  ISLAND  02818 

A passive  energy  building  — an  active 
alcohol  intervention  program. 

Residential,  non-residentlal,  educational. 
Family  oriented.  Professional. 

East  Providence 

For  the  people  you  really  care  for  — 
whether  In  moderate  severe,  or  severe 
and  chronic  alcohol  trouble. 

Needed: 

PRIMARY  CARE  PHYSICIAN 
NEEDED  for  BLOCK  ISLAND 

ENT 

COMMUNITY 

Urologists 

Family  Care  and  Emergency  Medical 

Care  Experience  Required 

Private  and  Subsidized  Income 

Winter  Population  app.  500 

Summer  Population  to  10,000 

ATWOOD 

MEDICAL  CENTER 

For  further  information,  respond  with 
resume  by  April  30  to: 

1524  ATWOOD  AVENUE 
JOHNSTON,  Rl  02919 

Block  Island  Medical  Services 
Committee 

P.  0.  Box  323 

Block  Island,  Rhode  Island  02807 

Immediate  occupancy  in  the  finest 
medical  offices  in  New  England. 

Total  sq.  ft.  - 43,000 

Parking  - 300  cars. 

An  Affirmative  Action/Equal  Opportunity 
Employer 

Call:  CARL  F.  DeLUCA,  MD 
274-2910 

AVAILABLE  — 2 SUITES 

970  square  feet  — 760  square  feet 

Full-time  salary  position  for  physician 

BARRINGTON  MEDICAL  CENTER 

with  the  option  to  become  a partner  after 
one  year.  Available  starting  in  May  or 

1525  Wampanoag  Trail 

June,  1981.  Please  contact  Mr.  Gregory 

East  Providence,  R.l.  02915 

Squillante  at  (617)  678-5631  for  more  in- 

Call:  DUGALD  H.  MUNRO,  M.D. 

437-0500 

formation. 

For  Rent 

Barrington:  147  County  Road. 

Ideal  location  for  professional,  medical 
and/or  dental  office.  1100  square  feet.  Also 
possibility  of  sharing  another  medical  suite  on 
a part-time  basis.  Off-street  parking.  Call  247- 
0130 


GREENVILLE  MEDICAL  CENTER 

7 SMITH  AVE.,  GREENVILLE,  R.l.  02828 
Finished  office  available 
Desirable  location  for  Internist, 
Family  Practitioner,  and  other 
Specialties 

401/331-7171 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer  * 
and  irritable  bowel  syndrome  * 

<? 


Librax' 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  foiiows: 

indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows; 

"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis) and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation. 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction:  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Bromide. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g.,  operat- 
ing machinery,  driving).  Physical  and  psychologi- 
cal dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium* 
(chlordiazepoxide  HCI/Roche)  to  known  addic- 


tion-prone individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapry  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical 
reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression:  suicidal  tend- 
encies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets. 
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"Wete  together  because  Dr.  Benson 
recommended  home  health  care." 


Horne  health  care  is  an  excel- 
lent alternative  when  your  patients 
cannot  fully  care  for  themselves,  yet 
do  not  need  to  be  in  a hospital  or 
nursing  home.  They  can  enioy  the 
comforts  of  home  and  family  while 
receiving  the  care  they  need,  often 
at  a cost  far  below  that  of  institu- 
tional care.  And  you  are  always  in 
full  control  of  the  plan  of  care. 

Each  year,  thousands  of  people 
receive  care  at  home  from  Upjohn 
Healthcare  Services^.*^  We  employ 
nurses,  nurse  assistants,  home 
health  aides,  homemakers  and 
companions. 

We're  the  nation's  leading  pri- 
vate provider  of  home  health  care, 
with  hundreds  of  offices  through- 
out the  United  States  and  Canada. 
Many  of  our  offices  are  licensed 
to  provide  services  covered  by 
Medicare. 

Upjohn  Healthcare  Services  is 
a service  program  of  The  Upjohn 
Company,  a name  you  and  your  pa- 
tients can  trust.  For  free  home  health 
care  information  packets  you  can 
give  to  your  patients,  please  send  us 
the  coupon  below.  Or  call  our  office 
nearest  you,  listed  in  the  white 
pages  of  your  telephone  directory. 

UPJOHN 
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SERVICES  “ 


Let  IIS  help  you  tell  your  patients  about 
home  health  care. 

Please  □ send  me  10  free  home  health 
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□ have  your  service  director 
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Mail  to:  Upjohn  Healthcare  Services 
Dept.  sjG 
3651  Van  Rick  Drive 
Kalamazoo,  Michigan  490c ' 
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The  Prevention  of  Infection 


A Brief  History 


Robert  G.  Petersdorf,  MD 

Because  I am  a little  older  than  my  colleagues  on 
this  panel,  I would  like  to  put  the  topic  of  pre- 
venting infections  into  a brief  historical  perspective. 
When  I was  graduated  from  Brown  in  1952  and 
learned  the  ABCs  of  infectious  disease  and  anti- 
microbial therapy  in  medical  school  there  was  little 
that  could  be  said  about  preventing  infections. 
Diphtheria,  tetanus,  typhoid,  and  smallpox  vac- 
cines were  available,  and  poliomyelitis  vaccine  was 
coming  on  the  scene.  There  were  relatively  few  anti- 
biotics, and  their  prophylactic  use  was  directed  at 
rheumatic  fever,  gonorrhea,  and  some  enteric  in- 
fections. 

In  the  early  1960s  I edited  a symposium  volume 
on  infections  for  the  Journal  of  Pediatrics.  For  the 
bacterial  infections,  we  espoused  the  principle  that 
when  prophylaxis  was  directed  at  a single  organism, 
such  as  was  the  case  with  sulfonamides  against 
meningococci,  penicillin  against  group  A strepto- 
cocci, and  at  that  time,  penicillin  against  gono- 
cocci, prevention  was  generally  highly  effective.  We 
also  pointed  out,  however,  that  when  antibiotics 
were  given  indiscriminately  to  prevent  infection  in 
susceptible  hosts  patients  who  were  elderly  or 
debilitated  or  who  had  undergone  a variety  of  surgi- 

From  introductory  remarks  delivered  at  the  Brown  Medical 
Association  Fall  Seminar  symposium  "Infectious  Diseases:  New 
Threats,  New  Therapies"  held  Friday,  November  2,  1979,  Pro- 
vidence. Rhode  Island. 
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Harvard  Medical  School,  Boston,  Massachusetts ; 
President,  Brigham  and  Women’s  Hospital,  Boston, 
Massachusetts. 


cal  procedures  they  were  generally  ineffective. 
Little  was  said  about  the  prophylaxis  of  common 
viral  diseases  as  recently  as  20  years  ago. 

The  contributions  to  this  issue  of  the  Rhode 
Island  Medical  Journal  show  how  far  we  have  come 
in  preventing  infections.  Effective  vaccines  are  now 
available  against  poliomyelitis,  measles,  rubella  and 
influenza  and  if  used  in  appropriate  and  timely 
fashion  have  virtually  eradicated  these  infections. 
We  need  to  remember,  however,  that  in  order  to  be 
effective,  these  vaccines  must  be  administered  and 
constant  vigilance  is  needed  to  see  that  this 
happens.  Dr.  Gerald  Faich’s  examples  of  “phy- 
sician-resistance” are  distressing  to  say  the  least.  In 
this  era  of  primary  care  and  emphasis  on  preven- 
tion, failure  to  immunize  susceptible  individuals 
against  the  common  viral  infections  simply  should 
not  be  permitted. 

Dr.  Georges  Peter’s  summary  of  vaccines  against 
common  bacterial  pathogens  is  gratifying.  As  one 
who  was  intimately  involved  with  a major  outbreak 
of  meningococcal  disease  during  the  early  years  of 
the  Viet  Nam  War,  the  arrival  of  group  A and 
group  C vaccines  is  most  welcome.  Would  that 
we  could  develop  a group  B vaccine  as  well. 
Pneumococcal  vaccine  and  various  streptococcal 
vaccines  look  very  promising;  of  course,  a vaccine 
against  H influenzae  would  constitute  a great 
advance. 

There  have  been  significant  advances  in  the  use 
of  antimicrobial  prophylaxis  against  specific  patho- 
gens. For  example,  household  outbreaks  of  men- 
ingococcal infection  can  be  aborted  with  rifampin 
and  minocycline.  Even  our  former  “across  the 
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board”  opposition  to  prophylaxis  in  surgical 
patients  has  been  modified.  We  now  know  that 
post -operative  infections  can  be  sharply  reduced  in 
abdominal,  vascular,  cardiothoracic,  gynecologic, 
and  orthopedic  surgery  provided  the  antibiotic  is 
given  against  the  pathogen  most  likely  to  cause  in- 
fection, and  is  administered  in  high  doses  for  a brief 
period  of  time.  The  superinfections  which  used  to 
be  so  common  with  routine  post-operative  peni- 
cillin-streptomycin prophylaxis  do  not  seem  to 
occur  if  these  principles  are  followed.  And  although 
hard  data  are  difficult  to  come  by,  I am  sure  that 
some  of  the  many  immunosuppressed  hosts  with 
whom  we  have  to  deal  are  kept  free  of  infection  by 
timely  prophylactic  antibiotic  therapy. 

Antibiotic  prophylaxis  however,  is,  by  no  means 
harmless.  Dr.  Antone  Medeiros  points  out  the 
mechanisms  by  which  antibiotic  resistance  develops 
and  makes  the  sobering  point  that  if  antibiotics  are 
used  indiscriminately,  sooner  or  later  some  organ- 
isms will  become  resistant  to  all  of  them.  It  is  essen- 


tial, therefore,  to  question  the  use  of  prophylactic 
antibiotics  in  every  patient  in  whom  their  use  is  con- 
templated, and  only  when  a true  need  for  antibiotic 
prophylaxis  can  be  established  should  these  drugs 
be  given.  They  must  serve  as  a true  antibacterial 
umbrella  for  the  patient  not  as  a security  blanket  for 
the  physician. 

The  papers  which  follow  show  that  we  have  come 
a long  way  in  preventing  both  viral  and  bacterial  in- 
fections. At  the  same  time,  we  have  a long  way  to 
go.  Given  the  choice  between  vaccines  on  the  one 
hand  and  antibiotics  on  the  other,  I much  prefer 
the  former.  However,  much  more  study  is  needed 
before  vaccines  against  the  major  pathogens  which 
continue  to  plague  us  — organisms  like  Pseudo- 
monas, Staphylococcus,  Serratia,  and  the  other 
gram-negative  pathogens  — will  become  available. 

Brigham  and  Women’s  Hospital 
Boston,  Massachusetts  021 15 
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Expanding  Spectrum  of  Antibiotic 
Resistance 


Constant  Surveillance  Is  Necessary  for  Early  Detection 
and  Containment  of  New  Resistance  Genes 


Antone  A.  Medeiros,  MD 


Physicians  today  are  being  asked  to  choose  from  an 
ever  expanding  catalog  of  new  antimicrobial 
agents.  A very  important  factor  responsible  for  the 
proliferation  of  new  antimicrobials  has  been  the 
development  of  resistance  to  each  new  agent  soon 
after  it  is  used  clinically.  This  brief  review  high- 
lights major  events  in  the  evolution  of  antibiotic  re- 
sistance and  summarizes  our  current  knowledge  of 
the  mechanisms  by  which  bacteria  adapt  so  readily. 
An  understanding  of  these  processes  provides  sev- 
eral lessons  pertinent  to  the  control  of  the  develop- 
ment of  antibiotic  resistance. 

In  the  1940s,  shortly  after  the  introduction  of  the 
first  antimicrobial  agents,  the  sulfonamides,  re- 
sistant strains  of  Group  A streptococci  and  gono- 
cocci emerged.  Similarly,  penicillin  G had  been 
used  clinically  for  only  a brief  time  when  staphylo- 
cocci were  identified  which  could  destroy  penicillin, 
making  them  highly  resistant  to  it.  The  1950s  saw 
increasing  use  of  the  broad  spectrum  antimicro- 
bials, tetracycline,  streptomycin,  chloramphenicol, 
and  with  it  an  increasing  frequency  of  infections 
due  to  gram  negative  bacilli,  often  resistant  to  one 

Read  at  the  Brown  Medical  Association  Fall  Seminar  sym- 
posium “Infectious  Diseases:  New  Threats,  New  Therapies” 
held  Friday,  November  2,  1979,  Providence,  Rhode  Island. 


Antone  A.  Medeiros,  MD,  Director  of  Infectious 
Diseases,  Division  of  Infectious  Diseases  and  Clini- 
cal Microbiology  Laboratory,  The  Miriam  Hospi- 
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of  Medicine,  Brown  University,  Providence,  Rhode 
Island. 


or  more  of  these  agents.  Widespread  outbreaks  of 
meningococcal  meningitis  in  the  1960s  were  related 
directly  to  the  emergence  of  strains  of  meningococci 
resistant  to  the  sulfonamides,  up  to  that  time  the 
mainstay  of  prophylaxis  against  the  meningococcus. 
In  that  same  decade,  the  discovery  was  made  that  a 
chemical  modification  of  a side  chain  of  the 
penicillin  G molecule  yielded  an  antimicrobial, 
methicillin,  that  resisted  attack  by  the  staphylo- 
coccal penicillinase.  With  its  use,  outbreaks  of 
infection  due  to  penicillin-resistant  staphylococci 
which  had  swept  through  hospitals  in  the  1950s 
came  under  control.  Yet  soon  methicillin-resistant 
strains  began  to  appear  and  quickly  became 
prevalent  in  many  countries  in  Europe.  Guriously, 
they  remained  relatively  rare  in  the  United  States,  a 
phenomenon  which  is  still  unexplained. 

Another  milestone  in  the  history  of  antibiotic  re- 
sistance occurred  in  1974  when  strains  of  type  B 
Hemophilus  influenzae  resistant  to  ampicillin 
appeared,'  followed  2 years  later  by  gonococci  also 
highly  resistant  to  ampicillin.  The  mechanism  for 
the  resistance  was  the  same  in  both  species  and  was, 
in  fact,  the  same  as  that  which  had  been  prevalent 
in  E.  coli  for  many  years. The  1970’s  also  saw  the 
emergence  of  resistance  to  newer  antibiotics,  such  as 
gentamicin,  nearly  always  in  association  with  re- 
sistance to  multiple  other  antibiotics.  Finally,  the 
most  recent  dramatic  event  in  this  chronicle  is  the 
appearance  in  a very  discrete  geographic  area,  i.e.  a 
few  hospitals  in  South  Africa,  of  strains  of  pneumo- 
cocci resistant  to  penicillin,  tetracycline,  chlor- 
amphenicol, erythromycin,  and  clindamycin."' 
Although  the  mechanism  for  this  resistance  remains 
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unknown,  it  appears  to  be  different  from  any  known 
previously. 

Emergence  of  Resistant  Strains 
Clearly  this  pattern  of  emerging  antibiotic  re- 
sistance demonstrates  that  bacteria  possess  the 
extraordinary  ability  to  devise  mechanisms  to 
circumvent  newer  antimicrobials  almost  as  soon  as 
they  come  into  use.  In  fact,  studies  of  bacteria 
stored  away  in  the  preantibiotic  era  have  shown  that 
many  of  these  resistance  mechanisms  existed  even 
before  the  antimicrobials  were  discovered.  The 
biochemical  basis  for  resistance  to  most  antibiotics 
is  now  well  known. ^ Coupled  with  new  knowledge  of 
the  genetic  basis  for  the  dissemination  of  these 
resistance  mechanisms  among  the  bacterial  flora,  it 
provides  some  understanding  of  this  process  of 
emerging  antibiotic  resistance. 

The  mechanisms  of  resistance  of  bacteria  to  anti- 
microbials can  be  divided  into  three  broad 
categories:  (1)  effects  on  the  target  site  of  anti- 
microbial action  (2)  penetration  of  the  antibiotic 
into  the  bacterial  cell  (3)  destruction  of  the 
antibiotic  by  the  bacteria.  Alterations  which  make 
the  target  site  resistant  to  antimicrobial  action  can 
be  due  to  changes  in  the  DNA  which  determines  the 
structure  of  the  site.  These  changes  (mutations) 
may  be  induced  by  chemicals  or  radiation.  Re- 
sistance to  drugs  such  as  streptomycin,  rifampin 
and  penicillin  may  be  due  to  this  mechanism.  The 
site  of  drug  action  can  also  be  modified  by  enzymes, 
as  with  erythromycin  resistance.  In  both  these 
instances,  the  antibiotic  reaches  the  site  of  drug 
action  but  can  no  longer  bind  to  it  or  alter  it  and, 
thus,  is  ineffective.  A variation  of  this  mechanism  is 
one  in  which  the  bacteria  permit  the  antibiotic  to 
alter  the  target  site  but  ignore  the  result.  Examples 
are  resistance  to  sulfonamides  and  trimethoprim  in 
which  a new  metabolic  pathway  bypasses  that  which 
was  interrupted  by  the  antimicrobials. 

Penetration  of  drug  into  the  bacterial  cell  is  an- 
other important  mechanism.  Gram  negative 
bacteria,  such  as  E coli,  possess  a complex  outer 
membrane  which  impedes  entery  of  molecules  such 
as  penicillin  G into  the  bacterial  cell.  Gram  positive 
bacteria,  such  as  pneumococci,  lack  this  barrier, 
making  them  much  more  susceptible  to  penicillin. 
Bacteria  may  also  acquire  the  ability  to  produce 
enzymes  which  alter  the  transport  into  and  accumu- 
lation of  antibiotics  within  the  cell.  Resistance  of 
enterobacteria  to  tetracyclines  and  to  aminogly- 
cosides are  examples  of  this  mechanism. 

Destruction  or  detoxification  of  the  antibiotic  is  a 
very  important  mechanism  of  resistance  to  chlor- 


amphenicol and  to  the  penicillins.  An  acetyl  group 
is  added  enzymatically  to  the  chloramphenicol 
molecule  rending  it  ineffective.  With  the  penicil- 
lins, enzymes  (/i-lactamases)  split  the  critical 
/3-lactam  bond  in  the  molecule.  Some  resistant 
bacteria,  eg  staphylococci,  can  liberate  large 
amounts  of  /3-lactamase  into  the  growth  media 
protecting  neighbors  not  fortunate  enough  to  have 
this  property.  E coli,  however,  tend  to  be  less  chau- 
vinistic, keeping  their  /3-lactamases  within  the 
bacterial  cell.  Their  /3-lactamase  is  strategically 
located  in  a space  (the  periplasmic  space)  between 
the  penicillin  target  site  and  the  outer  membrane,  a 
barrier  which  permits  only  a few  molecules  of  peni- 
cillin to  enter  at  a time,  thus  allowing  the  (i- 
lactamase  to  consume  the  penicillin  at  a more 
leisurely  pace.  Cooperation  between  the  two  re- 
sistance mechanisms  (destruction  and  permeability 
barrier)  enables  the  individual  E coli  cell  to  resist 
high  concentrations  of  drugs  such  as  ampicillin.® 

Clinical  Observations 

Our  understanding  of  the  way  in  which  bacteria  are 
able  to  acquire  such  a great  variety  of  resistance 
mechanisms  has  its  roots  in  some  clinical  observa- 
tions made  in  1957  in  Japan. ^ The  prevailing  notion 
at  the  time  was  that  exposure  to  an  antibiotic 
resulted  in  the  selection  of  spontaneously  occurring 
mutants  resistant  to  that  particular  antimicrobial. 
The  Japanese  investigators  kept  careful  records  of 
the  incidence  of  resistance  to  streptomycin, 
chloramphenicol,  and  tetracycline  among  clinical 
isolates  of  Shigella.  They  noted  in  1957  that  the 
majority  of  resistant  isolates  were  resistant  to  all  3 of 
those  antibiotics,  a fact  which  argued  against  the 
one  drug  — one  mutation  selection  hypothesis.  They 
further  observed  that  some  patients  with  Shigella 
strains  susceptible  to  all  3 antibiotics  would  begin  to 
excrete  multi-drug  resistant  isolates  after  therapy 
with  a single  antibiotic.  Also,  this  seemed  to  occur 
more  often  in  patients  who  harbored  multi-drug 
resistant  E coli  in  their  stools  prior  to  therapy.  They 
postulated  that  within  the  intestines  of  treated 
patients  the  resistant  E coli  transferred  resistances 
en  bloc  to  the  susceptible  Shigellae.  Simple  mating 
experiments  were  done  which  confirmed  the 
transferability  of  multiple  antibiotic  resistance  from 
one  species  to  another. 

The  rest  of  the  story  is  now  well  known.  Small 
pieces  of  DNA  capable  of  replicating  independently 
of  the  bacterial  chromosomes  carry  information 
which  codes  for  enzymes  capable  of  causing 
resistance  to  10  or  more  antibiotics.  These  closed 
circles  of  DNA,  called  plasmids  or  R factors,  can 
pass  from  cells  of  one  species  to  another.  They  do 
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this  either  by  conjugation  (passage  through  an 
opening  between  two  bacteria  in  close  apposition) , 
transduction  (injection  into  the  cell  by  a bacterial 
virus) , or  transformation  (direct  entry  of  DNA 
which  has  been  liberated  by  lysis  of  a donor  cell) . 
Recently  small  segments  of  DNA  which  have  the 
special  property  of  transposing  from  one  plasmid  to 
another  or  to  and  from  the  bacterial  chromosomal 
have  been  identified.*  These  so  called  “jumping 
genes”  have  been  found  to  carry  resistance  to  as 
many  as  4 different  antibiotics,®  thus  adding 
another  dimension  to  the  process  of  emerging 
antibiotic  resistance. 

Which  of  these  mechanisms  occurs  most  fre- 
quently in  the  natural  “wild”  state  is  unknown.  Even 
relatively  rare  occurrences  of  transfer  or  trans- 
position could  lead  to  widespread  dissemination  of 
resistance  genes  if  antibiotics  in  the  environment 
provided  adequate  selection  pressure.  Resistance 
genes  already  residing  in  obscure  non-pathogenic 
species  of  bacteria  could  make  their  way  into 
clinical  pathogens  through  a maze  of  promiscuous 
matings,  if  the  need  arose  to  resist  some  new  anti- 
microbial. Fortunately,  nature  imposes  limitations 
on  the  transfer  of  R factors  between  bacteria — bac- 
teria are  not  totally  promiscuous  — so  that  the  dis- 
semination of  resistance  genes  has  been  a relatively 
slow  albeit  relentlessly  progressive  process. 

A Recent  Hospital  Experience 
The  recent  experience  in  one  reported  hospital 
illustrates  the  way  in  which  this  process  operated  to 
produce  the  abrupt  emergence  of  gentamicin  re- 
sistance among  clinical  isolates  of  Enterobac- 
teriaceae}^  Although  gentamicin  had  been  used 
there  since  1970,  strains  resistant  to  it  had  rarely 
been  isolated  through  1975.  In  February  of  1976, 
gentamicin-resistant  isolates  of  a particular  biotype 
of  Klebsiella  pneumoniae  first  appeared.  They  in- 
creased in  incidence  through  May  when  the  rate  of 
isolation  declined  (Fig.  1).  During  that  period, 
however,  the  rate  of  isolation  of  other  gentamicin- 
resistant  Enter obacteriaceae  increased  sevenfold. 
Gentamicin-resistance  subsequently  declined  in  all 
of  the  species  except  Serratia  marcescens.  Using  new 
techniques  for  determining  plasmid  identity,  it  was 
shown  that  a single  plasmid  had  caused  the  dis- 
semination of  the  gentamicin-resistance  gene,  along 
with  genes  determining  resistance  to  ampicillin, 
sulfonamides,  and  chloramphenicol.  It  is  note- 
worthy that  patients  acquired  these  gentamicin  re- 
sistant strains  late  in  their  hospital  course  (average 
of  24  days)  and  that  a high  proportion  of  the 
patients  were  from  the  Intensive  Care  Unit,  a fertile 
ground  for  breeding  bacteria  under  antibiotic  selec- 


tion pressure.  The  eventual  persistence  of  the 
plasmid  in  Serratia  reflects  the  well-known  ability  of 
Serratia  both  to  survive  and  to  spread  in  tbe 
hospital  setting. 

With  regard  to  control,  the  above  experience  em- 
phasizes the  need  for  constant  surveillance  of  the 
hospital  flora  in  order  to  detect  the  appearance  of 
new  resistance  genes.  By  quickly  isolating  patients 
harboring  bacteria  containing  new  resistance  genes, 
it  may  be  possible  to  prevent  dissemination  not  only 
of  a strain  of  bacteria  from  person  to  person,  but 
also  dissemination  of  a plasmid  from  bacteria  to 
bacteria. 

An  example  of  control  of  a multi-drug  resistant 
nosocomial  pathogen  occurred  in  The  Miriam 
Hospital."  Computer  surveillance  showed  the  ap- 
pearance in  1977  of  a strain  of  Acinetobacter  cal- 
coaceticus  resistant  to  gentamicin,  amikacin,  and 
tetracycline  as  well  as  to  ampicillin  and  cephalo- 
thin.  Nearly  all  isolations  were  from  patients  on  res- 
pirators in  the  Intensive  Care  Unit.  By  isolating  the 
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Figure  1.  Number  of  patients  in  the  hospital  each 
month  who  had  their  first  isolate  of  a species  of 
gentamicin-resistant  Enterobacteriaceae. 
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patients  and  removing  from  the  unit  a portable 
respirometer  found  to  be  carrying  the  Acineto- 
bacter,  the  number  of  isolates  fell  (Table  1) . Con- 
comitant with  the  decrease  in  rate  of  isolation,  the 
incidence  of  antibiotic  resistance  also  fell,  suggest- 
ing that  a multi-drug  resistant  clone  had  disap- 
peared from  the  environment.  This  experience  un- 
derscores the  critical  importance  of  continued  sur- 
veillance of  the  patterns  of  antibiotic  resistance 


Table  1.  Decrease  in  Resistance  of  Clinical  Iso- 
lates of  Acinetobacter  calcoaceticus  from  the 
Miriam  Hospital  over  a 3 Year  Period. 


PERCENT  RESISTANT  TO 


Year 

No.  of 
Isolates 

Genta- 

micin 

Tobra- 

micin 

Amikacin 

Tetra- 

cycline 

1977 

618 

64 

4 

43 

26 

1978 

307 

17 

3 

12 

11 

1979 

204 

8 

2 

4 

7 

among  the  bacterial  flora  of  the  hospital.  These 
data  permit  early  identification  of  resistant  patho- 
gens and  quick  institution  of  control  measures  as 
well  as  provide  the  clinician  with  a guide  for  making 
empiric  choices  of  antibiotics  (Table  2) . 

A major  factor  influencing  the  emergence  of  anti- 
biotic resistance  is  the  extensive  use  of  antibiotics. 
In  countries  which  lack  strict  regulatory  laws  on  the 
use  of  antibiotics,  the  prevalence  of  resistance  genes 
among  hospital  isolates  is  much  greater  than  in 
countries  which  restrict  use  of  antibiotics. The 
rapidity  with  which  resistance  can  develop  was 
demonstrated  in  an  outbreak  of  cholera  in 
Tanzania  in  1977.’^  Five  months  after  the  extensive 
use  of  tetracycline  both  therapeutically  and 
prophylactically,  the  prevalence  of  resistance  to  it 
rose  from  0 to  76  per  cent.  Patients  receiving 
antibiotics  such  as  tetracycline  develop  resistant 
bowel  flora,  which  may  then  colonize  and  infect 
other  patients. Antibiotics  used  in  animal  feeds 
may  also  contribute  to  selection  of  resistant  bacteria 
in  human  subjects.  Members  of  farm  families  in 


Table  2.  Susceptibility  to  18  Antimicrobials  of  Bacteria  Isolated  By  The  Clinical  Microbiology  Laboratory 
of  the  Miriam  Hospital  in  1979. 


No. 


MIRIAM  HOSPITAL  1979 
PERCENT  SUSCEPTIBLE 


Tested 

TET 

CHL 

KAN 

COL 

FUR 

SUL 

TOB 

KEF 

AMP 

AMK 

GEN 

CAR 

TSM  MAN 

FOX 

E.  COLI 

1737 

72 

93 

89 

100 

98 

78 

100 

77 

80 

98 

100 

80 

97  94 

94 

ENTEROBACTER 

602 

78 

91 

93 

98 

46 

93 

100 

6 

8 

98 

100 

68 

99 

11 

KLEBSIELLA 

874 

85 

95 

92 

100 

55 

84 

99 

90 

5 

99 

99 

3 

96  97 

96 

P.  MIRABILIS 

768 

2 

72 

94 

1 

4 

93 

99 

90 

88 

96 

99 

88 

95  98 

99 

P.  INDOLE  + 

187 

48 

67 

98 

6 

6 

76 

97 

5 

9 

99 

96 

75 

91  66 

59 

PS.  AERUGINOSA 

824 

2 

0 

2 

100 

0 

3 

99 

0 

1 

85 

93 

78 

1 0 

0 

PS.  MALTOPHILIA 

99 

35 

45 

41 

75 

4 

38 

67 

2 

10 

60 

66 

31 

74  14 

14 

ACINETOBACTER 

204 

55 

5 

99 

98 

10 

86 

98 

0 

2 

91 

75 

26 

98  2 

5 

SERRATIA 

398 

3 

45 

77 

4 

4 

31 

83 

1 

3 

85 

85 

53 

83  18 

36 

CITROBACTER 

113 

77 

88 

95 

98 

91 

94 

98 

31 

14 

100 

100 

48 

100  84 

48 

No. 

Tested 

PEN 

ERY 

TET 

CHL 

FUR  : 

SUL 

CLI 

MET 

GEN 

VAN 

TSM 

STAPH  AUREUS 

1000 

18 

94 

94 

98 

100 

96 

98 

98 

96 

100 

99 

STAPH  EPIDERMIDIS 

1276 

18 

46 

63 

90 

99 

71 

60 

51 

68 

100 

80 

ENTEROCOCCUS 

1085 

5 

50 

29 

63 

93 

0 

2 

1 

— 

100 

8 

ALPHA  STREP, 

108 

96 

92 

54 

99 

94 

53 

93 

89 

67 

99 

76 

NOT  GROUP  D 

BETA  STREP,  GROUP  B 

156 

100 

93 

25 

99 

92 

5 

97 

99 

3 

99 

12 

AMK  = Amikacin 

COL 

= Polymyxin 

KAN 

Kanamyin 

SUL  = 

Sulfonamide 

AMP  = Ampicillin 

ERY 

= Erythromycin 

KEF 

= 

Cephalothin 

TET  = 

Tetracycline 

CAR  = Carbenicillin 

FOX 

= Cefoxitin 

MAN 

Cefamandole 

TOB  = 

Tobramycin 

CHL  = Chloramphenicol 

FUR 

= Nitrofurantoin 

MET 

Methicillin 

VAN  = 

Vancomycin 

CLI  = Clindamycin 

GEN 

= Gentamicin 

PEN 

= 

Penicillin 

TSM  = 

Trimethoprim-Sulfa 
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contact  with  chickens  that  were  fed  tetracycline  har 
bored  in  their  own  bowel  flora  greater  numbers  of 
antibiotic  resistant  bacteria  than  was  found  in 
families  on  farms  where  tetracycline  was  not  used  in 
the  feed.'®  Much  more  study  is  needed  to  determine 
the  impact  of  the  use  of  antibiotics  in  animal  feeds 
on  bacteria  infecting  humans. 

Summary 

The  recent  history  of  the  development  of  antibiotic 
resistance  provides  several  clear  lessons:  (1)  that 
bacteria  resistant  to  new  antimicrobials  will  always 
emerge  in  time,  (2)  that  usage  of  a new  antibiotic 
will  enhance  the  development  of  resistance  to  it  and 
other  antibiotics  and  so  must  be  used  rationally  and 
sparingly,  and  (3)  that  constant  surveillance  of  the 
bacterial  flora  is  necessary  for  the  early  detection 
and  containment  of  new  resistance  genes. 
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Some  People  We^re  More  Than  A Service/^ 


New  Developments  in  Immunizations 


Inadequate  Delivery  of  Effective  Vaccines  to  Target 
Populations  Remains  a Challenge 


Georges  Peter,  MD 

Ten  years  ago  a discussion  of  new  developments  in 
the  field  of  immunizations  would  have  summarized 
the  major  advances  in  virology  that  resulted  in  the 
development  of  safe  and  effective  vaccines  against 
poliomyelitis,  measles,  rubella,  and  mumps.  In  the 
ensuing  decade,  a resurgence  of  interest  in  bacterial 
vaccines  has  occurred  and  led  to  at  least  eight  new 
immunizing  agents,  two  of  which  have  already  been 
licensed  by  the  Food  and  Drug  Administration 
(FDA)  and  released  in  this  country.  This  reawaken- 
ing in  the  field  of  bacterial  immunoprophylaxis  has 
been  prompted  by  our  increasing  appreciation  of 
the  limitations  of  antibiotics,  including  the  continu- 
ing problem  of  bacterial  resistance  and  toxicity  of 
antimicrobials.  Although  these  agents  are  relatively 
safe,  they  are  not  totally  innocuous.  Approximately 
5 per  cent  of  hospitalized  patients  who  receive  an 
antibiotic  suffer  a toxic  or  hypersensitivity  reaction. 
Most  importantly,  appropriate  administration  of 
antibiotics  has  not  eliminated  the  morbidity  and 
mortality  of  many  bacterial  infections,  such  as 
meningitis,  pneumonia,  and  septicemia  in  immuno- 
compromised patients.  Benjamin  Franklin’s  adage 
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that  “an  ounce  of  prevention  is  worth  a pound  of 
cure  ” is  very  applicable  in  the  control  of  infectious 
diseases. 

Meningococcus 

The  new  bacterial  vaccines  that  either  have  been 
licensed  or  are  under  active  investigation  in  recent 
years  are  listed  in  Table  1.  The  first  of  these 
bacterial  vaccines  to  be  released  is  that  against  two 
of  the  major  serogroups  of  Neisseria  meningitidis, 
specifically  groups  A and  C.  Although  the  major 
serogroups  of  meningococcal  strains  responsible  for 
invasive  diseases  in  the  United  States  in  recent  years 
are  groups  B,  C,  and  Y,  group  A strains  have  caused 
major  epidemics  in  this  century  and  continue  to  be 
a significant  problem  in  other  areas  of  the  world. 
An  effective  multivalent  meningococcal  vaccine 
against  groups  A,  B,  and  C would  have  the 
potential  to  reduce  by  more  than  90  per  cent  the 


Table  1.  New  Bacterial  Vaccines 
Immunizing  agents  against  disease  caused  by  the  fol- 
lowing human  pathogens  have  been  developed  and 
appear  promising: 


1.  Neisseria  meningitidis 

2.  Hemophilus  influenzae 

3.  Streptococcus  pneumoniae 

4.  Group  A streptococci 

5.  Shigella 

6.  Mycoplasma  pneumoniae 

7.  Gram-negative  enteric  bacilli 

8.  Group  B streptococci 
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incidence  of  invasive  meningococcal  disease  world- 
wide. However,  a vaccine  against  group  B 
meningococci,  currently  the  most  prevalent 
serotype  in  this  country,  has  not  been  developed. 
Studies  in  human  subjects  have  demonstrated  that 
the  group  B-specific  capsular  polysaccharide  is  non- 
immunogenic,  in  contrast  to  the  purified  capsular 
polysaccharide  antigens  of  groups  A and  C 
meningococci,  which  are  immunogenic,  safe,  and 
efficacious.  In  Finland  during  an  epidemic  of  group 
A meningococcal  disease  that  began  in  1973,  group 
A vaccine  (purified  group  A-specific  polysaccha- 
ride) reduced  the  incidence  of  meningococcal 
disease  in  those  three  months  and  older. 

Meningococcal  serogroup  C vaccine  has  proven 
effective  in  the  control  of  group  C disease  in  older 
children  and  adults.  Vaccine  administration  in  the 
Sao  Paulo,  Brazil  epidemic  afforded  significant 
protection  to  those  two  years  and  older,  and  was 
earlier  shown  to  reduce  markedly  the  incidence  of 
group  C meningococcal  disease  in  the  US  Army 
recruits.  Since,  however,  the  attack  rate  of  men- 
ingococcal disease  is  highest  in  infancy,  and  one- 
half  of  cases  occur  in  children  less  than  two  years  of 
age,  the  lack  of  efficacy  of  this  vaccine  in  young 
children  is  a major  limitation. 

Meningococcal  vaccines  are  commercially  avail- 
able in  three  preparations,  monovalent  serogroup 
A,  monovalent  serogroup  C,  and  bivalent  sero- 
groups  A and  C.  Other  than  military  recruits  in  the 
United  States,  to  whom  the  vaccines  have  routinely 
been  given  since  1971,  their  recommended  use  is 
limited  at  present  to  epidemics  due  to  either  group 
A or  group  C meningococci.  Vaccination  should 
also  be  considered  for  travelers  to  countries  with 
epidemic  disease,  and  as  an  adjunct  to  antibiotic 
prophylaxis  for  household  contacts  of  disease  caused 
by  groups  A or  C.  Fifty  per  cent  of  secondary 
family  cases  occur  more  than  five  days  after  the 
primary  case,  allowing  potential  benefit  from  im- 
munoprophylaxis in  those  cases  in  which  rifampin 
chemoprophylaxis  has  not  been  successful  in  eradi- 
cating nasopharyngeal  carriage.  The  vaccine  is  ad- 
ministered parenterally  as  a single  dose.  Infrequent 
and  mild  adverse  reactions,  principally  localized 
erythema  for  one  to  two  days,  may  occur.  Its  safety 
in  pregnant  women  has  not  as  yet  been  established. 

Pneumococcus 

The  second  bacterial  vaccine  that  has  been  recently 
licensed  is  the  polyvalent  pneumococcal  vaccine, 
which  is  composed  of  the  purified  polysaccharide 
capsular  antigens  of  the  14  most  prevalent  pneu- 
mococcal serotypes.  Since  protective  antibody  is 
serotype-specific  and  anticapsular,  and  84  different 


serotypes  of  Streptococcus  pneumoniae  have  been 
identified,  the  ideal  pneumococcal  vaccine  should 
be  comprised  of  the  84  immunologically  distinct 
capsular  antigens.  However,  studies  by  Austrian 
and  others  have  demonstrated  that  14  serotypes 
account  for  approximately  80  per  cent  of 
bacteremic  pneumococcal  disease.  Extensive  field 
trials  have  demonstrated  that  adults  vaccinated 
with  polyvalent  pneumococcal  vaccine  containing 
as  many  as  14  serotype  capsular  antigens  develop 
significant  antibody  responses  to  most  of  these  anti- 
gens. No  serious  adverse  reactions  have  been 
reported,  although  transient  pain,  discomfort,  and 
erythema  at  the  injection  site  have  been  reported  in 
as  many  as  40  per  cent  of  recipients.  In  a large  study 
in  South  African  gold  miners,  a population  in 
whom  pneumococcal  pneumonia  occurs  frequently, 
tridecavalent  pneumococcal  vaccine  was  approxi- 
mately 80  per  cent  effective  in  reducing  the  subse- 
quent incidence  of  pneumococcal  pneumonia.  In 
another  study  involving  183  children  with  sickle  cell 
disease,  eight  bacteremic  pneumococcal  infections 
occurred  in  102  nonimmunized  patients  in  two  years 
and  resulted  in  two  deaths,  whereas  none  of  the  77 
vaccine  recipients  developed  such  infections.  Since 
patients  with  sickle  cell  disease  are  at  increased  risk 
to  fulminant,  life-threatening  pneumococcal  infec- 
tions due  to  functional  asplenia,  this  study  provides 
the  basis  for  the  recommendation  that  asplenic 
persons  and  those  with  splenic  dysfunction  should 
be  immunized. 

Other  groups  of  patients  at  increased  risk  of  suc- 
cumbing to  pneumococcal  infections,  and  thus 
candidates  for  pneumococcal  immunization, 
include  those  with  underlying  pulmonary,  cardio- 
vascular, hepatic,  renal,  or  malignant  disease,  and 
the  elderly.  Comparison  of  the  mortality  in 
pneumococcal  bacteremic  disease  in  the  pre-anti- 
biotic era  with  that  in  the  antibiotic  era  demon- 
strates that  penicillin  has  reduced  the  mortality 
least  in  those  with  underlying  disease  and  in  those 
50  years  or  older.  Since  approximately  one-quarter 
of  patients  with  pneumococcal  pneumonia  and  one- 
half  of  those  with  bacteremic  disease  have  chronic 
underlying  disease,  the  potential  benefit  of  this 
vaccine  is  considerable.  Furthermore,  although  the 
frequency  of  Gram-negative  bacillary  pneumonia 
has  increased  in  recent  years,  the  pneumococcus 
remains  the  leading  cause  of  bacterial  pneumonia 
in  hospitalized  patients. 

Limitations  of  the  pneumococcal  vaccine  include 
relative  lack  of  immunogenicity  in  children  less 
than  two  years  of  age,  and  questionable  efficacy  in 
patients  with  Hodgkin’s  disease  who  have 
undergone  splenectomy  and  are  receiving  potent 


204 


Rhode  Island  Medical  Journal 


chemotherapeutic  and  radiation  therapy.  The  lack 
of  response  in  young  infants  can  be  attributed  to  the 
polysaccharide  composition  of  the  antigens  in  this 
vaccine,  since  the  immunological  response  to  many 
polysaccharide  antigens  in  this  age  group,  unlike 
that  to  protein  antigens,  is  often  poor.  Since  Strep- 
tococcus pneumoniae  is  the  leading  cause  of  otitis 
media,  accounting  for  approximately  50  per  cent  of 
cases,  and  multiple  doses  of  pneumococcal  vaccine 
may  stimulate  serum  antibody  responses  to  at  least 
some  capsular  antigens  in  infants  and  young 
children,  field  trials  of  pneumococcal  vaccine  have 
been  initiated  by  the  National  Institutes  of  Health 
to  determine  its  efficacy  in  preventing  this  common 
pediatric  disease. 

The  need  for  booster  injections  of  pneumococcal 
vaccine  has  not  yet  been  determined.  However, 
observations  by  Heidelberger  and  his  colleagues 
with  pneumococcal  capsular  polysaccharides  in  the 
1940s  have  shown  that  type-specific  pneumococcal 
antibody  following  immunization  persists  for  at 
least  eight  years.  Studies  with  the  current  vaccine 
indicate  that  antibody  persists  for  at  least  several 
years,  and  revaccination  is  not  recommended.  The 
persistence  of  circulating  antibody  in  previously 
immunized  individuals  suggests  that  a single  dose  of 
pneumococcal  vaccine  in  adults  may  provide  life- 
long protection. 

H Influenzae 

The  poor  immunological  response  to  polysac- 
charide antigens  in  young  children  has  precluded, 
to  date,  the  development  of  an  effective  vaccine 
against  Hemophilus  influenzae,  type  b,  the  major 
cause  of  bacterial  meningitis  in  childhood. 
Although  appropriate  antibiotic  and  supportive 
therapy  has  reduced  the  mortality  of  bacterial 
meningitis  to  less  than  5 per  cent,  the  need  for 
vaccines  is  underscored  by  the  finding  that  50  per 
cent  or  more  of  survivors  have  neurological  residua. 
Data  in  both  human  subjects  and  animals  indicate 
that  antibody  directed  against  the  type-specific 
capsule  of  this  organism,  polyribose  phosphate 
(PRP),  is  protective,  and  led  Smith  and  his 
colleagues  in  Boston  and  Robbins  and  his  co- 
workers at  the  National  Institutes  of  Health  to  test 
the  safety  and  immunogenicity  of  PRP  in  human 
subjects  in  tbe  early  1970s.  They  demonstrated  that 
PRP  is  non-toxic  in  individuals  of  all  ages,  immuno- 
genic in  adults  and  older  children,  but  non- 
immunogenic  in  most  infants.  In  a subsequent  field 
trial  in  Finland,  PRP  immunization  reduced  the 
incidence  of  meningitis  only  in  children  older  than 
15  months  of  age.  Since  the  highest  attack  rate  oiH. 
influenzae  meningitis  occurs  in  infants  6 to  12 


months  of  age,  a major  reduction  in  the  incidence 
of  this  disease  can  be  provided  only  by  a vaccine 
that  is  immunogenic  in  young  infants.  Several  new 
approaches  to  this  problem  have  been  undertaken. 
For  example,  Robbins  has  demonstrated  anti-PRP 
antibody  responses  in  experimental  animals  and  in 
human  subjects  following  intestinal  colonization 
with  crossreactive  E colt.  Other  investigators  are 
currently  studying  the  immunogenicity  of  high 
molecular  weight  PRP  preparations,  less  purified 
PRP  complexed  with  cell  wall  protein  of  H influ- 
enzae, and  PRP  complexed  with  pertussis,  which 
may  serve  as  an  immunoadjuvant.  Since  H influ- 
enzae, b is  a major  bacterial  pathogen  in  childhood, 
causing  not  only  meningitis  but  also  septic  arthritis, 
occult  febrile  bacteremia,  bacteremic  cellulitis, 
pneumonia,  and  epiglottitis,  the  development  of  an 
effective  vaccine  against  this  organism  deserves  high 
priority  and  appropriate  research  funding. 

Streptococcus,  Mycoplasma,  and  Shigella 
Other  bacterial  vaccines  that  have  been  developed 
and  undergone  field  trials  include  those  against  the 
major  M types  of  group  A streptococci.  Shigella, 
Mycoplasma  pneumoniae,  and,  most  recently, 
group  B streptococci.  Field  trials  of  each  of  these 
vaccines  have  been  promising,  but  their  release  in 
the  near  future  does  not  appear  likely.  The  most 
important  of  these  vaccines  would  appear  to  be  that 
against  the  group  B streptococcus,  since  this 
organism  has  become  the  major  bacterial  pathogen 
in  the  first  month  of  life,  causing  early-onset 
pneumonia  and  sepsis  as  well  as  neonatal 
meningitis.  The  purification  of  type-specific  poly- 
saccharides of  the  group  B streptococcus  and  the 
finding  that  these  polysaccharides  are  immunogenic 
in  adults  indicate  that  prevention  of  group  B 
streptococcal  disease  in  neonates  by  immunization 
of  their  mothers  during  pregnancy  is  feasible. 

Gram-Negative  Bacteria 

Studies  in  experimental  animals  and  in  human 
subjects  of  antibodies  directed  against  the  purified 
core  glycolipid  of  Gram-negative  enteric  bacteria 
have  suggested  that  immunoprophylaxis  of  Gram- 
negative infection  in  susceptible  hosts,  such  as  those 
with  underlying  malignancy  and  neutropenia,  may 
be  possible.  Although  the  Gram-negative  bacteria 
have  considerable  antigenic  diversity,  the  cell  walls 
of  all  of  these  bacteria  contain  an  identical  core 
glycolipid,  composed  of  lipid  A,  2-keto-3- 
deoxyoctonate  acid,  and  various  sugars.  Studies  in 
animals  by  McCabe  and  his  co-workers  and  by 
Braude  and  his  collaborators  have  demonstrated 
that  antibody  against  this  shared  core  glycolipid 
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reduces  mortality  in  experimental  animals  with 
induced  heterologous  Gram-negative  bacteremia. 
In  human  subjects,  pre-existing  antibody  to  this 
core  glycolipid  in  patients  with  Gram-negative 
bacteremia  has  been  correlated  with  diminished 
incidence  of  shock,  death  or  both.  Braude  and  his 
colleagues  in  San  Diego  have  recently  initiated  a 
prospective  study  in  neutropenic  patients  of  passive 
immunoprophylaxis  with  antisera  obtained  from 
volunteers  previously  immunized  with  a core 
glycolipid  preparation.  Preliminary  results  indicate 
reduced  febrile  morbidity,  and,  possibly.  Gram- 
negative bacteremia  in  those  given  antisera  in  com- 
parison to  that  in  neutropenic  recipients  of 
nonimmune  sera.  Active  immunization  of  the  im- 
munocompromised host  with  Gram-negative 
bacterial  core  glycolipid  also  has  been  considered, 
but  the  impaired  immunological  response  of  these 
patients  probably  limits  the  potential  value  of  this 
approach. 

Viral  Vaccines 

Further  advances  in  the  field  of  viral  vaccines  have 
also  continued  since  the  major  breakthroughs  of  the 
1950s  and  1960s.  For  example,  a live  varicella 
vaccine  has  been  developed  and  field  tested  in 
Japan.  Vaccination  of  susceptible  household 
contacts  of  children  with  varicella  and  children  with 
malignant  disease  indicate  that  the  attenuated 
vaccine  strain  is  both  safe  and  immunogenic,  and 
prompted  preliminary  trials  with  this  vaccine  in  the 


United  States.  Improved  methods  in  the 
preparation  of  influenza  vaccines,  such  as  zonal 
ultracentrifugation  and  purification  of  the  surface 
antigens  (split-virus  vaccine) , have  minimize  local 
and  systemic  reaction  and  increased  immunogeni- 
city. 

Reaching  Target  Populations 
However,  in  the  case  of  all  existing  vaccines,  in- 
adequate delivery  to  target  populations,  specifically 
children,  remains  a challenge  as  great  as  that  of  de- 
veloping safe  and  effective  new  vaccines.  The  major 
factor  in  the  continued  occurrence  of  measles  is  not 
vaccine  failure,  but  rather  the  failure  to  immunize 
children.  Except  in  those  infants  immunized  at  less 
than  12  months  of  age,  true  immunological  failures 
are  rare.  This  finding  indicates  that  the  goal  of 
measles  eradication  by  October,  1982  established  by 
the  United  States  Public  Health  Service  is  definitely 
achievable. 

Further  reduction  of  the  incidence  of  infectious 
diseases  will  necessitate  not  only  continued  new 
scientific  developments  but  also  methods  of  ensur- 
ing that  all  children  receive  the  recommended 
vaccines.  The  encouraging  results  in  both  spheres  in 
the  last  few  years,  it  is  hoped,  will  be  continued  in 
the  ensuing  decade. 

Division  of  Infectious  Diseases 
Rhode  Island  Hospital 

Providence.  RI  02902  B 
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A Public  Health  Perspective  on  the 
Immunizable  Diseases 


Physicians  Shouid  Examine  Their  Practices  for  Opportunities  to 
Expand  Vaccine  Usage  In  Adults  and  Adolescents 


Gerald  A.  Faich,  MD 

We  face  a continuing  threat  to  the  control  of  in- 
fectious diseases  preventable  by  immunization.  The 
practitioner’s  role  in  the  prevention  of  disease  is 
stressed  by  every  medical  specialty  and  throughout 
medical  school.  Yet  it  is  my  thesis  that  many  prac- 
ticing physicians  are  resistant  to  using  vaccines 
actively  as  a preventive  measure  for  adolescents 
and  adults.  I propose  to  cite  three  concrete 
examples  relating  to  measles  and  rubella  to 
support  my  thesis.  I will  also  examine  several 
factors  that  contribute  to  physician  resistance  to 
immunizations.  Last,  I would  like  to  suggest 
several  possible  solutions. 

It  must  be  acknowledged  that  Rhode  Island 
private  physicians,  who  supply  over  90  per  cent  of 
the  care  in  the  state,  have  performed  excellently  in 
the  routine  use  of  vaccines  during  childhood.  The 
Department  of  Health  has  distributed  these 
vaccines  free  to  the  private  sector  for  a number  of 
years.  Immunization  levels  in  two-year  olds  and 
those  entering  school  have  now  reached  over  95  per 
cent  in  this  state.  Additionally,  physicians  have 
willingly  and  actively  participated  in  mass 
immunization  catch-up  programs  dating  back  to 


Read  at  the  Brown  Medical  Association  Fall  Seminar  sym- 
posium “Infectious  Diseases:  New  Threats,  New  Therapies” 
held  Friday,  November  2,  1979,  Providence,  Rhode  Island. 


Gerald  A.  Faich,  MD,  Associate  Director,  Pre- 
ventive Medicine,  Rhode  Island  Department  of 
Health,  Providence,  Rhode  Island. 


tbe  1954  polio  campaign,  followed  by  campaigns 
for  measles  and  rubella. 

Measles  Outbreak  1979 

Without  further  introduction,  let  me  describe  the 
first  of  my  examples  — the  measles  outbreak  we 
experienced  in  this  state  in  January  and  February 
of  1979.  Survey  data  obtained  in  April  1978 
indicated  that  elementary  school  children  were 
well  immunized  in  the  state,  but  that  junior  and 
senior  high  school  students  had  a greater  than  20 
per  cent  deficiency  rate  in  documented  measles  im- 
munity. Since  1966,  measles  has  gone  from  a level 
of  three  to  four  thousand  reported  cases  a year 
down  to  only  8 cases  in  1978.  Thus,  except  for  the 
collection  of  susceptibles  in  junior  and  senior  high 
school  levels,  the  state  was  in  relatively  good 
condition  relative  to  measles  until  1979. 

Beginning  in  mid-January  of  1979  and  continu- 
ing for  nearly  a month,  an  epidemic  of  100  cases  of 
measles  occurred  in  Rhode  Island  (Fig.  1 ) . Seventy- 
three  of  the  cases  were  from  East  Providence,  and 
the  remaining  27  cases  came  from  14  different  com- 
munities around  the  state.  Ninety  per  cent  of  the 
cases  were  10  to  19  years  of  age,  and  most  were 
either  in  unimmunized  individuals  or  individuals 
who  needed  reimmunization  because  they  had  been 
previously  immunized  before  12  months  of  age  or 
with  inactivated  vaccine.’ 

Soon  after  the  epidemic  became  apparent,  the 
Department  of  Health  issued  a recommendation  to 
exclude  from  school  all  students  who  did  not  have 
documented  immunity  to  measles  in  their  school 
records.^  Public  clinics  for  measles  immunization 
were  not  begun  for  10  days  after  the  detection  of  the 
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Figure  1.  Measles  cases  by  date  of  onset  in 
Rhode  Island  during  January-February  1979. 

epidemic  in  order  to  provide  an  opportunity  for 
retrieval  of  records  of  prior  immunization  and, 
when  appropriate,  new  immunization  from  private 
physicians.  During  this  time,  about  10,000  doses  of 
vaccine  were  distributed  to  130  Rhode  Island  phy- 
sicians. After  this,  39  school-based  and  other  public 
clinics  were  set  up,  and  some  27,000  students  were 
immunized  with  either  measles  vaccine  or  mea- 
sles/rubella combined  vaccine.  A total  of  some 
37,000  students  representing  about  15  per  cent  of 
the  junior  and  senior  high  school  population  in  the 
state  were  immunized. 

Several  professional  and  public  informational 
themes  were  stressed  at  the  start  of  the  epidemic  : 1 . 
measles  is  a serious,  highly  contagious  disease,  not 
merely  a childhood  nuisance;  2.  measles  reim- 
munization is  often  indicated  ; 3.  school  exclusions 
will  be  enforced,  and  4.  the  epidemic  is  not  an 
epidemic  of  measles  disease  as  much  as  ah 
“epidemic”  of  underimmunization. 

Let  me  now  examine  the  early  physician  response 
to  the  epidemic  and  recommendations.  The  De- 
partment was  criticized  by  some  physicians  for 
creating  panic  and  inappropriately  calling  for 
school  exclusions.^ " Criticism  did  not  diminish  until 
after  it  became  clear  that  a major  epidemic  was 
underway.  I believe  it  is  fair  to  say  that  physician 
objections  were  principally  based  on  three  con- 
cerns : 

1.  the  demand  for  immunizations  was  disrup- 
tive to  routine  practice; 


2.  office  record  systems  did  not  allow  for  ready 
retrieval  of  immunizations  given  ten  or  more  years 
before ; 

3.  measles  had  not  spread  when  statewide 
school  exclusion  was  recommended. 

My  reaction  to  these  criticisms  and  concerns  is 
that  in  the  face  of  an  epidemic  physicians  ought  to 
be  prepared  for  some  disruption  of  their  practices 
and  accept  this  as  a responsibility  to  their  own 
private  patients.  We  only  set  up  public  clinics 
because  it  appeared  that  the  demand  for  vaccine 
could  not  be  met  adequately  by  private  physicians 
during  the  crisis.  I further  believe  that  record  retrie- 
val of  prior  immunization  ought  to  be  seen  as  an 
obligation  that  is  linked  to  the  actual  giving  of  the 
vaccine.  Yes,  parents  should  keep  and  maintain 
their  own  records,  but  they  often  don’t.  Lastly,  it 
was  clear  to  us  that  we  were  destined  to  have  a large- 
scale  epidemic  because  of  the  known  large  pool  of 
susceptibles  in  junior  and  senior  high  schools 
throughout  the  state.  This  was  the  reason  that  the 
Department  moved  forcefully  to  recommend  school 
exclusion.  A number  of  physicians  did  not  under- 
stand the  rationale  for  predicting  that  we  were 
going  to  have  an  epidemic  and  would  have  held  off 
until  further  spread  has  occurred.  Had  we  done  so. 
I’m  sure  that  we  would  have  had  many  more 
measles  cases  and  may  well  have  seen  some  of  the 
dire  complications  of  measles  such  as  encephalitis, 
pneumonia  and  even  death.® 

Rubella  — Premarital  Immunization 

Let  me  move  on  to  my  second  disease  and  my 
second  example  — rubella.  Rubella  vaccine  has 
been  available  since  1969.  Since  then  the  overall 
reported  incidence  of  rubella  has  diminished 
markedly.  Most  importantly,  we  have  not  seen 
another  large  scale  “killer”  epidemic  of  rubella  such 
as  that  of  1965,  which  resulted  in  an  estimated 
25,000  cases  of  congenital  rubella  syndrome.  Even 
though  the  total  number  of  cases  of  rubella  has 
decreased,  the  reduction  has  occurred  mainly  in 
those  under  15.  Our  childhood  population  has  now 
been  protected  by  the  use  of  rubella  vaccine  as  a 
routine  preventive  health  measure.  The  difficulty 
however,  is  that  congenital  rubella  is  a problem  of 
susceptible  adult  women.  There  has  been  almost  no 
reduction  in  the  frequency  of  rubella  in  adult 
women  over  the  past  ten  years.  Because  of  this,  we 
shall  continue  to  see  congenital  rubella  syndrome 
until  the  well-immunized  cohort  of  children  moves 
into  the  childbearing  years  over  the  next  ten  or  fif- 
teen years.  For  this  reason,  target  populations  for 
rubella  immunization  have  now  been  expanded  in 
the  United  States  to  include  adolescent  and  young 
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women  in  the  childbearing  years.  The  Public 
Health  Service  has  recommended  that  immuniza- 
tion efforts  be  directed  at  adolescent  students,  pre- 
marital groups,  those  entering  college,  postpartum 
women,  and  women  being  served  by  family  plan- 
ning clinics.'’ 

In  Rhode  Island,  we  have  made  efforts  to  reach 
all  of  the  target  populations  mentioned  above.  As 
my  second  example,  I will  describe  the  results  of  the 
Rhode  Island  premarital  rubella  testing  law.  Since 
1973  a woman  must  obtain  a rubella  serology  test 
prior  to  receiving  a Rhode  Island  marriage  certifi- 
cate. The  intent  of  this  law  is  to  increase  awareness 
of  rubella  susceptibility  and  to  promote  immuniza- 
tion. 

An  examination  of  some  1,600  premarital  ser- 
ology tests  performed  by  the  state  laboratory 
between  September  and  December  of  1978  is  most 
revealing.*  Twelve  per  cent  of  women  tested  were 
found  susceptible  to  rubella.  We  surveyed  these 
women  through  mailings  and  telephone  calls  to 
determine  how  many  of  the  203  susceptible  women 
were  immunized  and  the  factors  that  lead  to  their 
immunization.  For  170  respondents  we  found  that 
38  per  cent  had  been  immunized,  21  per  cent  were 
either  pregnant  or  exempt  because  of  infertility,  2 
per  cent  were  of  unknown  status,  and  the  remaining 
40  per  cent  were  unimmunized  (Figure  2).  Put 
another  way,  about  one  half  of  susceptible  women 
for  whom  immunization  is  not  contraindicated  are 
now  being  immunized  through  this  program.  The 
main  difference  between  susceptibles  who  were  im- 
munized and  those  who  were  not  immunized  was 
the  doctor’s  behavior  (Table  1);  that  is, 
immunized  women  were  far  more  likely  to  be 
advised  or  directly  offered  the  vaccines  by  their  phy- 
sicians than  were  unimmunized  women.  A simul- 
taneous survey  done  of  primary  care  physicians  in 
Rhode  Island  indicated  that  40  per  cent  of  respond- 
ing physicians  immunized  less  than  25  per  cent  of 
susceptibles,  and  25  per  cent  of  physicians  do  not 
immunize  any  susceptibles  found  on  premarital  test- 
ing. I would  suggest  that  this  is  a reflection  of  phy- 
sician unwillingness  to  use  vaccines  as  a preventive 
measure  even  when  appropriate. 

Rubella  Epidemic  in  Rhode  Island 
For  my  third  example,  I will  describe  a rubella 
epidemic  that  occurred  in  1979  in  Rhode  Island.  In 
late  April  of  1979  there  had  been  70  reported  cases 
of  rubella  including  two  congenital  exposures. 
Since  there  is  a large  subclinical  and  under-report- 


*Data  collected  and  analyzed  by  Elise  Lieberman,  MD 


Figure  2.  Rubella  Susceptibles  (Premarital 
Serology)  According  to  Subsequent  Immunization 
Status 


*Many  gave  multiple  reasons 


Table  1.  Percent  Distribution  of  170  Rubella  Sus- 
ceptibles According  to  Subsequent  Immunization 
Status  and  Physician  Behavior* 

Immunized  Unimmunized 
N = 62  N = 104 


Told  by  MD 


that  susceptible 

90% 

61% 

MD  advised  injection 

91 

48 

MD  offered  injection 

90 

28 

*4  patients  did  not  respond 


ing  fraction  for  rubella,  it  was  estimated  that  there 
may  have  been  at  least  700  cases  of  rubella  in  the 
first  four  months  of  the  year.  We  knew  that  a third 
of  the  cases  were  on  college  campuses.  We  also  knew 
that  the  70  reported  cases  represented  a three-fold 
increase  above  the  usual  level.  A similar  increase 
was  seen  in  Massachusetts  and  Connecticut  in  the 
early  part  of  1979.  Because  there  are  four  to  five 
hundred  pregnant,  rubella-susceptible  women  in 
their  first  trimester  in  Rhode  Island  at  any  given 
time,  we  knew  that  there  was  a real  threat  of 
congenital  rubella  in  the  state. 

Because  of  the  threat  of  congenital  rubella,  an 
Epidemic  Advisory  Committee  convened  by  the 


April,  1981  - Vol.  64 


209 


Department  of  Health  made  the  following  recom- 
mendations in  late  April,  which  were  publicized 
through  professional  and  public  channels: 

1.  susceptible,  pregnant  women  should  leave 
college  campuses  and  avoid  rash  exposure; 

2.  pregnant  women  in  their  first  trimester  un- 
aware of  their  susceptibility  status  should  have  this 
determined  and  discuss  the  implications  with  their 
obstetricians ; 

3.  women  up  to  35  years  of  age  of  unknown  sus- 
ceptibility status  should  have  this  determined; 

4.  nonpregnant,  susceptible  women  should 
discuss  immunization  with  their  physicians  and ; 

5.  physicians  should  encourage  susceptible  non- 
pregnant women  to  be  immunized. 

It  was  the  Committee’s  hope  that  physicians  would 
at  very  least  screen  and  immunize  female  patients 
who  had  already  routinely  scheduled  visits  for  other 
reasons.  Ideally,  one  would  like  to  see  physicians 
cull  their  patient  records  to  identify  women  who 
might  appropriately  be  called  in  for  rubella  sus- 
ceptibility screening  and  immunization.  Addi- 
tionally, it  was  hoped  that  a number  of  women 
would  contact  their  physicians  and  request  serologic 
testing  and  immunization. 

What  was  the  results  of  these  efforts?  Ex- 
amination of  state-supplied  and  commercial  ru- 
bella vaccine  distribution  for  the  months  of  May, 
June,  and  July  of  1979  showed  no  increase  above  the 
usual  usage  levels  for  the  vaccine.  Thus,  even  in  the 
face  of  an  epidemic,  it  would  appear  that  physicians 
did  not  use  rubella  vaccine  on  a preventive  basis  for 
their  own  patient  populations. 

Analysis  and  Conclusions 

I have  cited  three  examples  that  give  objective 
evidence  of  under-utilization  of  vaccine.  One  must 
now  ask  why  there  is  physician  resistance  to  vaccine 
recommendations  for  adolescents  and  adults.  First, 
and  most  importantly,  I suspect  that  a major  factor 
is  that  doctors  continue  to  be  oriented  principally 
toward  disease  treatment  and  are  less  oriented 
toward  prevention.  Some  doctors  may  not  accept 
vaccine  use  as  one  of  their  responsibilities.  A second 
contributing  factor  is  failure  of  the  public  health 
sector  to  communicate  recommendations  in  a suf- 
ficiently clear  and  convincing  manner  to  practicing 
physicians.  Thirdly,  I suspect  that  medical  educa- 
tion does  not  stress  sufficiently  the  preventive  use  of 
vaccines.  Some  family  practice,  internal  medicine, 
and  obstetric  training  programs  pay  little  or  no 
attention  to  immunization  issues.  Fourthly,  there  is 
considerable  concern  about  the  medicolegal  impli- 
cations of  the  use  of  vaccine. 


Some  expansion  must  be  made  on  the  medi-  ' 
colegal  aspects  of  vaccine  use.  The  principle  con-  ; 
cern  in  this  regard  is  the  inadvertent  immuniza-  ' 
tion  of  pregnant  women  with  live  virus  vaccine. 
Relative  to  rubella  vaccine,  the  Public  Health  Ser- 
vice has  stated  that  it  is  sufficient  to  ask  the  woman 
if  she  is  pregnant  and  to  give  her  precautions 
against  becoming  pregnant  for  three  months  after 
the  use  of  vaccine.  Pregnancy  testing  is  not  neces- 
sary.* Another  issue  in  the  legal  arena  is  the  use  of 
informed  consent  forms.  These  are  now  readily 
available  and  should  be  used  when  administering 
live  virus  vaccine  to  adolescent  and  adult  women. 
They  serve  to  provide  the  patient  with  necessary 
information  about  the  benefits  and  risks  of  vaccine 
and  at  the  same  time  should  lessen  liability  risks  for 
the  physician.  Although  no  definite  statement  can 
ever  be  made  in  the  realm  of  malpractice  suits,  the 
fact  remains  that,  in  contrast  to  the  experience  with 
polio  vaccine,  there  has  not  been  of  a flurry  of  suits 
related  to  rubella  or  measles  immunization  that  I 
am  aware  of. 

Another  concern  of  physicians  relative  to  rubella 
vaccine  is  the  teratogenicity  of  the  vaccine.  Nation- 
ally, 70  women  who  were  inadvertently  immunized 
with  rubella  vaccine  in  their  first  trimester  have 
elected  to  go  to  term  and  be  followed.  Based  on  the 
outcome  of  these  women,  one  can  say  with  95  per 
cent  confidence  that  rubella  vaccine  is  not  terato- 
genic.^ 

Solutions  to  improving  vaccine  utilization  are 
directly  linked  to  the  problems  that  I’ve  just  men- 
tioned. I believe  that  medical  education  programs 
must  be  strengthened  and  that  public  health 
authorities  must  communicate  in  a more  convincing 
way  with  physicians.  Secondly,  as  Doctor  D.  C. 
Tosteson,  Dean  of  the  Harvard  Medical  School, 
recently  noted,®  training  programs  should  pay  more 
attention  to  the  development  and  utilization  of 
record  keeping  systems  that  allow  for  the  extracting 
of  subsets  of  a physician’s  patient  population.  This 
would  facilitate  the  application  of  preventive 
measures  as  the  need  arises.  Thirdly,  and  most 
importantly,  I believe  that  physicians  must  accept 
preventive  activities  as  part  of  their  continuing  re- 
sponsibility to  their  own  patients;  liability  concerns 
should  not  unduly  interfere  with  the  discharge  of 
such  responsibility. 

This  paper  is  not  in  any  way  intended  as  a 
polemic.  Rather  it  is  an  appeal  to  physicians  to 
examine  their  practices  as  related  to  vaccine  usage 
and  to  consider  expanding  the  use  of  vaccine  in 
adult  and  adolescent  populations.  An  ounce  of  pre- 
vention is  still  worth  half  of  a kilogram  of  cure. 
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FOR  THE  7 OF  10  NONPSYCHOTK 
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Dlear  correlation  between  anxiety  and  depression" 

he  above  qraph  illustrates  a relationship  between  anxiety  and  depression,  indicating  thd  patients  seldom 
)resent  with  anxiety  or  depression  alone;  more  often  they  hove  both  in  varying  degrees.  Data  based  on  a 
lampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  //:438-441,  Sept-Oct  1970. 
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)EPRESSED  PATIENTS  WHO  ARE 
_ ALSO  ANXIOUS'’^ 


Most  deptessed  patients  ate  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  hove  concomitant  symptoms  of  anxiety.'-^  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.^  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  ms  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Anfipsychotics, 
like  fhe  phenothiazines,  however,  carry  a well-documenfed  risk  of  fardive  dyskinesia." 
Because  of  fhis,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alfernafive  freafments. 

A better  way  to  give  relief 

Limbifrol  combines  fhe  specific  anxiolyfic  acfion  of  Librium"®  (chlordiazepoxide 
HCI/Roche) — o benzodiazepine  with  a long  history  of  safe  use — with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbifrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbifrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbifrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.^  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbifrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbifrol.) 


References:  t.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine. 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p,  316.  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psycd/ofry  35, 1359-1 365,  1978.  3.  Cloghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  ;/,'438-441,  1970,  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs;  Tardive  dyskinesia,  summary  of  o task  force  report  of  the  American  Psychiatric 
Association,  Am  J Psychiatry  137:1163-1172,  1980,  5.  Feighner  JP  etal.  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its  components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61. 2\7 -22b,  1979, 


In  moderate  depression  and  anxiety 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12,5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL®  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Information, 

0 summary  of  which  follows: 

Indicotlons:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  tollowing  discontinuation  ot  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increosing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  tollowing  myocardial 
inforction 

Warnings:  Use  with  great  care  m patients  with  history  ot  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovosculor  patients  (Arrhythmias,  sinus  tachycardia  ond  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  fhis  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  ogoinst  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  ovoided  because  of  Increased 
risk  of  congenital  malformations  as  suggested  In  several  studies. 
Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  to  discuss  therapy  It  they  Intend  to  or  do  become  pregnant. 
Since  physical  ond  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbittol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrowal  symptoms 
following  discontinuafion  of  eifher  componenf  olone  hove  been  reported 
(nausea,  headoche  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  cdution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medicdtion,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  lorge  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  eftective  dosage  to  preclude 
ataxio,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  cohstipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreoms,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Gronulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tochycardio,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentrotion,  delusions,  halluci- 
nations, hypomonia  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  ot  accommodation,  paral^ic  ileus,  urinary 
retention,  dilatation  of  urinory  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  foce  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tohgue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
ahd  elevatioh  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  mcreased  perspiration,  urinary 
frequency,  mydriasis,  joundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patieht  suspected  of  hovmg  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  solicylate  has  beeh  reported  to  reverse  the  symptoms  ot 
amitriptylihe  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individuolize  according  to  symptom  seventy  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosoge  of  three  to  tour  tablets  daily  ih  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosoge  of  three  to  four  tablets  daily  in  divided  doses,  tor 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
omitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose* 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


DISTINCTIVE 
OFFICES  FOR 
DISCRIMINATING 
TASTES 

m 


We  Make 
That  Wark 


Offices 
Far  You 


National  Business  Interiors 

A Division  of  National  Office  Supply  Co 
36  Branch  Ave  . Providence,  R I 02904  (Branch  Ave  Exit  Rt.  95) 
401-274-9000 


CATHLEEN  NAUGHTON 
ASSOCIATES 

Medical  Personnel  for 
Temporary  Assignments 

• Medical  Secretaries 

• Medical  Transcribers 

• Medical  Assistants 

• Medical  Receptionists 
X-Ray  & EKG  Technicians 

Available  for  A Day,  Week, 
Month  or  More. 

(401)461-5230 


Medical  Suite  for  Rent 

790  North  Main  Street 
Providence 

New,  700  square  foot  office  in  smali  profes- 
sional building.  Fully  carpeted,  central  air 
conditioning,  parking.  Ready  access  to  Route 
95. 

Please  call  521-9700 


<onruc  \ f^ocHE  products  inc 

nUUnL ^ Manati,  Puerto  Rico  00701 


Rhode  Island 


May  1981 

Volume  64,  Number  5 


Medical  Journal 


EDITORIAL  STAFF 

Seebert  J.  Goldowsky,  MD 

Editor-in  Chief 

EDITORIAL  BOARD 

*Guy  A.  Settipane,  MD 

Chairman 

^Stanley  M.  Aronson,  MD 

Contributing  Editor 

*Paul  Calabresi,  MD 
‘Herbert  Fanger,  MD 
Pierre  M.  Galletti,  MD,  PhD 

OFFICERS 

Peter  L.  Mathieu,  Jr.,  MD 

President 


Karen  Challberg 

Managing  Editor 


‘John  F.  W.  Gilman,  MD 
‘Samuel  V.  Just,  MD 
‘James  B.  Leach,  Jr.,  MD 
Robert  V.  Lewis,  MD 

Joseph  Amaral 

Student 


Paul  B.  Metcalf,  Jr.,  MD 

Vice  President 

Charles  E.  Millard,  MD 

President-Elect 


John  E.  Farrell,  ScD 

Managing  Editor  Emeritus 


•Member  of  Publications  Committee 

‘Peter  L.  Mathieu,  Jr.,  MD 
‘Jay  M.  Orson,  MD 
‘Sumner  Raphael,  MD 
Henry  T.  Randall,  MD 

Julianne  Ip,  MD 

Resident 


Melvin  D.  Hoffman,  MD 

Secretary 

Erminio  Card!,  MD 

Treasurer 


DISTRICT  AND  COUNTY  PRESIDENTS 


Alexander  Arvanitidis,  MD 

Bristol  County  Medical  Society 

William  F.  Varr,  Jr.,  MD 

Kent  County  Medical  Society 

Peter  D.  T.  Clarisse,  MD 

Newport  County  Medical  Society 

Richard  G.  Bertini,  MD 

Pawtucket  Medical  Association 


Frank  G.  De  Luca,  MD 

Providence  Medical  Association 

Joseph  J.  O’Neill,  MD 

Washington  County  Medical  Society 

Roger  J.  Fontaine,  MD 

Woonsocket  District  Medical  Society 


l^hode  Island  Medical  Journal  is  owned  and  published  monthly  by  the  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence,  Rhode  Island  02903,  Ph  ; 401-331-3207 
Single  Copies  $1 .00-Subscriptions  $10.00  per  year  (Members  of  the  Rhode  Island  Medical  Society,  $5.00  annually).  Second  Class  postage  at  Providence.  Rhode  Island 

ISSN  0363-7913 


Own  your  own 
office  Condominium 
in  this  new 
Medical  Building 
and  save  . . . 


90‘)  North  Main  St.,  Provident. f 

After  the  down  payment  own  your  office  like  paying  rent.  Save  on 
taxes,  depreciation,  maintenance  etc. 

Gain  on  Equity  growth. 

With  these  added  benefits: 

1.  On  site  parking,  or  public  transportation 

2.  Close  to  Miriam  Hospital,  Moshassuck 
Medical  Center  and  Summit  Medical 
Building 

3.  Highly  visible  location 

4.  Elevator  and  accomodations  for 
handicapped 

For  more  information,  Call  Mr.  Ehrlich  521=2000 


Rhode  Island  Medical  Journal 


Volume  64  Number  5 


May  1981 


TABLE  OF  CONTENTS 


CONTRIBUTIONS 

248  Brown  University  Class  of ’81 

I.  Essays 

248  On  Medicine,  Graduation,  and  Patriotism 
Essie  Nash 

249  A Story  of  Passage 
Martin  Carr 

250  To  Choose  Not  the  Easiest  Path,  but  the  Best 
Bruce  Becker 

251  Losing  Preconceptions  about  Medicine 
Paui  Marantz 

254  Of  Doctors  and  Dalai  Lamas 
James  Revkin 

255  Preparing  to  Graduate 
Derrick  Kit-sing  Au 

256  Tolerance 

Carla  J.  Greenbaum 

258  To  Code  or  Not  to  Code 

David  B.  Nash 

260  II.  Bibliography  Briefs 

231  PRESIDENT’S  CORNER 

237  EDITORIALS  Caring:  Brown  University  MD ’81 

225  NEWSLETTER 


Interferon  and  Cancer 


Rhode  Island  Medical  Society 
170th  Annuai  Assembiy 
May  27,  1981 


40th 

Charles  V.  Chapin 

Oration 

“Competition  and 
Regulation: 
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President 
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too  expensive. 

The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 

• Third  party  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


.i.'sfr-'i':-;- 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  W2  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 

designed  to  blend  smoothly  into 

solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support. 

Because  they  haven’t  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
ifs  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360;  in  California 
(800)  772-2655 ...  or  write  for  our 
brochure. 


We’re  lookitig  for  doctors  \^o 
think  th^  dotf  t need  a computer: 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP" 

INCORPORATED 

1100  Larkspur  Landing  Circle,  Larkspur,  CA  94939 

Atlanta.  Birmingham.  Boston.  Buffalo,  Charlotte,  Chicago.  Cleveland,  ColumhLi\  Dallas,  Denver.  Detroit, 

Hartford.  Houston.  Indianapoli.s.  Irvine,  Kan.sas  Cih:  U)S  Angele.s.  Memphis.  Miami,  Minneapolis,  Na.shville, 
NewOrlean.s,  New  York  Cit>'.  Norfolk,  ( iklahoma  Cih:  Philadelphia.  Phoenis,  Pitt.shurgh.  I’ortland.  Sail  Like 
Cih’.  San  Diego.  San  Francisco,  Seattle.  SL  l.ouis.Timpa,  Washington.  D.C. 
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Read^ 
to  teach 
home 
nursing, 

first  aid, 
parenting, 

child  care, 
water 

safety, 

CPR. 

Red  Cross: 

Ready  for  a new  century. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  Investigation. 


Contraindications:  Qlaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium®  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
Individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  In 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  LIbrax  When  chlordiazepoxide 
MCI  Is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  Instances  Also  encountered 
isolated  Instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEQ  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis). 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  reported 
with  LIbrax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  LIbrax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


In  Duodenal 


UCEFT  MAMASEMEMT 


The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan®  ■ 

(clidinium  bromide/Roche)  for : .v;  . 

the  ulcer 

The  well-known  antianxiety  action 
of  Librium® (chlordiazepoxide 
hCI/Roche)  for  the  accompany-  . ■ 

ing  anxiety  found  in  many  ulcer  , 

patients 


Each  capsule  contBins  3 mg  chlordiazepoxide  liCI 
and  Z.5  mg  clidinium  Br 


Antfanxiety/Anti5ecretory/Anti5pa5mod 


■■ 

sLibrax  has  been  evaluated  as  possibly  effective  for 
this  indication.  Please  see  brief  summary  of  pre- 
scribing Information  on  facing  page. 

Photograph  of  simulated  gastric  hypersecretion. 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  mode 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program.  i 


r . 

. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 

Ibnuate*  Dospan*  c 

(diethylpropion 
hydrochloride  NF) 


75  mg.  controlled-release  tablets 


the  #1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Warnings 
and  Precautions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.''  And  the  unique  chemistry 
of  Tenuate  provides  “. . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.”  ^ Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 


Merrell 


Tenuate'  @ 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan®® 

(diethylpropion  hydrochloride  NF) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
Idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
of  drug  abuse  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect,  rather,  the  drug  should  be  discontinued  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle,  the  patient  should  therefore  be  cautioned  accordingly  Drug  Dependence  Tenuate 
has  some  chemical  and  pharmacologic  similarities  to  the  amphetamines  and  other  related  stim- 
ulant drugs  that  have  been  extensively  abused  There  have  been  reports  of  subjects  becoming 
psychologically  dependent  on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight  reduction  program  Abuse 
of  amphetamines  and  related  drugs  may  be  associated  with  varying  degrees  of  psychologic  de- 
pendence and  social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe  There  are 
reports  of  patients  who  have  increased  the  dosage  to  many  times  that  recommended  Abrupt 
cessation  following  prolonged  high  dosage  administration  results  in  extreme  fatigue  and  men- 
tal depression,  changes  are  also  noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication 
with  anorectic  drugs  include  severe  dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and 
personality  changes  The  most  severe  manifestation  of  chronic  intoxications  is  psychosis,  often 
clinically  indistinguishable  from  schizophrenia  Use  in  Pregnancy  Although  rat  and  human  repro- 
ductive studies  have  not  indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are  preg- 
nant or  may  become  pregnant  requires  that  the  potential  benefits  be  weighed  against  the  potential 
risks  Use  in  Children  Tenuate  is  not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS: Card/ovascu/ar  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
c^osis,  leukopenia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride)  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  1 2 years 
of  age 

OVERDOSAGE:  Manifesfations  of  acute  overdosage  include  restlessness,  tremor,  hyperretlexia, 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamine  (Regitine ' ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage 

Product  Information  as  of  January,  1 980 

MERRELL-NATIONAL  LABORATORIES  Inc 

Cayey.  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 

MERRELL  DOW  PHARMACEUTICALS  INC 

Subsidiary  of  The  Dow  Chemical  Company 

Cincinnati,  Ohio  45215 

Licensor  of  Merrell' 

References:  1 Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc  . Cincinnati, 
Ohio  45215  2 Hoekenga,  M T gja]  A comprehensive  review  of  diethylpropion  hydrochloiide 
In  Central  Mechanisms  of  Anorectic  Drugs,  S Garattini  and  R Samanin,  Ed  , New  York 
Raven  Press,  1978,  pp  391-404 
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Blackstone 


Easier  for  you,  nicer  for  them. 


• SamC'Day  Surgery  facilities  tor  general  surgeons, 
g>’necologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• General  anesthesia 

• Block  hookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  amhula- 
tory  surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory  Surgical  Care 

Call  728'3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 


Ihode  Island  Medical  Society 


May  1981 


Mewsletter 


Peter  L.  Mathieu,  Jr.,  MD,  Editor 
Karen  Challberg,  Associate  Editor 


New  England  State  Medical 
Societies  Meeting 

The  organization  of  New  England  State  Medical 
Societies  held  its  semi-annual  meeting  on  April  4,  1981 
on  the  campus  of  the  University  of  New  Hampshire  in 
Durham.  Representing  the  Rhode  Island  Medical 
Society  were  Peter  L.  Mathieu,  Jr.,  MD  f President, 
Rhode  Island  Medical  Society;  Herbert  F.  Hager, 
MD  Rhode  Island  Medical  Society  Alternate  Dele- 
gate to  the  American  Medical  Association;  and  staff 
members  Karen  Challberg  and  Howard  E.  Lawton.  Offi- 
cers of  the  New  England  State  Medical  Societies 
Council  are  John  C.  Ayres,  MD  of  Massachusetts 
(President),  Peter  L.  Mathieu,  Jr.,  MD  of  Rhode  Island 
(Vice  President),  and  John  Lantman,  MD  of  Vermont 
(Treasurer).  Mrs.  Vivian  Purdy  is  Executive  Director  of 
the  Council. 

John  C.  Ayres,  MD,  presided.  Mr.  John  Mahoney  of 
the  AMA  Washington  office,  was  guest  speaker  on  the 
subject,  “Whither  Deadest  Pending  Legislation  in  the 
80’s.”  Mr.  Mahoney  stressed  that  the  road  ahead  is  not 
a “glory  road”.  The  administration  is  coming  down 
with  a “meat-ax,”  said  Mahoney,  and  this  is  “scary.” 
The  AMA  supports  many  defunding  measures,  but 
what’s  ahead,  Mahoney  predicted,  is  that  there  will  be 
heavy  pressures  on  the  states  to  fill  the  gaps.  In  some 
states  the  AMA  functions  effectively,  in  others  not  so 
well,  so  it  is  especially  important  that  state  societies 
participate  actively.  In  Washington  AMA  board 
members  testify  in  committees  with  frequency,  but  the 
Washington  scenario  presents  its  problems  and  the 
state  societies  should  help.  A key  man  program  focus- 
sing on  particular  legislators  is  a good  way  to  go, 
Mahoney  suggested. 

One  particular  issue  identified  as  presenting  prob- 
lems in  the  months  ahead  is  how  to  slice  the  Medicare 
and  Medicaid  pies.  The  Social  Security  trust  funds  are 
in  bad  condition,  on  the  verge  of  bankruptcy,  and  the 
Ways  and  Means  Committee  is  now  considering  an 
inter-fund  transfer  provision  which  will  affect  these 
plans.  Also,  it  is  expected  that  the  President  will 
propose  changes  in  the  Medicaid  program  to  integrate 
it  within  an  overall  system  of  block  grants,  delegating 
most  of  the  powers  over  the  systems  to  the  states. 
Various  health  groups,  including  chiropractors,  will  be 
making  demands,  and  even  now  many  alleged  friends 
are  observed  to  be  tilting  toward  the  chiropractic 
position. 

Other  issues  which  will  gain  importance  involve  the 
Gephard  proposal,  and  abortion.  On  the  latter,  the 
AMA  will  continue  to  maintain  that  abortion  is  a 
procedure,  which  to  perform  or  not  is  an  individual 
decision  between  physician  and  patient. 


RIMS  • Membership  Count  • RIMS 

Feb.  28,  1981  Mar.  31,1981 

Total  RIMS  members 1395  1393* 

Total  AMA  members 704  706 

New  RIMS  members 1 

David  J.  Fortunato,  MD 

'Count  shows  one  new  member  minus  three  members 
deceased. 


Obfuscation  by  Planning? 

Problem: 

“Dr.  Joan  Charboneau,  president  of  the  Association  of 
Non-participating  Physicians  of  Ontario,  said,  ‘I  can 
assure  you  that  for  elective  surgery  in  Mississauga 
(Ontario),  we  are  clearly  in  a rationing  situation. 
Patients  awaiting  urgent  surgery  are  having  a 
minimum  of  two  to  three  months’  wait  . . . (for)  things 
like  suspected  cancer  of  the  colon.’  ” 

Behind  the  Scenes: 

“Both  federal  and  provincial  politicians  are  promising 
the  public  unlimited  access  to  medical  care,  but  with 
Ontario  cutting  financing  the  result  is  a steady  decline 
in  the  system  . . . governments  and  politicians  dis- 
pense health  care  dollars  on  the  basis  of  political  con- 
siderations rather  than  on  the  basis  of  the  needs  of 
patients  . . . the  private  sector  must  get  reinvolved.” 

(From  The  Globe  and  Mail  (Toronto,  Ontario),  February 
20,  1981) 


Following  Mr.  Mahoney’s  presentation  were  remarks 
from  the  six  states,  identifying  their  current  concerns. 
New  Hampshire  (represented  by  Richard  Snowman,  MD) 
is  involved  in  strengthening  the  state’s  public  health 
system  with  a key  problem  being  how  to  take  care  of 
the  mentally  ill  patient.  Maine  (represented  by  Robert 
Mcaffee,  MD)  continues  its  suit  against  the  state  health 
plan  and  its  key  worry  continues  to  be  costs  of  litiga- 
tion “compacts”  and  of  medical  schools.  In  Vermont 
(represented  by  Robert  Vautier)  helplessness  to  control 
the  Medicaid  spending  system  and  obtain  reforms 
such  as  (1)  benefits  for  the  primary  care  physician 
who  oversees  all  services  for  a patient  and  (2) 
implementation  of  co-payment  mechanisms  is  pre- 
senting the  biggest  struggle.  Medicaid  problems 
trouble  Connecticut  (represented  by  W.  R.  James,  MD) 
and  Massachusetts  (represented  by  Frank  Bixby,  MD). 
Also,  both  Massachusetts  and  Rhode  Island  (repre- 
sented by  Peter  L.  Mathieu,  Jr.,  MD)  are  facing  Blue 
Cross  and  Blue  Shield  merger  negotiations,  and  both 
states  are  also  working  for  better  solutions  to  continu- 
ing malpractice  insurance  dissatisfactions.  ■ 
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Council  Briefs 

Meeting:  April  13, 1981 

Peter  L.  Mathieu,  Jr.,  MD  , Presiding 

• Voted  to  approve  a Memorandum  of  Understanding 
to  hire  Norman  A.  Baxter,  PhD  as  Executive  Director 
for  the  Rhode  Island  Medical  Society. 

• Mrs.  Nancy  Alonso,  women’s  auxiliary  representa- 
tive to  the  Council,  made  a presentation  with  video- 
tapes of  a psycho-social  drama  troupe  from  the 
Institute  for  Human  Awareness  in  Columbus,  Ohio. 

• Voted  to  approve  the  appointment  of  Peter  L. 
Mathieu,  Jr.,  MD  y to  a 10-year  term  on  the  Mediation 
Committee. 

• Voted  not  to  take  further  action  in  a case  brought 
before  the  Mediation  Committee  involving  the  Board  of 
Medical  Review  vs.  Juanito  A.  Abanilla,  MD  r . 

• Following  discussion  of  issues  relating  to  a letter  by 
Michael  S.  Barrett,  MD  y criticizing  a bill  recently 
introduced  to  empower  the  Board  of  Medical  Review 
to  levy  fines  (letter  published  in  Newsletter,  March, 
1981),  it  was  voted  by  the  Council,  taking  note  of  the 
letter,  that  it  supports  the  activities  of  Dr.  Stephen  J. 
Hoye,  MD  ’y  on  the  Board  of  Medical  Review.  The 
Rhode  Island  Medical  Society  does  not  support  bill 
number  81-S982. 

• Voted  that  the  President  appoint  a committee  to 
work  with  the  assistance  of  legal  counsel  to  study  the 
development  of  the  Rhode  Island  Board  of  Medical 
Review  since  its  formation  five  years  ago,  and  report 
back  to  the  Council  with  its  findings. 

• Voted  that  a Physician  Award  for  Community 
Service  be  given  to  the  late  Charles  L.  Hill,  MD  y Past 
President,  and  that  the  award  continue  in  future  years 
in  his  name,  the  “Dr.  Charles  L.  Hill  Award”. 

• Voted  to  approve  payment  of  expenses  for  Peter  L. 
Mathieu,  Jr.,  MD  ^ to  attend  the  annual  meeting  of 
the  American  Medical  Association  House  of  Delegates 
and  the  meeting  of  the  Organization  of  State  Medical 


Society  Presidents  of  which  he  is  a member  of  the 
eight-man  steering  committee  to  develop  medical 
society  leadership. 

• Voted  to  approve  the  recommendation  of  the 
Publications  Committee  to  appoint  Karen  J.  Challberg  , 
to  the  position  of  Managing  Editor  of  the  Rhode  Island  ! 
Medical  Journal. 

• Voted  to  approve  the  recommendation  of  the 
Publications  Committee  to  appoint  Stanley  M. 
Aronson,  MD  to  the  position  of  Contributing  Editor  of 
the  Rhode  Island  Medical  Journal  as  stipulated. 

• Approved  a motion  to  table  a proposal  to  publish  a 

physician  information  directory. 

• Voted  to  approve  a $250  contribution  to  the  annual 
“Medical  Aspects  of  Sports”  program  to  be  held  at  the 
University  of  Rhode  Island,  July  16  and  17,  1981. 

• Approved  a motion  appointing  Paul  B.  Metcalf,  Jr., 
MD  y to  special  membership  on  the  board  of 

Trustees  of  the  Rhode  Island  Medical  Society  building. 

• Voted  to  approve  formation  of  a Liaison  Committee 
with  the  University  of  Rhode  Island  division  of  Health 
Sciences. 

• Approved  appointment  of  Charles  E.  Millard,  MD  y 
to  chairmanship  of  a Committee  on  Access  to  Health 
Care  to  develop  proposals  with  respect  to  a second 
state  health  plan  in  Rhode  Island. 

• Voted  to  recommend  representation  of  the  Rhode 
Island  Urological  Society  in  the  Rhode  Island  Medical 
Society  House  of  Delegates. 

• Approved  8%  salary  increases  for  Rhode  Island 
Medical  Society  staff  retroactive  to  January  1,  1981. 

• A motion  was  unanimously  approved  to  commend 

Peter  L.  Mathieu,  Jr.,  MD  y President,  for  his  term  of 
service  to  the  Rhode  Island  Medical  Society  providing 
unprecedented  efforts  as  President  and  Acting  Execu- 
tive Director,  simultaneously,  and  to  acknowledge, 
also,  his  wife,  Betty  B.  Mathieu,  MD  y , for  her  co- 
operation and  support  to  him.  ■ 


Familiar  Quotations: 


Dr.  Charles  E.  Millard: 

Dr.  Erminio  Cardi: 

Winston  Churchill: 

Dr.  Peter  L.  Mathieu,  Jr.: 
Dr.  David  R.  Hallmann: 

Dr.  Paul  B.  Metcalf,  Jr.: 

Dr.  Seebert  J.  Goldowsky: 


“Excuse  me,  I must  perform  my  ministry.” 

“When  was  the  last  time  you  heard  anyone  call  a field  a ‘meadow’?’” 
“With  all  her  faults  she  is  my  country  still.” 

“I  want  a solution  that  isn’t  tapioca  in  a sneaker.” 

“Tell  Peter  I need  my  camera  back.” 

“We  must  look  at  the  data.” 

“Today  I feel  like  an  Assistant  Instructor  of  English.” 


One  of  the  objects  of  the  Rhode  Island  Medical  Society 
Newsletter  is  to  encourage  the  free  expression  of  ideas 
by  members  of  the  Society.  The  Newsletter  assumes  no 
responsibility  for  opinions  or  facts  in  signed  articles 
except  to  the  extent  that,  by  publication,  the  subject 
merits  attention.  Communications  to  the  Editor  are 
welcome. 


ANNUAL  FUNDRAISER 
International  Buffet 

June  28,  1981  - 4:30  p.m. 
Sponsored  by  the  Providence  Medical  Auxiliary 
at  the  home  of  Dr.  and  Mrs.  John  Karkalas 
Contribution:  $30.00 per  couple 
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Interviews  of  the  Month 

Richard  G.  Bertini,  MD  ^ 

Joseph  J.  O’Neill,  MD 

Pawtucket  Medical  Association  is  characterized  by 
leaders  and  mennbers  who  are  “consistently  hard 
workers”.  This  is  Dr.  Richard  Bertini’s  explanation  of 
the  association’s  record  of  especially  well-attended 
meetings  and  successful  community  programs.  The 
association  has  developed  a comprehensive  local 
health  plan,  has  a reputation  for  response  to  consumer 
inquiries,  and  a real  understanding  of  its  communities’ 
needs. 


Richard  G.  Bertini,  MD 

Dr.  Bertini,  President  of  the  association,  was  recent- 
ly elected,  also,  as  Rhode  Island  Medical  Society 
Councillor  from  the  district.  As  a voting  member  of  the 
Council,  he  expresses  the  hope  that  Rhode  Island 
Medical  Society  policy  in  the  years  ahead  will  propose 
more,  and  oppose  less,  particularly  in  the  arenas  of 
legislation  and  planning.  Also,  he  predicts  that 
organized  medicine  will  need  to  pay  more  heed  to 
issues  affecting  the  welfare  of  its  members.  The 
knitty-gritty  of  survival  in  a period  of  history  in  which 
the  middle  class  is  being  “eroded”,  he  feels,  opens 
many  opportunities  for  medical  associations  to  be  of 
concrete  and  practical  help  to  its  members.  The  world 
of  contracts  with  hospitals,  with  insurance  companies, 
and  with  health  provider  agencies  can  be  confusing  to 
practitioners  who  are,  in  essence,  scientists,  not  busi- 
nessmen. “The  Rhode  Island  Medical  Society,”  says 
Dr.  Bertini,  “has  the  potential  to  be  a source  of  infor- 
mation and  guidance  in  such  matters.” 

As  a member  of  the  Search  Committee,  which 
recently  completed  its  work  to  fill  the  position  of 
Executive  Director  of  the  Rhode  Island  Medical 
Society,  Dr.  Bertini  is  pleased  with  the  work  accom- 
plished by  the  Committee.  He  believes  that  the 
administration  of  the  Society  needs  to  be  strong  to 
assimilate  Council  views  and  implement  them  effec- 
tively. 

Dr.  Joseph  J.  O’Neill,  President  of  the  Washington 
County  Medical  Society,  shares  Dr.  Bertini’s  satisfac- 
tion with  the  recently  completed  search.  The  hours  put 


Joseph  J.  O’Neill,  MD,  with  patients 


into  the  job  were  many,  the  number  of  excellent  candi- 
dates was  great,  and  , he  adds,  it  was  not  an  easy  deci- 
sion. The  candidate  which  was  selected  has  difficult 
challenges  ahead,  says  Dr.  O’Neill,  with  much  more 
limited  staff  resources  than  he  had  in  former  adminis- 
trative positions,  but  the  prospects  are  bright  for  his 
success. 

One  of  the  directions  which  Washington  county  phy- 
sicians recognize  ahead  for  organized  medicine  is 
increasing  activities  in  domains  previously  reserved 
strictly  for  union  organizations.  He  says,  “The  idea  of 
the  medical  society  as  a union  has  been  raised  repeat- 
edly at  meetings  for  the  past  two  or  three  years.  One 
of  the  qualities  of  bona  fide  unions  that  we  admire  is 
truly  effective  organization  and  influence.  Ouite 
simply,  our  medical  societies  need  improvement  on 
this  score.” 

The  Washington  County  Medical  Society  is  unique 
in  its  joining  together  of  two  relatively  self-contained 
communities  of  physicians  — those  who  practice  in 
and  around  Wakefield,  and  another  group  of  those  who 
practice  in  and  around  Westerly.  Even  in  this  small 
corner  of  the  state  the  interests  of  the  two  com- 
munities sometimes  do  not  match.  “We  may  not 
oppose  each  others’  views,”  he  says,  “but  an  issue  of 
serious  concern  in  Westerly  may  not  affect  Wakefield 
physicians  at  all,  or  vice  versa.”  He  cites  as  an 
example  of  this  the  opening  of  the  Wood  River  Health 
Center  a few  years  ago.  Westerly  physicians  resented 
not  so  much  the  arrival  per  se  of  the  facility,  as  the 
fact  that  they  were  not  consulted  when  decisions 
about  it’s  location  and  other  matters  were  discussed. 
For  the  most  part,  area  physicians  have  a good  rela- 
tionship with  the  center,  but  physicians  would  have 
liked  to  have  more  input  when  it  was  established,  and 
in  Dr.  O’Neill’s  opinion,  their  contributions  would  have 
been  worthwhile. 


“Massachusetts  Medical  Society 
Night  at  the  Pops” 

Tuesday  evening.  May  19,  1981 
Call  Howard  E.  Lawton,  331-3207,  for  details 
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Financial  Update:  Supply-Side  Economics 


Robert  F.  Hall  and  Robert  E.  Washburn 

The  fiscal  policy  offered  by  President  Reagan  is  new 
and  untested.  We  simply  do  not  know  what  the  initial 
and  lasting  impacts  of  massive  tax  and  spending  cuts 
will  be  on  the  economy.  For  example,  will  the  money 
from  tax  cuts  be  saved  or  spent?  Will  it  spur 
production  enough  to  offset  the  restraining  impact  of 
budget  cuts?  How  quickly,  if  at  all,  will  inflation 
respond  to  reduced  government  spending?  Will 
Congress  pass  a reduction  in  the  maximum  tax  rate  on 
“unearned”  income?  These  are  just  some  of  the 
questions  that  are  not  yet  answerable.  Without  in- 
tending to  offer  the  U.K.  experience  as  a forecast,  the 
supply-side  experiment'  in  Britain  has  certainly  been 
less  than  trouble-free  and  not  without  surprises. 

We  think,  however,  that  the  economic  policy  pro- 
posed by  the  Reagan  Administration  is  positive  in  that 
it  is  a supply-side  program  of  incentive-oriented  tax 
reduction  and  because  it  is  an  attempt  to  reverse  the 
relative  growth  of  Government.  In  this  sense,  it  is  a 
major  change  of  direction  in  the  affairs  of  this  country 
toward  prosperity  and  free  enterprise. 

We  do  have  some  criticism,  though,  that  the  supply- 
side  “experiment”  is  not  bold  enough. 


‘The  Providence  Group  — Investment  Advisory 
Company  — private  investment  counselling  firm  in 
Providence  — clientele  primarily  individuals  and  chari- 
table or  non-taxable  organizations  — specializes  in 
investment  portfolio  management  — investment  advi- 
sors for  Rhode  Island  Medical  Society. 


We  are  somewhat  disturbed  that  the  corporate  tax 
rate  is  not  being  reduced.  The  supply-side  model  says 
that  a corporate  income  tax  cut  has  a larger  effect  on 
the  economy  than  does  a personal  income  tax  cut, 
which  in  turn,  has  a larger  effect  than  an  increase  in 
Government  spending.  True,  more  liberal  depreciation 
allowances  also  increase  capital  spending  by  raising 
the  average  rate  of  free  cash  flow  return,  but  a direct 
tax  cut  mainlines  the  incentive. 

The  personal  tax  cut  for  1981  amounts  to  less  than 
$10-billion,  compared  with  an  effective  tax  increase 
from  higher  Social  Security  levies  and  bracket  creep  of 
$25-billion,  and  the  new  depreciation  schedules 
reduce  corporate  taxes  $15-billion,  which  only  about 
cancels  the  tax  increase  derived  from  deregulating  oil 
prices  early.  Thus,  the  program  for  the  next  year  can 
hardly  be  regarded  as  overly  stimulative. 

In  summary,  however,  we  are  satisfied  that  the  turn 
in  the  correct  direction  has  at  last  been  made.  Supply- 
side  economics  stresses  simultaneous  cuts  in  tax 
rates  and  government  spending  — this  is  heartening. 

The  financial  markets  are  now  waiting  to  see  how 
the  Congress  disposes  of  the  tax  reductions  and  the 
spending  cuts.  There  is  considerable  skepticism  that 
anything  much  is  going  to  happen  gradually  and  the 
surprise  could  be  that  it  is.  We  feel  that  when  and  if  it 
is  enacted,  the  desired  and  most  important  impact  of 
the  fiscal  policy  will  be  to  slow  the  rate  of  inflation. 
Historically,  this  has  created  great  investment  oppor- 
tunity. ■ 


R.l.  Physicians  Promote  Heaith  Education 


Financial  limitation  is  one  obstacle  to  improved  health 
education  in  Rhode  Island  school  systems.  Another  is 
public  confusion  over  the  goals  and  purposes  of 
health  education  programs  caused  by  a strong  anti-sex 
education  coalition  in  the  state.  A revised  Conceptual 
Guide  for  Health  Education,  published  by  the  Rhode 
Island  Department  of  Education,  contains  good  direc- 
tions, but  success  in  implementing  its  goals  may  be 
more  difficult. 

The  Rhode  Island  Medical  Society  Child  School 
Health/Family  and  Children  Services  Committee, 
chaired  by  Betty  B.  Mathieu,  MD  f is  enlisting 
support  of  school  physicians  in  every  community  in 


the  state  in  support  of  developmental  health  educa- 
tion, better  quality  control  mechanisms  in  health 
education  programs,  and  special  health  education 
measures  for  high-risk  students  and  other 
improvements.  The  committee  is  urging  school  physi- 
cians to  assume  an  administrative  role  in  school 
health  affairs,  especially  education,  and  to  get  out  of 
the  “miscast”,  out-of-date  role  of  just  doing  routine 
physicals. 

Representatives  of  the  Rhode  Island  Department  of 
Health,  the  Rhode  Island  Department  of  Education, 
and  Rhode  Island  College  are  also  involved  in  the 
effort.  ■ 


Peripatetics 

• Edward  A.  lannuccilli,  MD  is  Rhode  Island  Governor- 
Elect  to  the  American  College  of  Physicians. 

• Paul  B.  Metcalf,  Jr.,  MD  ^ is  Vice  Chairman  of  the 
Board  of  Trustees  of  SEARCH,  Inc.,  and  also  Rhode 
Island  Medical  Society  representative  to  the  Board. 

• New  officers  of  the  Pawtucket  Medical  Society  are 

Richard  Bertini,  MD  President;  Paul  Healey,  MD 
Vice  President;  Royal  C.  Hudson,  Jr.,  MD  Secretary; 
Agnes  Somlo,  MD,  Treasurer;  Richard  Bertini,  MD  r 
Councilor;  Mohammad  Khan,  MD,  Alternate  Councilor. 


• The  “Citizen  of  the  Year”  award  has  been  awarded 
to  Charles  E.  Millard,  MD  "r  by  the  Bristol  County 
Chamber  of  Commerce. 

• Irving  A.  Beck,  MD  f'  has  been  nominated  by  the 
Rhode  Island  Medical  Society  to  the  Community 
Services  Advisory  Committee  of  the  Southeastern  New 
England  Long  Term  Care  Gerontology  Center. 

• Newly  appointed  member  of  the  Statewide  Health 
Coordinating  Council  (SHCC)  is  Walter  R.  Durkin,  MD. 

• Raymond  E.  Moffitt,  MD  has  been  appointed  to  the 
RIMS  Professional  Health  Care  Providers  Committee. 
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Personal 

Glimpses 

Charles  Butterfield,  Esq. 
RIMS  Lobbyist 

Charles  E.  Clapp,  Esq. 
RIMS  Legal  Counsel 


Charles  Butterfield,  Esq.  is  the  Society’s  lobbyist 
at  the  R.l.  General  Assembly.  His  style  is  to  work 
behind  the  scenes  in  legislative  matters.  In  his  own 
words,  “when  you’re  out  front,  demands  can  be  made 
on  you  which  are  not  in  the  best  interests  of  your 
client.”  Attorney  Butterfield  believes  that  the  Rhode 
Island  Medical  Society  increasingly  is  developing  on 
the  hill  the  aura  of  a group  “with  political  muscle”.  The 
RIMS  Public  Laws  Committee,  in  his  view,  is  working 
effectively.  It  has  the  important  responsibility  of  recon- 
ciling conflicts  of  thinking  between  doctors  on  legisla- 
tive matters  and  developing  effective  and  consistent 
positions.  Personal  opinions  by  physicians  or  groups  of 
physicians  expressed  to  legislators  or  in  legislative 
hearings  which  are  not  funnelled  through  the  Society’s 
committee  hinder  the  profession.  Atty.  Butterfield 
believes  this  can  be  worked  on  and  be  overcome. 
Political  pressures  on  physicians  and  the  practice  of 
medicine,  he  predicts,  will  not  let  up.  Physicians  will 
need  to  continue  to  defend  their  traditional  profes- 
sional rights  which  they  deserve. 


Charles  E.  Clapp  II,  Esq.  has  been  with  Edwards  & An- 
gell  law  firm  in  Providence  for  26  years.  Since  1973  he 
has  served  the  Rhode  Island  Medical  Society  as  its  legal 
counsel.  The  impact  of  a “new  era”  for  doctors  was 
being  felt  when  he  began  his  professional  relationship 
with  the  Society,  and  since  then  social  and  govern- 
mental changes  affecting  doctors  have  continued 
steadily.  Attorney  Clapp  participated  in  the  develop- 
ment of  a new  approach  to  the  Rhode  Island  General 
Assembly,  and  he  feels  that  the  Society’s  views  are 
now  being  heard  there.  The  malpractice  and  cost  con- 
tainment arenas  are  ones  which,  in  his  view,  the 
Society  can  effectively  influence.  To  accomplish  this 
he  looks  forward  to  improvement  of  administrative 
continuity  and  communications  between  doctors  and 
counsel  in  the  years  ahead.  He  points  out  that  one  of 
the  highlights  of  his  involvement  with  Society  affairs  is 
his  association  with  fine  physicians  whom  he  re- 
spects. He  enjoys  sharing  his  professional  point  of 
view  from  a vantage  outside  of  the  medical  profession, 
and  also  learns  much  in  the  process.  ■ 


Aches  and  Pains 

• There  is  no  evidence  that  most  large  Medicaid  prac- 
tices are  actually  the  “MEDICAID  MILLS”  that  some 
consumerists  have  charged.  There  have  been  a few 
reported  cases  of  fraud  and  improper  care  of  patients 
in  groups  treating  large  numbers  of  poor  patients 
whose  bills  are  paid  by  the  Medicaid  program,  but 
these  are  definitely  in  the  minority,  is  the  conclusion 
of  a study  by  Janet  B.  Mitchell,  PhD,  of  the  Center  for 
Health  Economics  Research,  Chestnut  Hill,  Massachu- 
setts and  Boston  University  Medical  Center. 

• SURGERY  WAS  NECESSARY  in  97%  of  the  cases 
reviewed  by  a Colorado  PSRO.  The  six-month  study 
conducted  by  the  Colorado  Foundation  for  Medical 
Care  covered  13  commonly  performed  procedures  and 
included  data  collected  on  4,850  patients.  The  3%  of 
surgery  that  was  found  to  be  unnecessary  “is  substan- 
tially less  than  the  17.6%  . . . cited  by  the  House  of 
Representatives  subcommittee  on  oversight  and  inves- 
tigations,” said  an  official  of  the  PSRO. 

• The  Rhode  Island  JOINT  UNDERWRITING 
ASSOCIATION  (JUA)  has  asked  (March  1981)  the  Direc- 
tor of  Business  Regulation  for  a 21%  increase  in  its 
rates.  The  1980  proposed  JUA  rate  increase  was  with- 
drawn on  the  basis  of  inadequacy  of  JUA  records 
monitored  by  the  Attorney  General’s  office  and  the 
Rhode  Island  Medical  Society. 

• The  nation’s  governors  voted  to  “vigorously  oppose” 
the  Administration’s  plan  to  shift  the  costs  of  federal 
budget  cuts  to  the  states  and  presented  the  White 


House  with  a statement  that  a proposal  to  LIMIT 
FEDERAL  MEDICAID  PAYMENTS  TO  THE  STATES  is 
“not  acceptable.” 

• Practice  expenses  and  gross  income  more  than 
doubled  during  the  1970s,  with  the  proportion  of 
practice  expenses  to  gross  income  rising.  These  and 
other  changes  in  average  income,  expenses,  fees, 
visits,  hours  worked,  and  waiting  time  for  the  typical 
office-based  U.S.  physician  were  documented  by  AMA 
staff  and  are  described  in  the  article,  “PHYSICIANS’ 
PRACTICE  EXPERIENCE  DURING  THE  DECADE  OF 
THE  1970s.”  Originally  published  as  a special  commu- 
nication in  the  Dec.  5,  1980,  issue  of  JAMA,  the  article 
is  now  available  in  complimentary  booklet  form  from 
the  Center  for  Health  Services  Research  and  Develop- 
ment, AMA  Headquarters. 

• Thirty-nine  percent  of  all  United  States  physicians 
were  in  primary  care  in  1979,  according  to  the  17th 
edition  of  the  AMA’s  Physician  Distribution  and 
Medical  Licensure  in  the  U.S.  (DOP  1979).  This  statis- 
tical monograph  gives  the  GEOGRAPHIC  AND 
SPECIALTY  DISTRIBUTION  OF  ALL  US  PHYSICIANS. 
The  physician  supply  data  is  broken  down  to  specifics 
on  foreign  medical  graduates  and  women  physicians. 
Cost  is  $17  each  for  1-10  copies;  $15.30  for  11-49; 
$13.60  for  50  copies  or  more;  and  $21.25  for  foreign 
orders.  Write  AMA  Order  Dept,  OP-300,  P.O.  Box  821, 
Monroe,  Wl  53566.  Orders  must  be  prepaid. 
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Administrative  Reports  . . . Meetings  with  Officers  and  Staff 


Wednesday,  March  4,  1981  . meeting 

chaired  by  Paul  B.  Metcalf,  Jr.  MD,  Vice  President,  in 
the  absence  of  Peter  L.  Mathieu,  Jr.,  MD  President  . . . 
guest  of  the  meeting  was  Norman  A.  Baxter,  PhD,  can- 
didate for  the  position  of  Executive  Director  of  the 
Rhode  Island  Medical  Society  . . . report  on  public 
hearing  on  the  Rhode  Island  Department  of  Health 
Annual  Implementation  Plan  (AlP),  at  which  Rhode 
Island  Medical  Society  spokesman  was  Paul  B. 
Metcalf,  Jr.,  MD  . . . appointed  Robert  Rosen,  MD  to 
chair  a subcommittee  of  the  Committee  on  Delivery  of 
Medical  Care  to  study  and  report  on  health  manpower 
issues  . . . heard  a report  on  changes  in  Appropriate- 
ness Review  criteria  subsequent  to  public  hearing 
February  10,  1981  . . . heard  a report  on  results  of  the 
Rhode  Island  Medical  Society  ballot  concerning  the 
proposed  Blue  Cross-Blue  Shield  merger  . . . miscella- 
neous business. 

Wednesday,  March  11,  1981 . . . guests  of  the 
meeting  were  Anthony  Barile,  P.  Joseph  Pesare,  MD, 
and  James  Fitzgerald  of  Rhode  Island  Social  and 
Rehabilitative  Services;  Frances  Hinteregger,  MD  and 
Brenda  Pukas  of  Wood  River  Health  Centers,  Rhode 
Island;  William  J.  Waters,  PhD  and  Donald  C.  Williams 
of  the  Rhode  Island  Department  of  Health;  Stanley 
Block,  MD  and  David  Moore  of  Providence  Health 
Centers,  Rhode  Island  . . . meeting  provided  for  open 
discussion  of  issues  relating  to  reimbursement  for 
medical  services  in  neighborhood  health  centers,  how 
effectively  neighborhood  health  centers  serve  their 
target  populations,  and  what  are  the  alternatives  to 
these  facilities. 


Wednesday,  March  18,  1981 . . . guest  of  the 
meeting  was  John  Norton,  Executive  Director, 
SEARCH,  INC.  . . . discussed  the  role  of  the  SEARCH 
Medical  Advisory  Committee  to  more  effectively 
involve  physicians  in  an  advisory  capacity,  and  also 
discussed  a proposal  of  SEARCH  to  in-service  the 
Rhode  Island  Medical  Society  ...  a committee  was 
appointed  to  review  the  proposal  and  report  recom- 
mendations (members  Paul  B.  Metcalf,  Jr.,  MD  , 
Peter  L.  Mathieu,  Jr.,  MD  . Robert  Rosen,  MD, 
Charles  P.  Shoemaker,  Jr.,  MD  ^ , Lewis  Arnow,  MD, 
and  David  R.  Hallman,  MD  r . . . miscellaneous  busi- 
ness. 

Wednesday,  March  25,  1981 . . . guest  of  the 

meeting  was  Robert  L.  Carl,  Jr.,  PhD,  Associate  Direc- 
tor, Division  of  Retardation,  Department  of  Mental 
Health,  Retardation  and  Hospitals  ...  Dr.  Carl 
presented  strategies  of  deinstitutionalization  pro- 
grams in  his  division,  which  include  providing  multiple 
levels  of  support  for  deinstitutionalized  patients  (with 
partial  support  by  patients  themselves),  use  of  both 
apartments  and  group  homes,  annual  evaluations, 
management  flexibility,  and  a system  of  motivations 
within  government  to  reward  management  innovation 
. . . received  a response  from  Howard  V.  Stambler, 
Director,  Division  of  Health  Professions  Analysis, 
Department  of  Health  and  Human  Services,  notifying 
the  Rhode  Island  Medical  Society  that  its  disapproval 
of  the  application  of  Self-Help,  Inc.  for  health 
manpower  shortage  designation  was  considered,  but 
that  his  office  would  recommend  that  the  designation 
be  granted  . . . miscellaneous  business.  ■ 
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May 

4 Pawtucket  Medical  Society  auxiliary 
meeting 

5 Committee  on  the  Impaired  Physician; 
meeting;  RIMS  Library;  7:30  am 

6 "Early  Recognition  of  Skin  Manifesta- 
tions of  Cancer,  VD,  and  Other  Sys- 
temic Diseases”,  special  RIMS-CME 
program  with  speaker,  Charles  Me- 
donald,  MD;  RIMS  Auditorium;  7:00- 
9:00  pm 

8-9  Rhode  Island  Medical  Society  spon- 
sored conference  on  the  Impaired  Phy- 
sician 

9 American  Red  Cross  100th  Birthday 
Pop’s  Concert;  Brown  University 
Marvel  Gym,  485  Elmgrove  Avenue, 
Providence,  Rl;  8:00  pm 
12  Professional  Health  Care  Providers 
Committee;  meeting;  RIMS  Library; 
7:30  pm.  (Guest:  Dean  Louis  Luzzi, 
University  of  Rhode  Island) 

13-14  Fourth  Annual  Seminar  (Concepts  in 
Fetal  and  Neonatal  Care);  sponsored 
by  Rhode  Island  Medical  Society;  Mar- 
riott Inn,  Providence,  Rl 
17  Newport  County  Medical  Society 
meeting;  Canfield  House;  6:30  pm 


17  American  Association  of  Medical 
Assistants,  Rhode  Island  Chapter; 
Annual  Meeting;  The  Coachman, 
Tiverton,  Rhode  Island 

18  Rhode  Island  Medical  Society  Liaison 
Committee  with  Brown  University; 
meeting;  RIMS  Library;  7:30  pm 

20  200th  Annual  Meeting  of  the  Massa- 

chusetts Medical  Society 

20  Providence  Medical  Association  Auxi- 
liary Spring  luncheon  meeting  with 
fashion  show  ($10.00  per  person);  call 
Geri  Azzoli,  885-1884 

20  Roger  Williams  General  Hospital 
"Whitmarsh  Oration” 

27  Rhode  Island  Medical  Society  Annual 
Meeting;  Biltmore  Plaza,  Providence, 
Rl 

29  New  England  Society  of  Allergy;  meet- 
ing; Sheraton-Tara,  Framingham,  Mas- 
sachusetts; 1:00  pm 

June 

3 Buffet  supper  reception  at  Rhode 
Island  Medical  Center,  Cranston, 
Rhode  Island  (guests:  Rhode  Island 
Medical  Society  and  Hospital  Associa- 
tion of  Rhode  Island) 


6 “The  Child  with  Handicaps:  The  Need 
for  Better  Medical  Support  Systems”, 
special  RIMS-CME  program  with 
speaker,  Eric  Denhoff,  MD;  RIMS  Audi- 
torium; 7:00-9:00  pm 

6 Organization  of  Medical  Association 
Presidents;  Chicago 

7-11  American  Medical  Association  House 
of  Delegates;  annual  meeting 

6-7  Meetings  of  student  business  section 
of  the  American  Medical  Association 
House  of  Delegates 

19-20  "A  Loss  Prevention  Seminar  on 
Detecting  and  Awarding  Malpractice 
Risks”;  Sheraton-lslander  Inn,  New- 
port, Rhode  Island 

19  Rhode  Island  Bar  Association  Annual 
Meeting;  evening 

28  Annual  Fundraiser  International  Buffet 
sponsored  by  the  Providence  Medical 
Association  Auxiliary;  call  Mrs.  John 
Karkalas,  942-8396 

July 

16-17  Conference  on  Medical  Aspects  of 
Sports;  University  of  Rhode  Island, 
Kingston,  Rhode  Island 
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PRESIDENT’S  CORNER 


The  Once  and  Future  State  Medical  Society: 
Who  Owns  the  State  Medical  Societies? 
Some  Observations  Worth  Observing 


For  most  people  present  happiness  carries  more 
weight  than  the  dream  of  future  paradise,  even  if 
the  latter  promise  never  completely  fades.  However 
hopefully  they  look  to  coming  improvement,  the 
next  two  decades  will  probably  show  them  some  too 
familiar  sights.  At  the  close  of  the  century  people 
will  still  wait  in  line  for  a bus  or  for  gas  and  other 
kinds  of  service.  On  the  other  hand,  the  number  of 
clerks  in  department  stores  will  drop  almost  to  zero. 
So,  too,  a physician’s  life  will  undergo  changes  in 
the  coming  years.  That  life  has  already  been 
touched  by  the  advent  of  the  tape  recorder  and  the 
photo  copier,  and  the  high  point  of  the  next  twenty 
years  will  probably  be  linked  with  the  central  pro- 
cessor, creating  the  electronic  doctor’s  office,  the 
electronic  home,  and  an  electronic  medical  society. 

I raise  these  topics  to  assure  you  that  this  adminis- 
tration, serving  in  the  dual  capacity  of  Executive 
Director  and  President  of  the  Rhode  Island  Medical 
Society,  has  had  your  future  and  your  well  being 
ever  in  mind.  People  can  only  be  led  where  they 
want  to  go.  The  leader  follows  although  a step 
ahead,  and  often  our  chosen  path  appears  clearly 
only  when  we  turn  and  look  back!  Although  not 
every  President  is  a leader,  in  every  election  we  hope 
for  one,  especially  in  days  of  doubt  and  crisis.  Easy 
times  bring  ambivalence,  for  the  leader  after  all 
makes  demands,  challenges  the  status  quo,  shakes 
things  up. 

During  this  time  of  change,  your  administration 
has  managed  the  store  while  carrying  out  the  stated 
objectives  of  the  Society  (1812)  : “to  promote  the 
science  and  art  of  medicine,  and  the  betterment  of 
public  health;  to  promote  friendly  intercourse 
among  physicians,  and  to  enlighten  and  direct 
public  opinion  in  regards  to  the  problems  of 
medicine.”  There  was  no  primer,  no  how-to-do-it 
guide  for  a doctor  who  was  thrust  into  the  Presi- 
dency and  Executive  Directorship  of  his  professional 
organization  without  prior  experience.  This  year 
has  written  the  primer.  We  have  chosen  to  direct 
our  attention  towards  the  basics,  towards  some 
simple  principles  which  have  guided  our  conduct 
during  times  of  conflict.  Before  we  disagree  about 
the  accuracy  of  the  latest  health  care  cost  figures  or 
the  number  of  physicians,  hospitals,  and  nursing 


Peter  L.  Mathieu,  Jr.,  MD 


home  beds,  I believe  we  should  back  off  and  look  at 
some  major  objectives  and  the  means  to  accomplish 
them. 

Eirst,  let  me  suggest  that  the  concept  of  a primer 
or  handbook  brings  no  embarrassment.  As  a concise 
framework  for  thought,  after  twenty-five  years  of 
professional  concern  with  Society  affairs,  I find  such 
a framework  useful.  I hope  you  will. 

Second,  the  approach  sharpens  facts  by  confirm- 
ing them  with  the  cutting  edge  of  choice.  I spend 
time  prescribing  what  doctors  ought  to  do,  while 
true  health  care  is  concerned  with  what  doctors  do 
do.  I flatly  reject  the  premise  that  the  view  of  a spec- 
tator carries  more  scientific  weight  than  that  of  an 
actor.  As  a spectator  (health  planner) , there  are  no 
criteria  or  questions  of  relevance.  On  the  other 
hand,  an  attempt  at  answering  the  questions  of 
what  ought  to  be  done  requires  a more  incisive  and 
perceptive  look  at  what  actually  happens  than  does 
a factual  description  (book)  on  health  care. 

Third,  we  have  attempted  to  direct  the  attention 
of  the  entire  membership  to  the  conduct  of  Society 
affairs.  What  is  our  policy?  I need  to  know  about 
cause  and  effect,  about  the  predictable  course  of 
various  actions.  I believe  that  by  striving  to 
marshall  the  facts  in  a useful  way  this  administra- 
tion has  helped  to  inform  the  membership. 
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In  view  of  the  special  circumstances  of  the  Rhode 
Island  Medical  Society  at  this  time,  the  Council 
authorized  a Management  Committee  to  study  the 
staff  structure  of  the  Society  and  its  management, 
and  to  make  recommendations  for  improvement. 
The  Management  Committee  developed  and  pub- 
lished the  Rhode  Island  Medical  Society  Organiza- 
tional Structure  in  the  August  issue  of  the  Rhode 
Island  Medical  Journal.  The  committee  found  itself 
in  the  position  of  searching  for  unavailable  data  in 
the  absence  of  any  written  personnel  policy  manual. 
With  the  assistance  of  the  retiring  Executive  Direc- 
tor, a tentative,  written  personnel  policy  manual 
was  put  together  to  serve  as  a primer  for  staff 
structure  and  organization. 

COMMENT : I recommend  a fresh,  objective  re- 
view of  the  organizational  structure  of  the  Society 
including  officers,  Council,  standing  committees, 
ad  hoc  committees,  and  subsidiaries  (medical 
journal,  library,  etc.) , to  determine  overlapping  or 
obsolete  committees.  Are  we  overstaffed,  under- 
staffed, or  just  improperly  staffed?  A written 
personnel  policy  manual,  approved  by  the  Council 
and  House  of  Delegates,  is  a must. 

The  Rhode  Island  Medical  Society’s  system  of 
overly-simplified  bookkeeping,  that  often  has 
allowed  budgetary  sleight-of-hand  and  made  it  dif- 
ficult for  succeeding  administrations  to  accurately 
read  the  economic  health  of  the  Society,  came  to  an 
end  during  this  administration.  Working  closely 
with  the  Treasurer  and  the  staff  financial  officer, 
we  have  established  a January  1st  to  December  31st 
fiscal  year  in  accordance  with  the  bylaws,  and  a 
prospective  1981  budget  was  approved  by  the 
Council  at  its  October  1980  meeting.  We  shall  live 
within  our  1981  budget  and  predict  a small  surplus. 
Under  a cash  accounting  system,  income  is  reported 
as  received  and  expenses  as  paid.  The  new  accrual 
system  requires  the  Society  to  list  all  its  financial 
operations  in  its  budget,  and  to  account  for  income 
and  spending  in  the  year  for  which  they  have  been 
budgeted.  This  will  discipline  the  budgeting. 

COMMENT : The  1974  American  Medical  Asso- 
ciation invitational  study  of  the  Rhode  Island 
Medical  Society  recommended  change  to  the 
accrual  system,  and  this  administration  has  carried 
it  out.  It  is  hoped  that  future  audits  of  the  Society’s 
books  will  be  full-scale  and  certified  with  “full”  CPA 
certification,  rather  than  the  old-fashioned 
modified  audit  of  the  past. 

Standing  Committees  and  Boards  of  Trustees 

The  Committee  on  Scientific  Work  and  Annual 
Meeting  has  done  its  job  well.  Future  attention 


should  be  given  to  the  types  of  programs,  their 
location,  and  relevancy  to  the  80’s. 

The  Public  Laws  Committee  continues  to  gel 
healthy.  Conflict  persists.  The  legislature,  the 
health  department,  government  and  private  agen- 
cies, and  special  interest  groups  pay  attention  to  us, 
even  if  not  always  agreeing.  Our  legal  and  legisla- 
tive counsel  provide  support  for  our  positions.  This 
year  we  are  effecting  major  changes  in  the  Joint 
Underwriting  Association  (JUA)  law  through  a bill 
to  restructure  the  mediation  panels.  We  have  in- 
troduced into  the  legislature  a bill  to  form  a liability 
insurance  corporation.  The  Rhode  Island  Medical 
Society  is  truly  a vital  contributor  and  player  in  the 
legislative  arena. 

COMMENT : The  effectiveness  of  our  legislative 
activity  continues  to  evolve.  A review  is  recom- 
mended of  all  the  agencies  with  which  the  Society 
has  professional  relationships:  the  Governor’s 
office,  the  Departments  of  Health,  Mental  Health 
Retardation  and  Hospitals,  Social  and  Rehabilita- 
tive Services,  Children  and  Their  Families,  and  so 
on;  private  agencies  such  as  the  heart  association, 
Blue  Cross,  and  insurance  companies,  for  example; 
as  well  as  a review  of  the  current  status  of  all  matters 
presently  involving  the  Society  such  as  rate  setting 
and  legislation. 

The  Publications  Committee  and  the  Library 
Committee  are  part  of  the  Communications  and 
Public  Policy  and  Relations  Program  of  the  Rhode 
Island  Medical  Society. 

COMMENT : A plan  has  been  proposed  to 
develop  a Department  of  Communications  in  the 
Rhode  Island  Medical  Society. 

The  Trustees  of  the  Rhode  Island  Medical  Society 
Building  has  been  resurrected.  A new  roof  is  being 
put  on  the  building.  The  rugs  have  been  cleaned  for 
the  first  time  in  nine  years.  The  relationships  of 
landlord  with  tenant  with  the  Providence  Medical 
Association  and  with  the  Providence  Medical 
Bureau  telephone  answering  corporation  have  been 
studied  and  ongoing  recommendations  are  working 
toward  more  satisfactory  relationships  than  hereto- 
fore. 

COMMENT : The  Trustees  of  the  Rhode  Island 
Medical  Society  Building  must  remain  active.  It 
must  establish  a written  landlord/tenant  contract 
relationship  with  the  Providence  Medical  Bureau.  It 
must  overview  the  status  of  the  Rhode  Island 
Medical  Society  Building  and  set  priorities  for  space 
to  maximize  its  effectiveness  for  the  entire 
membership.  It  must  make  provisions  for 
generating  adequate  income  for  the  Rhode  Island 
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Medical  Society  through  those  personnel  who 
deliver  the  services.  The  library  occupies  excessive 
floor  space,  limiting  the  staff  personnel  to  quarters 
less  than  adequate  for  carrying  out  their  mandated 
functions  productively  and  effectively.  The  1974 
AMA  survey  should  he  reread.  The  goals  are:  (1) 
to  reorganize  with  consultation  from  the  Trustees  of 
the  Rhode  Island  Medical  Society  Building  and  the 
Council;  (2)  to  take  all  necessary  measures  to 
continue  the  updating  policy  of  this  administration  ; 
(3)  to  make  the  Rhode  Island  Medical  Society 
Building  truly  a home  for  all  the  member  physicians 
in  the  state,  and  provide  adequate  working  space 
for  all  administrative  and  staff  personnel;  and  (4) 
to  give  the  President  and  officers  desks  and  space  to 
carry  out  their  policy  functions  as  stated  in  the 
bylaws  of  the  Society. 

A Department  of  Communications  mentioned 
above  should  bring  together  the  diverse  functions  of 
the  library,  the  Rhode  Island  Medical  Journal  and 
Publications  Committee  into  one  cohesive  force  that 
will  be  not  an  albatross  but  an  eagle  of  communica- 
tions without  draining  the  Society’s  monetary  re- 
sources from  equally  necessary  programs  for  the 
physicians. 

The  Advisory  Council  of  Past  Presidents  was 
established.  This  group  of  physicians,  who  have 
served  for  many  years,  must  be  recognized  for  their 
areas  of  individual  expertise  and  offered  a place  in 
the  organization. 

COMMENT : The  Executive  Director,  in  asking 
who  the  organization’s  hitters  are,  must  not 
overlook  these  physicians  when  he  is  searching  for 
advice  and  counsel. 

This  administration  has  not  only  enlivened  exist- 
ing committees  but  also  has  created  several  new 
committees.  Committees  on  Aging,  Auxiliary, 
Blood  Bank,  Cancer,  Delivery  of  Medical  Care, 
Impaired  Physicians,  Liaison  with  Brown 
University,  Medical  Aspects  of  Sports,  Medical- 
Legal  Bylaws  Constitutional,  Mental  Health,  Phy- 
sicians and  Carriers  Workmen’s  Compensation, 
Social  Welfare,  Tel-Med,  have  undertaken  new  re- 
sponsibilities and  offered  new  responses  to  the  needs 
of  the  membership. 

Among  the  new  committees  the  Alcohol  and 
Substance  Abuse  Committee  is  an  amalgamation  of 
two  older  committees.  The  Blue  Shield  Liaison 
Committee  has  been  established  to  give  the  physi- 
cian members  of  the  Rhode  Island  Medical  Society 
a more  personal  and  individual  opportunity  to 
obtain  information  and  present  their  problems 
more  equitably  than  previously.  The  Child  School 


Health/  Family  and  Children  Services  Committee 
has  established  an  official  liaison  with  the  Depart- 
ment of  Health  and  the  new  Rhode  Island 
Department  for  Children  and  Their  Families.  This 
committee  and  medical  directors  of  schools  in  39 
school  districts  have  formulated  a unique  program 
of  health  education  starting  with  grades  K1  and  K2. 
In  each  succeeding  year  an  additional  year  will  be 
added,  so  that  by  the  end  of  twelve  years  there  will 
be  a full  program  of  health  education  functioning 
in  the  schools. 

The  Educational  and  Scientific  Board  (CME) 
was  established  to  deal  with  programs  of  continuing 
medical  education  for  state  physicians,  and  com- 
bined CME  recreation  programs  outside  the 
state.  The  Rhode  Island  Medical  Society  finally  has 
been  accredited  by  the  AMA  to  provide  programs 
with  CME  credits. 

COMMENT : It  is  hoped  that  the  Educational 
and  Scientific  Board  and  the  Committee  on  Stan- 
dards and  Credentials  can  work  harmoniously  to 
further  the  role  of  the  Rhode  Island  Medical  Society 
as  the  standard  bearer  and  coordinator  of 
continuing  medical  education  in  Rhode  Island.  It 
has  been  recommended  to  the  AMA  that  the  Rhode 
Island  Medical  Society  and  AMA  conjointly  moni- 
tor the  Brown  University  continuing  medical 
education  program. 

The  new  Hi-Tech /Hi-Touch  Committee  has 
been  formed  to  develop  an  appropriate  computer 
program  through  the  Rhode  Island  Medical  Society 
for  the  benefit  of  the  state  society,  district  societies, 
and  specialty  societies. 

The  Insurance  Committee  has  been  given  status. 
Its  function  is  to  monitor  the  Joint  Underwriting 
Association  (JUA)  in  its  requests  for  rate  setting,  as 
well  as  to  pursue  the  viability  of  establishing  the 
Medical  Mutual  Insurance  Company  of  Rhode 
Island.  This  administration  has  incorporated  a 
RIMS  brokerage  corporation. 

The  Committee  on  Liaison  with  Brown  University 
must  be  reactivated.  Pierre  Galletti,  MD,  Vice 
President  for  Medical  Affairs,  Brown  University, 
and  member  of  the  Rhode  Island  Medical  Society,  is 
as  eager  as  I am.  This  administration  has  appointed 
a task  force  for  the  establishment  of  a Consulting 
Liaison  with  Provost  Louis  Luzzi,  Division  of  Health 
Sciences,  University  of  Rhode  Island. 

The  Rhode  Island  Medical  Society  bylaws,  as 
amended  to  May  14,  1980,  were  reprinted  for  the 
first  time  since  1973. 
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COMMENT : I believe  that  our  bylaws  are  a 
valuable  reflection  of  our  pride  in  the  history  and 
traditions  of  the  Rhode  Island  Medical  Society. 

The  Nursing  Committee  has  been  reorganized 
and  is  working  to  effect  a greater  understanding 
among  all  the  nurses  and  physicians  in  the  state, 
pursuing  excellence  of  medical  care  that  is  the 
medical  and  nursing  tradition  in  Rhode  Island. 

COMMENT : The  leadership  of  these  profes- 
sionals must  be  imaginatively  combined  to  provide 
future  directions  for  our  health  care  system. 

This  administration  established  the  Professional 
Health  Proiriders  Committee. 

COMMENT : I look  forward  to  the  80’s  as  being 
an  especially  important  time  for  all  health  provider 
working  groups  to  interface  with  the  doctor,  while 
providing  for  the  consumer  a truly  beneficial 
package  of  health  care  essentials  at  a moderate  cost. 

The  Social  Welfare  Committee  has  been  with  us 
for  a long  time.  The  Rhode  Island  Medicaid 
program  which  it  supports  has  been  described  as  a 
model  for  the  nation. 

COMMENT:  With  budget  cutbacks  and  federal 
reductions  in  programs,  we  must  continue  to  offer 
our  professional  care  to  the  poor  patient,  knowing 
full  well  that  sometimes  this  service  is  rendered  at 
less  than  the  actual  cost  of  office  upkeep.  For  its 
part,  the  management  of  Medicaid  must  under- 
stand that  medical  demands  are  insatiable  and 
infinite,  while  the  physician’s  ability  to  economi- 
cally support  these  insatiable  demands  at  less  than 
cost  is  finite. 

The  Committee  on  Trauma  and  Emergency 
Medical  Care,  after  a shaky  start,  has  settled  in. 

COMMENT : I am  pleased  that  the  Director  of 
Health,  the  physicians  in  the  state,  and  the  new 
Medical  Director  of  the  state’s  Division  of  Emer- 
gency Medical  Services  have  undertaken  the  awe- 
some task  of  cooperatively  providing  effective 
trauma  services  on  a collaborative  basis. 

The  Committee  on  Delivery  of  Medical  Care 
continues  to  occupy  the  limelight.  The  Health 
Planning  Act  of  1974  and  Certificate-of-Need 
(CON)  legislation  will  probably  go  down  the  tube, 
but  will  be  replaced  by  nothing  better,  unless  the 
physicians  in  the  state  aggregate  and  act  rather  than 
react.  As  my  grandfather  was  wont  to  say,  “It  is 
better  to  be  a bowling  ball  in  the  bowling  alley  than 
to  act  like  tapioca  in  the  sneaker.”  We  have  estab- 
lished an  Access  to  Health  Care  Committee  of 
selected  physicians  who  will  work  with  the  health 
department  to  determine  ways  to  improve  access  to 


health  care,  including  (1)  medical  care,  and  (2) 
social  and  environmental  care  — with  the  idea  of 
providing  insight  into  the  delivery  as  well  as  follow 
up  patterns  of  health  care  in  the  future.  I look 
forward  to  being  an  actor  in  this  play  rather  than  a 
spectator. 

The  Newsletter  has  been  described  as  humorous 
and  lively.  If  so,  then  it  has  missed  its  goal  of 
giving  to  the  membership  timely  and  helpful  in- 
formation in  a manner  that  aggregates  the 
academic  portion  of  the  journal  into  a more  useful 
communication  tool.  The  Rhode  Island  Medical 
Journal  is  expensive,  and  its  cost  will  increase,  yet 
communications  remain  the  avenue  of  the  80’s.  The 
membership  must  set  priorities  on  how  much  com- 
munication it  can  afford  and  what  vehicles  should 
be  utilized  to  sustain  our  dues-paying  membership. 

PROSPECTS  EOR  COMING  MONTHS:  Some 
delicate  matters  are  on  the  horizon.  The  need  to 
augment  the  role  of  the  primary  physician  should  be 
a central  theme  of  the  Rhode  Island  Medical  Society. 
We  must  have  a coordinated  strategy  for  primary 
health  care. 

The  Rhode  Island  Medical  Society  has  two  deli- 
cate matters  before  it.  The  first  is  a study  of  the  pro- 
posed merger  between  Blue  Shield,  Inc.  and  Blue 
Cross,  Inc.,  which  may  cause  a lot  of  bad  blood 
between  Blue  Shield,  Inc.  and  Rhode  Island  doc- 
tors. This  administration,  after  authorization  by 
the  House  of  Delegates,  this  year  has  appointed  two 
committees;  (1)  to  negotiate,  and  (2)  to  study  the 
matter  and  report  back  to  the  House  of  Delegates 
for  action.  A poll  of  the  membership  taken  in  Feb- 
ruary by  the  Society  relative  to  the  proposed 
merger,  was  returned  3-1  opposed.  I sense  another 
alternative  that  will  soon  surface. 

Another  matter  is  the  future  of  (1)  the  library, 
and  (2)  the  Rhode  Island  Medical  Journal.  The 
Rhode  Island  Medical  Society  no  longer  needs  the 
library  in  its  present  form,  for  it  occupies  excessive 
square  footage  in  the  three-story  Rhode  Island 
Medical  Society  Building. 

COMMENT : I recommend  that  the  Rhode 
Island  Medical  Society  pay  attention  to  comments 
about  the  library  made  in  the  1974  AMA  survey  of 
the  Society,  and  address  this  seven-year  itch  while 
recognizing  and  facing  the  political  storm  that  will 
result.  The  80’s  goals  of  making  communications  a 
high  priority,  and  the  Society  building  a con- 
temporary, valuable  office  and  membership  service 
building  for  physicians  must  be.  So  be  it. 

Evaluation  of  the  delivery  of  medical  care 
continues  to  take  up  considerable  time.  What  are 
the  objectives? 
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COMMENT : Frankly,  I’ve  been  confused  by  the 
planners  who  bulldoze  and  identify  theological 
mandates  out  of  plain  ignorance  of  the  facts.  The 
biggest  problem  is  communication  and  how  this  ad- 
ministration can  inform  the  doctors  about  the 
public  interest  and  promote  the  best  use  of  available 
resources.  The  80’s  will  bring  a great  opportunity  to 
plan  and  develop  services  in  the  light  of  local  needs 
and  circumstances. 

COMMENT:  I propose  you  accept  this  responsi- 
bility by  action.  Continue  to  respond  directly  to 
patients’  needs  and  make  known  through  the  media 
and  your  patients  where  the  system  is  deficient. 
Push  for  the  growth  of  community  hospitals.  It  is 
nonsense  to  talk  about  private  medicine  while 
proposing  alternatives  to  the  nation’s  health 
planners. 

My  pastor  tells  me  every  man  in  his  parish  is  going 
to  die.  Every  man  in  his  parish  is  a sinner.  Everyone 
in  his  parish  who  is  a sinner  will  burn  forever  in  hell. 
He  tells  me  this  in  a story  he  related  the  other  day 
when,  while  preaching  to  his  congregation,  he 
heard  a man  laugh  each  time  he  made  these  pro- 
nouncements. Speaking  to  the  man  after  the 
services,  he  asked  him  why  he  had  laughed  during 
the  sermon.  The  gentleman  replied,  “But,  Father,  I 
don’t  belong  to  this  parish.”  I ask  you,  do  you 
belong  to  the  Rhode  Island  Medical  Society? 

Is  the  man  who  puts  mud  in  my  eyes  a sinner?  I 
wash  it  off;  now  I can  see.  This  commentary  has 
meaning.  All  of  us  share  a common  need  for  good 
living  and  good  health.  I want  what  is  best  for  the 
doctors  and  the  people,  but  the  danger  is  to  stray 
too  fast  from  the  acceptable  path.  My  heart  throbs 
for  what  is  right.  I am  tired.  In  my  bones  I know  we 
supply  the  best  medicine  to  improve  peoples’  health. 
We  can  accomplish.  Together  — yes;  singularly  — 
no.  May  Almightly  God  give  the  doctors  the 
strength  to  unite  — the  Rhode  Island  Medical  So- 
ciety, multiple  specialty  societies,  under  the  AMA  — 
in  spirit  and  be  inspired  to  lead  in  the  creation  of  a 
truly  great  health  care  policy  that  is  workable  and 
affordable. 

COMMENT : I feel  like  a statue  that  is  trying  to 
emerge  from  a rough  block  of  stone.  Medicine  is  not 
something  you  hang  neatly  on  the  wall,  nor  is  it  a 
temple  for  aesthetic  thinking.  Medicine  needs 
understanding,  and  we  must  depend  upon  the  help 
of  people  to  find  those  answers.  I call  upon  you  to 
think,  to  look  into  yourselves.  Look  at  your  family, 
your  children,  your  neighbors  on  the  right  and  left. 
This  will  be  the  wisest  investment  you’ve  ever  made. 
We  need  experts  like  doctors  to  make  it  tick.  I know 


I might  say  it  differently  if  I were  40,  30,  or  20  like 
some  of  you.  I come  to  help  you  on  the  way  to 
develop  a lasting  solution  to  our  peoples’  problems 
in  health  and  living.  How  much  more  inflation  can 
we  expect?  How  far  will  government  regulation  go? 
In  our  job  as  a service  organization,  we  must  realize 
that  we  are  not  living  a Greek  tragedy.  We  live  in  a 
time  of  great  expectations,  and  we  must  deliver  or 
perish. 

Join  the  new  administration  tomorrow.  It’s  not 
the  good  guys  versus  the  bad  guys,  the  rich  versus 
the  poor.  The  victims  are  the  people.  We  don’t 
know  what  is  going  on  in  peoples’  heads.  Interest 
and  knowledge  must  help  us  to  understand  peoples’ 
motivations  and  to  put  maximum  pressure  upon 
ourselves  to  build  a communications  system  of 
understanding  for  improving  health  in  the  80’s  and 
beyond. 

Dwindling  Bedside  Physician  Interest 

Some  say  the  task  of  maintaining  health  is  not  the 
function  of  the  medical  profession  and  never  was. 
This  assertion  fails  to  measure  up  against  history 
between  the  thirteenth  and  fourteenth  centuries 
when  innumerable  sanitariums  were  started  by 
doctors  throughout  Europe. 

Some  say  we  should  pay  doctors  when  we  are  well 
and  not  when  we  are  sick.  This  custom  existed  in 
ancient  Ghina ; a man  paid  his  doctor  when  he  was 
in  good  health,  then  paid  nothing  further  during 
sickness. 

The  difference  between  “healing”  and  health 
maintenance  seems  to  be  an  artificial  one.  These 
two  aspects  of  good  medicine  do  not  oppose  each 
other  but  complement  each  other.  So  keeping 
people  healthy  is  important  — so  important  that  for 
the  physician  to  relinquish  his  responsibility  as 
quarterback  of  the  health  maintenance  team  would 
be  very  foolish  indeed. 

COMMENT : Health  planners  would  hand  re- 
sponsibility for  health  education  over  to  state-sup- 
ported  paraprofessionals,  not  yet  in  existence,  who 
would  do  the  job  as  well  at  a fraction  of  the  present 
cost.  Planners  would  separate  medicine  from  the 
public  health,  a cynical  suggestion  that  can’t  be 
taken  seriously.  Planners,  showing  little  sensitivity 
to  peoples’  sufferings,  miss  the  real  facts  of  everyday 
practice.  Thousands  of  physicians  are  voluntarily 
drawn  into  issues  beyond  simple  medical  care.  They 
must  certify  need  for  special  housing,  money  for 
home,  medical  equipment,  transportational, 
electrical,  and  telephone  services.  Who  decides 
which  health  needs  take  priority?  Physicians,  or 
society,  or,  heaven  forbid,  the  planners? 
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The  United  States  population  is  growing  at  a rate 
of  over  three  million  a year.  If  present  trends  con- 
tinue, our  population  will  grow  by  more  than  sixty 
million  by  the  end  of  the  century,  not  a scant  twenty 
years  away.  National  increase  (the  excess  of  births 
over  deaths)  added  about  one  and  one  half  million 
to  our  population  last  year.  If  current  trends 
continue,  the  United  States  population  will  increase 
by  about  26  per  cent  by  the  turn  of  the  century. 

In  Rhode  Island,  we  have  established  a member- 
ship committee  for  residents  and  medical  students. 
Their  interest  and  participation  in  the  AMA  is 
genuine  and  ongoing.  Our  bylaws  have  recently 
given  them  a seat  in  the  Rhode  Island  Medical 
Society  House  of  Delegates.  Their  input  on  current 
health  concerns  is  vital  to  effective  future  policy 
formation  by  the  Society.  An  advantage  of  AMA 
over  specialty  group  membership  is  that  only  in  the 
AMA  can  residents  actively  participate  in  decision- 
making and  have  a forum  to  voice  their  thoughts. 
Like  the  AMA,  the  Rhode  Island  Medical  Society  is 
not  what  it  used  to  be,  but  has  become  con- 
temporary and  hopes  to  enhance  its  growth  as  an 
arena  in  which  physicians  and  students,  regardless 
of  specialty,  can  formulate  solutions  to  our  citizens’ 
health  care  problems. 

COMMENT : Some  physicians  will  become  angry 
at  my  comments,  just  as  we  become  angry  at  tbe 
guy  next  door,  or  at  someone  who  does  some- 
thing we  don’t  like.  Some  doctors  may  work  them- 
selves up  into  anger  which  is  fueled  by  frustra- 
tions. Sucb  a state  of  mind  gives  them  energy 
energy  or  determination  of  which  they  would  other- 


wise be  incapable.  Anger  is  a short  madness.  Now  in 
the  80’s  and  90’s  doctors  have  to  join  the  medical 
school  staff,  the  Rhode  Island  Medical  Society,  the 
AMA,  and  their  specialty  society,  or  if  you  don’t 
want  to  do  that  to  get  your  kicks,  try  remembering 
the  most  painful  disease  in  medicine  and  assure 
yourself  you  have  it.  Illness  does  not  leave  much 
energy  for  anger.  Perhaps  that  is  what  makes  doc- 
toring so  attractive  a profession. 

EXECUTIVE  DIRECTOR : A new  era  is  about 
to  dawn  at  last.  Administration  must  spend  the  next 
few  years  trying  to  develop  a revolutionary  leader- 
ship while  staying  within  a budget  dictated  by  a 
medical  pocketbook  that  has  lost  interest  in 
supporting  economically  the  programs  needed  for 
Society  exploration.  Norman  A.  Baxter,  PhD,  with 
training  in  religion  and  education,  joins  the  Society 
as  Executive  Director  to  provide  staff  direction  for 
the  doctors  in  carrying  out  their  special  mission  in 
the  future.  It  will  be  his  job  not  to  generate  excessive 
anxiety,  but  yet  to  inform  physicians  on  current 
issues,  so  that  ultimate  decisions  will  be  reasonable. 
Because  of  the  fact  that  doctors  are  notorious  “free- 
thinkers”, medicine  1980-1990  may  be  the  most 
dangerous  occupation  man  has  ever  known. 
Although  not  personally  my  first  choice,  I now 
entrust  the  future  management  of  the  Rhode  Island 
Medical  Society  to  Norman  A.  Baxter,  PhD.  To  Dr. 
Charles  A.  Millard,  and  future  Presidents  and 
officers  I entrust  the  direction  in  policy  decisions  of 
the  Rhode  Island  Medical  Society.  Despite  a tight 
budget  I am  optimistic. 

Peter  L.  Mathieu,  Jr.,  MD 
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Caring:  Brown  University  MD  ’81 

Once  again  for  the  seventh  year  we  are  dedicating 
an  issue  of  the  Journal  to  the  graduating  class  of  the 
Brown  University  Program  in  Medicine.  There  are 
rumors  that  this  may  be  the  last  year  of  this 
symbiotic  relationship.  We  hope  that  this  is  not  so. 
It  has  given  the  Journal  as  the  publication  of 
organized  medicine  and  of  the  profession  in  Rhode 
Island  the  opportunity  to  welcome  yearly  these 
fledgling  physicians  to  our  fold. 

The  series  of  brief  papers  by  the  graduates  pub- 
lished herein  are  ruminations  on  what  graduation 


Interferon  and  Cancer 

In  a seminar  for  the  press  (reported  in  The  Wall 
Street  Journal)  the  American  Cancer  Society 
(ACS)  indicated  that  based  on  experience  thus  far 
“Interferon  hasn’t  done  anything  better  than  any 
other  cytotoxic  drug.”  Interferon  had  shown  can- 
cericidal  properties  in  vitro.  Thus  far  only  25  to  40 
per  cent  of  subjects  bave  shown  some  response  to  the 
therapy,  ranging  from  arrest  to  complete  remission 
in  a few  cases.  In  some  patients  with  apparent  cure, 
recurrences  appeared  within  six  months.  Since  the 
longest  span  of  treatment  reported  has  been  only 
eight  months,  these  are  of  necessity  very  preliminary 
results. 

Most  interferon  thus  far  available  for  clinical 
trials  has  been  produced  from  leukocytes.  It  is  still 
in  critically  short  supply,  and  very  expensive.  To 
produce  enough  interferon  to  treat  one  patient  costs 
$20,000  to  $30,000.  The  leukocytes  originally  came 
from  blood  banks  but  are  now  being  grown  in  tissue 
culture.  In  recent  weeks  interferon  from  genetic  en- 
gineering of  bacteria  has  become  available  for 
human  trials. 

Eighty-two  patients  have  been  treated  in  the  ACS 
series,  while  the  National  Cancer  Institute  initiated 
its  clinical  trials  in  February,  planning  to  treat  at 
least  150  patients.  In  patients  with  advanced  breast 


from  medical  school  means  to  the  writers.  The 
idealism  manifested  almost  universally  is  directed  to 
the  welfare  of  patients.  While  patient  care  will  be 
the  main  preoccupation  of  our  new  colleagues, 
caring  in  the  sense  of  solicitude  has  been  the  over- 
riding theme  in  these  varied  essays.  It  is  a very  en- 
couraging sign  in  this  materialistic  world. 

We  look  forward  to  having  these  bright  young 
minds  join  us  in  our  professional  pursuits.  We 
extend  our  sincere  greetings  and  wish  them  well. 

Seebert  J.  Goldowsky,  MD 


cancer,  about  40  per  cent  have  shown  some 
response,  with  a similar  response  rate  in  multiple 
myeloma  and  lymphoma.  In  malignant  melanoma, 
however,  the  response  rate  has  been  10  to  15 
per  cent. 

It  has  recently  been  discovered  that  there  are 
actually  8 to  10  different  human  interferons,  each 
with  a different  gene  in  the  human  cell,  complicat- 
ing the  problem  of  bacterial  engineering.  It  is  not 
yet  known  in  the  splicing  process  which  gene  pro- 
duces which  interferon.  The  anticancer  properties 
of  the  various  interferons  have  not  yet  been 
determined.  Side  effects  of  treatment  such  as  hair 
loss,  nausea,  tiredness,  lethargy,  and  depression  of 
bone  marrow,  have  been  observed  in  some  cases. 
Early  products  contained  a high  proportion  of 
purities,  originally  thought  to  be  the  cause  of  these 
reactions.  However,  with  purified  products  some 
side  effects  have  continued  to  appear. 

Other  forms  of  interferon,  designated  fibroblast 
interferon,  produced  by  culture  of  human  skin  cells 
and  lymphoblastoid  interferon  have  become 
available  recently  for  clinical  trials. 

Tbe  whole  subject  of  interferon  has  proved  to 
have  many  unexpected  and  unexplored 
complexities.  Hundreds  of  trials  over  a period  of 
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years  will  be  necessary  to  establish  the  true  potential 
of  these  new  therapeutic  agents. 

In  the  meantime  it  would  appear  that  the 


anticancer  future  of  interferon  will  not  be  all  moon- 
light and  roses. 

Seebert  J.  Goldowsky,  MD 


GREENVILLE  MEDICAL  CENTER 

For  Rent 

7 SMITH  AVE.,  GREENVILLE,  R.l.  02828 

Barrington:  147  County  Road. 

Finished  office  available 

Ideal  location  for  professional,  medical 

Desirable  location  for  Internist, 

and/or  dental  office.  1100  square  feet.  Also 

Family  Practitioner,  and  other 

possibility  of  sharing  another  medical  suite  on 

Specialties 

401/331-7171 

a part-time  basis.  Off-street  parking.  Call  247- 
0130 

Congratulations 

to  the 

A targe  office  space  at  Blackstone  Val- 

MASSACHUSETTS 

ley  Medical  Building.  (333  School  St., 
Pawtucket)  available  for  sharing  with  an- 

MEDICAL  SOCIETY 

other  M.D.  Phone:  (401)  724-7722. 

on  its 

Bicentennial  Anniversary 

1781-1981 
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If  you^ife  disabled) 
what  happens  to  your 
earning  power? 


Think  how  an  unexpected  accident  or  sickness 

could  halt  your  income  at  any  moment 

and  you’ll  realize  how  important  Disability  Income 
Insurance  can  be.  Now  ....  by  applying  for  this 
policy,  you  can  assure  yourself  of  steady,  con- 
tinuing income ....  benefits  that  go  to  work  for 
you  when  you’re  disabled. 

As  a member  of  the  Rhode  Island  Medical  Society, 
you’ll  get  this  coverage  at  a cost  less  than  an 
individual  policy. 

For  specific  information  on  costs  and  coverage, 
write  or  phone  the  administrators. 


This  policy  is 
Endorsed 
by; 

RHODE  ISLAND 
MEDICAL  SOCIETY 


Administered  by 


/O 


LB 


persona!  servic 
since  1922 


LESTER  L BURDICK,  INC. 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 


ATTENTION;  W.  J.  Harrington 
(401)  739-1639 


Underwritten  by:  COMMERCIAL  INSURANCE  COMPANY,  100  Wood  Avenue  South,  Iselln,  New  Jersey  08830  • (201)  321-3800 


“TEACHING  DAY  IN  RENAL 
DISEASES” 

Wednesday,  May  27, 1981 
9:00  a.m.  — 11:55  a.m. 

Nursing  Arts  Building,  Room  5 

RHODE  ISLAND  HOSPITAL 
PROVIDENCE,  RHODE  ISLAND 

Registration  will  begin  at  8:45  a.m. 
Registration  Fee  — $25.00 

This  program  is  approved  for  3 hours  credit 
Category  1,  American  Medical  Association, 
Physician’s  Recognition  Award 

Sponsored  by 
RHODE  ISLAND  HOSPITAL 
DEPARTMENT  OF  MEDICAL  EDUCATION 

and 

DEPARTMENTOF  MEDICINE 
DIVISION  OF  RENAL  DISEASES 
(Brown  University  Affiliated  Hospital) 


— Future  Event  — 

“TEACHING  DAY  IN  PULMONARY 
DISEASES” 

Wednesday,  June  24, 1981 

For  further  information  contact: 

IDA  M.  RYDER 
Dept,  of  Medical  Education 
Rhode  Island  Hospital 
277-5015 


Needed: 


ENT  Specialist 


ATWOOD 
MEDICAL  CENTER 

1524  ATWOOD  AVENUE 
JOHNSTON,  Rl  02919 

Immediate  occupancy  in  the  finest 
medical  offices  in  New  England. 
Total  sq.  ft.  - 43,000 
Parking  - 300  cars. 

Call:  CARL  F.  DeLUCA,  MD 

274-2910 


HEALTH  HAVENS 

NURSING  HOME 


East  Providence 


Acute  pain 

is  no  laughing  matter. 


The  first  prescription  for 
the  first  days  of  acute  pain 

Empirin^c  Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  ^ 
phosphate,  30  mg,  (Warning  — may  be  habit-forming).  ^ 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  ot  head  injury,  other  Intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries. 

Scute  abdominal  conditions;  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies;  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison’s  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders. 

REACTIONS:  The  most  frequently  obsen/ed  adverse  reactions  to  codeine  include  light-headedness,  dijtiness, 
nausea  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatoiy  than  in  nonambulatofy  patients  and 
of  these  adverse  reactions  may  be  alleviated  If  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  iiritafion  and  bleeding  with  aspirin. 

are  unable  to  take  salicylates  without  devetoping  nausea  and  vomSing.  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  reaction.  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  administra- 
doses. 

AND  ADMINISTRATION:  Dosage  should  he  adjusted  according  tp  the  severity  of  the  pain  and  the  response  of  the 
It  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of  mare  severe  pain  or  in 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  Empinn  with  Codeine  fs  given  orally,  the  usual 
for  Empirin  with  Codeine  No.  2 and  No.  3 is  one  or  two  tablets  every lour  hours  as  required.  The  usual  adult  dose 
with  Codeine  No.  4 is  one  tablet  every  four  hours  as  required. 

The  CNS  depressant 
with  Codeine  may  he 
that  of  other  CHS  depressants. 

WMcofiie 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  ot  the 
following  strengths;  No  2 — 15  mg,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming.) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine. 

WARNINCS; 


Drug  dependence;  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  ot  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  tor  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Sale  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^DISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 


Are  you 
protected  from 
employee  embezzlement? 


The  Office  Protection  Plan  (TOP)  gives  you  one 
low-cost  policy  that  covers: 

• Destroyed  accounts  receivable 

• Employee  dishonesty  and  embezzlement 

• Destroyed  patient  charts 

• Office  liability 

• Personal  injury 

• Office  equipment 

• Practice  interruption 

Plus  many  other  significant  risks  faced  by 
physicians.  And  TOP  covers  these  risks  fully  . . . 
adequately  ...  so  you  need  not  worry  again 
about  loss.  For  more  information  on  TOP,  call 
Don  Marcum  at  (401)  421-6900. 


A 


ESTABLISHED  1879 

Starkweather  & Shepleymc 

Representing  the  World’s  Major  Insurance  Companies 

155  South  Main  Street,  Providence,  RI  02903  Telephone  (401)  421-6900 


PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 


100  HIGHLAND  AVENUE 
120  DUDLEY  STREET 
38  HAMLET  AVENUE 


PROVIDENCE,  R.l.  331-3996 

PROVIDENCE,  R.l.  331-3996 

WOONSOCKET,  R.l.  766-4224 


Serving  Greater  R.l. 
Providing  Diagnostic  X-Ray  and 
EKG  Services  to; 

* Nursing  and  Convalescent  Homes 
*Shut  ins  and  Private  Home  Patients 
*Post  Surgical  Patients 


Sameday  examination  and  reporting 

Telephone  reports  immediately  when  indicated  or  requested 


Hours:  Monday  thru  Friday 
8 A.M.  to  5 P.M. 
Saturday 

8 A.M.  to  12  Noon 


Our  service  is  certified  by  the  R.l. 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.l.  Blue 
Shield  and  Medical  Assistance. 


“To  Some  People  We^re  More  Than  A Service.’’ 


CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

/i.xcrci.sc  I'hcrapv  am!  Comprehensive 
Rehabilitation  Serviees  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Each  individ'jalized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER 

200  High  Service  Avenue 
North  Providence,  RI  02904 


274-6777 


MEDICAL  CLEARING  BUREAU 


(S./!adp^ijAe</ /!>Ce 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 


We  have  a 
specialty  too. 


We  plan  and  furnish  professional  offices  of  any  size,  from 
the  carpet  up.  Our  professional  interior  designers  work 
with  you  or  with  your  architect. 

Our  people  are  not  only  highly  talented,  they  are 
experienced. 

Furnishing  your  office  can  be  one  thing  you  don’t  have  to 
worry  about.  Just  call  us.  861-6010. 


Office 

interiors. 


ROITMAN  & SON,  INC. 

f;ne  Furniture  and  Accessories 


161  South  Main  Street.  Providence,  Rhode  Island  02903 
Telephone  (401)  861-6010 


Open  Monday  and  Thursday  evenings  until  9. 
Convenient  terms  • Free  parking 
Delivery  arranged  beyond  local  area 


Chafliejeffiies 
died  six  months  ago. 

Lastwedc 
Chaiii^hrother 
buried  his  estate. 


Charlie  thought  he  did  the 
right  thing.  He  had  a will  and 
had  named  his  brother  executor. 
But  that  wasn’t  really  the  smartest 
thing  to  do.  His  brother  didn’t  have 
the  time,  the  legal  knowledge,  or  the 
tax  expertise  necessary  to  settle  an  estate 
properly.  As  a result,  Charlie’s  widow  had 
to  wait  six  months  to  get  money  that  she 
needed  right  away.  And  the  family  had  to  pay 
thousands  of  extra  dollars  in  taxes  that  might 
have  been  avoided  if  Charlie’s  brother  had 
known  proper  tax  planning. 

If  Charlie  had  named  InBank  as  his 
executor,  his  family  would  have  had  the  help 
of  experienced  professionals  who  knowhow 
to  settle  an  estate.  Working  with  Charlie’s 
attorney,  we  would  have  used  the  best  planning 
methods  to  save  taxes  and  ensure  that  his  family 
got  every  dollar  possible,  as  soon  as  possible. 

Don’t  let  your  estate  end  up  like  Charlie’s.  Let  us 
act  as  your  executor.  Or  if  you  prefer,  co-executor  with  a 
relative  or  friend.  With  InBank  working  for  you,  along 
with  your  attorney,  you  will  be  providing  the  kind  of  pro- 
fessional assistance  your  estate  deserves. 

You’ve  worked  hard  for  your  family’s  security.  See  us  now 
to  make  sure  it’s  not  all  lost.  Call  Gregory  Ahern  at  (401) 
278-6699,  or  write  to  him  at  Industrial  National  Bank,  Trust 
and  Investment  Division,  100  Westminster  Street, 
Providence,  Rhode  Island  02903. 

5 INBRNK 

^^ll^TRUSTAND  INVESTMENT  DIVISION 

Hnancial  minds  for  your  peace  of  mind. 


Brown  University  Class  of  ’81 
I.  Essays 


From  top  to  bottom 
Michael  Acker 
Paul  Agatiello 
Kenneth  Ain 
Wallace  Akerley 


On  Medicine,  Graduation,  and  Patriotism 


Essie  Nash 

It  was  a clear  day.  The  sound  of  water 
trickled  through  the  streets  as  the  January 
thaw  melted  the  dirtied  snowpiles.  The  sun 
shone:  the  hostages  flew  free.  It  was  also 
Inauguration  Day.  Suddenly,  we  were  all 
proud  Americans  again.  From  millions  of 
radio  and  television  sets,  the  nation  lis- 
tened to  an  American  ceremony,  the 
orderly  transition  of  power  without 
violence  or  confusion. 

Yes,  it  was  a day  to  feel  relieved  and  gra- 
tified on  both  a national  and  personal 
level.  1 had  just  spent  a morning  at  the 
Blackstone  Valley  Community  Health 
Center  in  Central  Falls,  Rhode  Island, 
Here  are  the  newest  Americans,  immi- 
grants from  Colombia,  Vietnam,  Puerto 
Rico,  The  Dominican  Republic,  and  the 
Middle  East,  often  receiving  their  first 
contact  with  available  medical  care.  They 
are  difficult  patients  in  many  ways,  with 
language,  educational,  cultural,  and  voca- 
tional barriers  to  therapeutic  success. 

Yet,  here,  on  a very  small  scale,  a clinic 
staffed  through  the  National  Health 
Service  Corps  quietly  triumphs.  In  an  in- 
conspicuous corner  of  the  smallest  state. 
Doctor  Alfonso  Cardenas  (a  graduate  of 
the  Family  Practice  Residency  at 
Pawtucket  Memorial  Hospital)  and  his 
staff  provide  primary  care  for  the  predom- 
inantly Hispanic  population.  They  are  not 


completely  accepted  by  nearby  hospitals  or 
welcomed  by  local  private  practitioners, 
but,  though  their  facilities  are  meager, 
their  patients  are  appreciative.  I saw  it  in 
their  eyes  after  1 patiently  listened  to  their 
common  complaints.  Often,  the  most 
effective  treatment  was  the  lack  of  it ; a 
friendly  ear  was  worth  countless  prescrip- 
tions from  a crowded  hospital  clinic. 

So  here  was  a government  program  that 
was  truly  working,  and  the  citizens  were 
benefiting. 

Next  door  to  the  Health  Center  was  a 
dilapidated  storefront  housing  the  Syrian- 
American  Organization.  Inside,  a dozen 
aged  men  crowded  around  an  old  televi- 
sion set  to  watch  the  glittering  ritual  of  a 
presidential  inauguration.  As  much  as  the 
polished  politicians  they  watched,  these 
individuals  were  Americans,  and  they 
needed  health  care. 

As  I paused  to  observe,  I thought  of  my 
impending  initiation  into  the  role  of 
“doctor,"  as  I had  done  so  often  this  year. 
In  a way,  we  were,  though  distant,  all 
kindred  in  a national  sense.  At  that 
moment,  I realized  how  medicine  would 
provide  more  than  personal  fulfillment 
alone. 

If  I could  somehow  help  people,  make 
their  lives  just  a little  bit  easier,  then  I will 
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have  achieved  pari  of  what  1 think  the  new 
physicians  must  do.  We  have  the  responsi 
Itility  and  tlie  training  to  care  for.  teach, 
and  comfort  our  patients,  as  well  as  to 
treat  them.  We  must  resliape  the  physician 
image,  and  restore  its  respect. 

This,  1 believe,  is  our  national  obliga- 
tion, inherent  in  our  MD  degrees,  d'his  is 


A Story  of  Passage 

Martin  Carr 

Graduation  is  a rite  of  passage,  and  it  is  a 
time  to  think  about  what  we've  been 
through,  and  how  we’ve  begun  to  envision 
our  future  as  well  as  to  look  forward  to  the 
immediate  transformation  into  newly 
graduated  MDs.  When  I think  back  over 
how  my  own  situation  has  evolved,  several 
events  are  circled  and  starred  and  under- 
lined three  times  in  my  memory.  Put  to- 
gether, they  tell  a story  which  represents 
how  we've  each  come  to  understand  what 
we  have  done,  and  shall  do,  and  why. 

It  shouldn’t  surprise  anyone  that  the 
first  event  took  place  during  my  first  clini- 
cal clerkship.  My  preceptor  in  medicine, 
who  met  with  two  other  students  and 
myself  once  or  twice  a week  to  discuss 
patients,  had  us  do  something  unexpected. 
At  the  first  session,  he  asked  us  to  tape 
record  privately  a brief  statement  of  what 
we  would  want  in  our  own  ideal  physician. 

I suppose  I should  add  that  he  wanted  us  to 
ignore  cost  factors.  He  added  his  own 
description  of  the  ideal  physician.  He  kept 
the  tape,  and  at  the  end  of  six  weeks  we 
listened  to  the  statements  we  had  made  as 
we  had  begun  our  days  on  the  hospital 
floors.  All  three  of  us  had  characterized 
our  ideal  physician  as  a person  whom  we 
would  either  have  respect  for  or  would 
want  to  have  as  a trusted  friend.  Six  weeks 
of  ward  experience  made  us  prefer  our 
preceptor's  version  that  the  ideal 

physician  was  simply  the  most  competent 
individual,  willing  to  give  his  undivided  at- 
tention to  dealing  with  all  of  his  patient’s 
problems. 

A second  event,  which  is  chiseled  into 
my  memory,  was  my  anxiety-ridden  period 
of  indecision  about  what  area  of  medicine 
to  prepare  to  enter.  Perhaps  most  of  my 
classmates  were  granted  some  sublime  in- 
sight, a clear  view  of  your  calling,  though 
I’m  sure  I was  not  alone  in  finding  it  diffi- 
cult to  decide.  In  my  worst  moments  I 


what  the  Brown  Program  in  Medicine  has 
prepared  us  for. 

So  the  hostages  came  home.  I’lie  Presi- 
dent took  office.  I was  one  day  closer  to 
graduation.  And  we  were  all  Americans, 
and  there  was  a lot  of  medical  work  to  be 
done. 


wished  that  either  a voice  would  issue  from 
my  desk  lamp  or  a government  directive 
would  relieve  my  burden  of  responsibility 
to  decide.  What  was  important  about  this 
process  of  deciding  among  the  branches  of 
medicine  was  not  the  choice  itself,  but 
rather  the  realization  that,  as  in  defining 
one’s  concept  of  the  ideal  physician,  it  was 
up  to  each  of  us  to  understand  how  we 
think  of  medicine  in  all  its  forms. 

The  third  event  was  a conversation 
which  I had  with  one  of  my  interviewers 
last  December.  The  conversation  was  very 
different  from  most  which  I had  had  that 
month,  and  in  fact  it  was  during  my  last 
interview.  The  interviewer  commented 
that  one  of  the  things  he  tried  to  learn 
from  the  sessions  was  whether  the  appli- 
cant had  any  enthusiasm,  inquisitiveness, 
or  zest  for  learning  left  after  getting 
through  medical  school!  We  discussed  the 
problem  of  becoming  “burned  out,”  of 
looking  toward  relief  from  several  years  of 
studies  and  clerkships  during  which  there 
is  more  emphasis  on  acquiring  factual 
knowledge  than  training  one’s  mind  to 
question  and  create,  and  during  which  the 
student  is  usually  too  tired  or  too  engrossed 
in  learning  the  rules  of  hospital  procedure 
to  find  unoccupied  time  to  think  about  all 
the  questions  that  do  arise  and  to  derive 
other  questions.  He  extended  the  thought 
to  residency  training.  Drawing  a parallel 
to  the  thesis  that  mothering,  by  placing 
such  great  demands  on  a young  woman’s 
emotional  resources  during  the  very  time 
in  youth  that  she  would  be  the  most  crea- 
tive, often  prevents  women  from  realizing 
their  creative  potential,  this  physician 
wondered  whether  residency  training, 
which  is  very  much  like  mothering  in  its 
demand  for  caring  and  taking  respon- 
sibility for  so  many  people,  similarly  can 
extinguish  a part  of  one’s  creative  poten- 
tial at  an  early  stage  in  life. 
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I have  learned  that  attitude  is  the  most 
important  ingredient  in  a formula  for 
success  in  delivering  medical  care,  learn- 
ing and  creating,  and  being  happy  about 
life  in  general.  I had  thought  about  what 
my  ideal  physician  should  be  like,  and 
realized  that  his  attitude  towards  his  pro- 
fession and  the  patient  must  be  to  desire  to 
give  the  most  competent  care  and  give  it 
completely,  sparing  none  of  the  patient’s 
problems,  and  to  help  the  patient  and  his 
family  to  understand  the  problems  and 
make  the  difficult  decisions  relating  to 
them . 

I have  come  to  realize  that  interest  in  an 
area  of  medicine  may  be  based  on  many 
feelings,  and  that  the  area  should  be 
selected  that  will  best  stimulate  the  physi- 


To  Choose  Not  the  Easiest 

Bruce  Becker 

Perhaps  I should  tell  of  the  paradoxes  of 
medical  school,  of  medicine.  I shall  tell  of 
the  humility  and  arrogance  of  the  physi- 
cian who  must  presume  to  know  even  when 
he  does  not;  who  must  walk  alone  with  a 
small  shield  and  a dull  blade  to  do  battle 
at  close  quarters  with  beasts  of  fearsome 
dimension  and  everchanging  form ; who 
must  admit  to  defeat  and  failure  daily 
while  always  keeping  foremost  in  mind  and 
heart  that  healing  is  an  act  of  faith  as  well 
as  an  act  of  medication,  radiation,  and 
incision.  The  voices  call  to  us  in  the  night, 

"I  am  sick.  I hurt.  I am  dying.  Help  me. ’’ 

Do  not  look  around  sheepishly.  There  is  no 
other  ear.  They  are  calling  you.  When  we 
flip  those  tassles  remember  that  however 
light  and  feathery  it  appears  to  be,  it  will 
soon  prove  leaden,  and  its  weight  will 
worry  your  brow,  gray  your  hair,  and  stoop 
your  shoulders  no  matter  how  bright  your 
smile,  how  perceptive  and  empathic  your 
eyes,  or  hew  straight  your  step. 

I can  tell  of  the  sorrows  and  joys  of  being 
a medical  student:  who  must  be  at  once 
omniscient  and  ignorant,  never  producing 
information  unless  questioned  and  then 
immediately  having  the  correct  answer 
with  references;  who  must  always  subsume 
the  present  to  the  future,  putting  off  and 
putting  off,  maintaining  faith  in  the  light 
at  the  end  of  the  tunnel  or  in  the  carrot  at 
the  tip  of  the  donkey’s  nose ; who  must  lose 
friends  and  lovers  along  the  way  like  so 
much  excess  baggage  in  a sinking  ship  with 
an  equanimity  and  belief  in  the  ultimate 


cian,  so  that  his  attitude  toward  his  role 
will  be  one  of  desire  to  provide  a service 
and  create  new  knowledge. 

And  1 have  learned  that  there  are 
pitfalls  along  the  way,  depression  during 
Integrated  Medical  Sciences  (IMS)  in  the 
second  year  of  medical  school,  exhaustion 
after  nights  on  call,  and  future  pressures  as 
we  start  to  practice  or  join  a faculty  and 
raise  a family.  We  will  have  to  cope  with 
all  of  these,  so  that  our  joy  in  learning  the 
art  of  medicine  and  questioning  the  mean- 
ing of  what  we  observe  will  never  be  lost  for 
too  long,  and  so  that  our  attention  to  the 
ethical  questions  we  face  along  with  our 
patients  will  not  suffer  because  of  our  loss 
of  spirit. 


Path,  but  the  Best 


rightness  of  the  journey,  of  the  eventual 
winning  of  shore.  The  end  will  justify  the 
means. 

And  the  joys:  for  me  they  always  came 
from  my  patients.  They  gave  the  feedback 
that  sustained  me,  inflated  the  lifevest  that 
kept  my  head  above  the  waters,  that  kept 
me  from  drowning  in  the  personal  and 
selfish  but  no  less  real  and  destructive  pain 
and  sorrow:  a sea  of  tears  and  sweat.  To 
heal,  to  relieve  pain,  to  quiet  an  anxious 
mind,  to  console,  to  touch,  to  be  with,  to 
come  into  another’s  life,  and  salve  and 
balm  that  which  was  raw  and  torn.  What 
greater  good  can  man  aspire  to?  For  me 
there  is  none. 

I will  tell  of  birth  and  death.  To  witness, 
to  participate  in  a birth,  to  bestow  upon 
the  mother  and  the  world  a new  potential, 
to  see  the  suffering  and  screams  of  the 
labor  room  transformed  into  the  ecstatic 
tears  of  the  delivery;  where  there  is  life, 
there  is  hope.  There  is  a fullness  in  the 
heart  that  is  like  falling  in  love,  a fullness 
and  a melting.  There  is  an  abundance  and 
a satiety,  a feeling  of  accomplishment  that 
for  me  has  been  paralleled  by  no  other  life 
experience. 

Of  death  I will  say  only  this:  that  I have 
seen  my  own  death  in  the  open  chest  and 
quiet  heart  of  a dying  young  man,  in  the 
stagnant  wasting  of  a morphined  child  full 
with  cancer  and  slow  with  death,  in  the  old 
ones  maddened  with  mind  transcendent  to 
the  womb  and  lagging  heart  strongly 
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beating,  and  in  the  olti  ones  with  mind 
strong  and  l)ody  betraving.  1 have  not  seen 
justice,  reason,  logic,  or  even  a frosty 
civility  in  death’s  visitations.  Hardened 
though  I have  become  and  hardened 
though  I must  be  (to  decide  what  1 must 
decide) , I only  pray.  For  1 walk  in  the 
valley  of  the  shadow  of  death  and  I fear : 
my  only  amulet : where  there  is  hope  there 
is  life. 

Perhaps  I should  speak  of  the  responsi- 
bilities of  the  physician  to  be,  of  the  physi- 
cian who  is.  There  are  medical  responsi- 
bilities: to  heal,  to  touch,  to  teach,  to  pre- 
vent, to  be,  in  a word,  responsible.  To  do 
what  needs  to  be  done:  to  do  what  we 
know  ought  to  be  done  not  because  our 
resident,  attending,  chief  of  staff,  local 
PSRO  Board  will  reprimand,  humiliate  or 
chastise  us,  but  because  we  know  that  it  is 
the  right  thing  to  do  given  the  knowledge 
that  we  have  acquired.  It  is  almost  a social 
or  moral  issue.  For  better  or  worse  the  phy- 
sician still  has  a certain  place,  a certain 
standing,  a respect  in  the  community  of 
the  world.  There  are  expectations  placed 


Paul  Marantz 

Here  it  is,  the  moment  we’ve  waited  and 
worked  for  so  long,  when  we  cease  being 
lay  people  and  become,  suddenly,  “profes- 
sionals”. All  at  once,  we  can  introduce 
ourselves  as  “Doctor”  without  lying:  we 
can  write  prescriptions : we  can  be  sued  for 
malpractice:  and,  for  the  first  time,  we 
have  real  responsibility  for  the  lives  of 
others. 

For  more  than  half  of  us,  this  is  the 
climax  of  a journey  that  began  when  we 
were  seniors  in  high  school,  and  decided 
then  that  we  wanted  to  be  doctors.  I think 
there  were  few  if  any  of  us  who  had  any 
idea  of  what  that  meant  besides  Ben 
Casey  and  Joe  Gannon,  the  only  doctor  I 
knew  was  the  guy  with  cold  hands  who  told 
me  to  pull  down  my  pants  and  cough  so  I 
could  go  to  sleep-away  camp.  I guess  some 
of  us  had  doctors  as  fathers,  but  that 
probably  didn’t  help  much  my  father 
sells  wine,  but  in  high  school  I didn’t  know 
Bordeaux  from  Thunderbird. 

Then  there  were  those  who  joined  the 
class  as  college  graduates,  mature  adults 
with  more  of  a basis  to  decide  on  a career. 
At  least,  that’s  the  idea.  More  than  likely 
these  are  students  who  made  career  de- 


on  our  behavior.  As  Chaucer  wrote,  "If  the 
gold  rusts,  what  will  the  iron  do?  ” If  heal 
ing  is  an  act  of  faith  anil  faith  is  an  act  of 
trust,  then  that  trust  is  sacred  or  nothing  at 
all. 

What  of  our  social  and  moral  responsi- 
bility beyond  the  domain  of  medicine?  Can 
we  insist  that  to  expect  more  than  doctor- 
ing from  us  is  unreasonable?  Perhaps,  but, 
if  we  choose  not  to,  we  must  always  re- 
member that  we  are  a potent  social  and 
political  force,  that  eyes  are  upon  us,  that 
we  have  knowledge  and  privilege  denied  to 
most,  and  that  power  is  only  potential  and 
can  be  turned  like  a double  edged  sword  to 
cut  both  ways,  for  good  and  evil 

The  essence  of  living  is  choice  : the  dead 
can  no  longer  choose.  We  as  physicians 
constantly  are  choosing:  an  antibiotic,  a 
diagnosis,  a procedure,  an  appropriate 
review  of  systems,  a referral.  We  are  re- 
sponsible then  to  choose  not  the  easiest 
path,  not  the  shortest,  not  the  fastest,  not 
the  cheapest,  not  the  most  perfect  that  is, 
but  the  best  as  best  we  can. 


cisions  almost  as  easily  with  as  little  in- 
formation, took  all  those  requirements  and 
got  all  those  A’s,  and  maybe  did  some  lab 
work  so  it  would  look  good  on  their 
records  ~ and  if  you  think  they  knew  more 
about  being  a doctor,  then  you  probably 
also  think  that  organic  chemistry  and 
calculus  have  a lot  to  do  with  the  practice 
of  medicine. 

So  maybe  none  of  us  really  knew  what 
we  were  getting  into.  But  what  did  we 
think  we  were  getting  into?  At  this  point,  I 
think,  we  have  a pretty  good  idea  of  what’s 
ahead,  and  it’s  interesting  to  look  back  at 
our  preconceptions. 

One  thing:  being  a doctor  seemed 
unique,  and  in  a way  special.  It  seemed 
you  would  always  get  some  pride  from 
saying,  “I’m  a doctor”  maybe  not  as 
good  as  being  the  King  of  France  or  Kitty 
Carlisle,  but  not  bad.  But  in  our  medical 
school  classes,  all  of  our  teachers  were 
doctors,  and  it  just  didn’t  seem  like  such  a 
big  deal.  And  then  on  our  clerkships  we 
found  out  that  everyone  in  the  world  is  a 
doctor.  Regular  people,  people  with  lisps, 
people  with  acne,  smelly  people,  crabby 
people,  timid  people.  And  suddenly  you 
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know  that  being  a doctor  isn’t  going  to 
make  you  anything  special . 

Another  thing  was  that  being  a doctor 
was  a great  job,  with  an  excellent  salary 
and  fantastic  security.  As  we  tighten  our 
belts  for  the  eighties,  we  re  certainly  better 
off  than  our  friends  who  studied  American 
Civilization  or  Dance  or  any  of  that 
Liberal  Arts  stuff  - but  if  money’s  all  we 
were  after,  we  certainly  should  have  gone 
to  law  school  instead  of  preparing 
ourselves  for  these  crazv  100-hour  work 
weeks.  And  we  find  that  the  doctor  who  is 
really  making  money  either  works  in- 
credibly long  hard  hours,  or  is  an  ophthal- 
mologist. As  for  security,  we  hear  that,  just 
as  we  get  into  practice  in  1990,  there’s 
going  to  be  a physician  surplus  and  we’ll 
all  be  working  half-time  in  an  HMO  in 
South  Dakota.  Should  have  been  an  en- 
gineer. 

Preconception  No.  3:  It’s  at  least  a nice, 
clean  job  — white  coats,  clean  fingernails, 
and  silk  ties.  At  first  we  manage  to  skirt  the 
issue,  running  out  of  the  room  whenever 
we  see  a bedpan.  But  inexorably  we’re 
sucked  into  the  grime  — a finger  in  a 
rectum,  a whole  arm  in  a bleeding  ab- 
dominal cavity,  feeling  for  lymph  nodes  in 
a sweaty  axilla,  putting  a plastic  tube  up 
the  nose  of  someone  retching  in  your  face, 
watching  an  eyeball  get  sliced  open, 
pounding  on  the  chest  of  a body  clearly 
dead.  Not  exactly  afternoon  tea  and  The 
Wall  Street  Journal,  at  least  not  until  your 
radiology  elective.  And  they  do  barium 
enemas,  so  who  are  they  fooling? 

Another  big  selling  point  was  the  respect 
we  thought  doctors  received.  I guess  way  in 
the  past  it  was  more  than  respect;  it  was 
submission,  obedience,  and  fear.  That  was 
the  time  of  the  authoritarian  doctor  we  all 
hear  about,  who  said.  "Take  these,  they’ll 
make  you  better”,  and  no  one  dared  ask 
what  they  were.  Clearly  this  is  wrong, 
clearly  people  were  right  to  object  to  this, 
but  it’s  frustrating  to  run  into  the  backlash 
every  day  when  none  of  our  role  models  or 
peers  do  this.  Still,  we  pay  the  price  for 
those  old  practices.  I suppose  nobody  is 
paid  the  respect  they’re  used  to,  but,  next 
to  politicians,  physicians  seem  the  most 
defensive  group.  Malpractice  suits,  stories 
on  Medicaid  fraud,  everyone’s  tales  of  this 
or  that  terrible  doctor,  and  Phil  Donahue, 
who  can  be  objective  about  everything  but 
doctors.  And  with  all  this,  we  are  still  sur- 
prised by  patients  who  insist  on  lab  tests  we 
know  are  unnecessary,  shout  at  you  when 
you  wake  up  at  4 AM  to  draw  blood, 
demand  medication  they  don’t  need, 
refuse  to  take  what  they  do  need,  resent 
self-confidence,  but  are  angered  by  a 
simple  “I  don’t  know.”  There  are  times 
you’d  give  anything  for  a “thank  you.” 


Number  5 : As  a doctor  you  can  be  your 
own  boss,  no  clock  to  punch,  no  mold  to 
fit.  Then  comes  second  year  work  in  the 
hospitals,  and  males  are  informed  that 
they  will  wear  ties.  Somebody  in  the  class 
ahead  of  us  was  made  to  cut  his  hair; 
someone  in  our  class  was  asked  to  leave  a 
doctor’s  office  for  wearing  a turtleneck 
shirt.  Hospital  hierarchy  is  matched  only 
by  the  military  in  the  rigidity  of  chain  of 
command. 

Before  we  started  medical  school,  there 
was  one  thing  we  all  shared  : we  were  good 
at  science  courses.  Most  of  us  really  liked 
science  ; so  we  were  supposed  to  be  doctors 
because  (Preconception  No  6)  doctors  are 
scientists.  (If  you  liked  English  or  Social 
Studies,  you  were  supposed  to  go  to  law 
school.)  Well,  we've  studied  lots  of 
science,  taken  lots  and  lots  of  tests  of 
science,  and  this  knowledge  is  important  in 
our  work  except  that  we’ve  found 
medicine,  in  its  day-to-day  practice,  is 
about  as  scientific  as  refrigerator  repair. 
Ideally,  we  know  therapeutic  decisions 
should  be  based  on  randomized,  prospec- 
tive experimental  work;  usually,  they  are 
based  on  what  a particular  practitioner 
has  done  before,  or  feels  like  doing.  “Oh, 
yes,  I know  drug  A is  the  treatment  of 
choice,  but  1 used  drug  B once  and  it 
worked  better”  how  many  times  have 
we  all  heard  that}  I suppose  this  is  what 
most  people  relate  to  more  — look  at  60 
Minutes,  every  week  with  a new  anecdotal 
report  of  some  medical  breakthrough. 
There  was  one  on  “Willard  Water,”  a solu- 
tion of  minerals  that  does  incredible 
things.  They  interviewed  an  aging  physi- 
cian, who  drinks  a glass  a day  for  his 
chronic  bronchitis.  “I’ve  seen  how  these 
patients  usually  do,  and  if  I weren’t 
drinking  this  water  I’d  be  a lot  worse  than  I 
am.”  This  is  presented  as  data  on  national 
television!  For  supposedly  responsible  jour- 
nalists to  be  this  unscientific  in  their  re- 
porting is,  I think,  irresponsible  — and  for 
physicians  to  be  unscientific  in  their 
practice  is  really  deplorable. 

In  all  fairness,  this  is  not  the  rule  — many 
physicians  are  top-notch  scientists;  re- 
searchers, teachers,  thinkers,  innovators, 
and  practitioners.  But  in  practice  the  push 
toward  loosening  of  standards,  dealing 
with  an  “anecdotal  ” minded  public,  can 
be  hard  to  resist.  It’s  challenging,  but  not 
impossible,  to  overcome  this  by  education. 
If  you  spend  the  time,  I think  most  pa- 
tients can  understand  that,  if  some  friend 
took  some  drug  and  recovered,  it’s  possible 
that  the  drug  had  nothing  to  do  with  it. 
And  even  if  you  can’t  educate  your 
patients,  there’s  no  excuse  to  give  in  to 
careless  reasoning.  (It  may  be  difficult  to 
educate  a public  that  responds  favorably 
to  such  masterpieces  of  confused  thought 
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as,  "1  notice  that  none  of  the  people  who 
argue  in  favor  of  the  right  to  abortion  were 
aborted  themselves,  ") 

Now,  unscientific  is  one  thing-uncertain 
is  something  else.  For  physicians,  uncer- 
tainty is  the  norm,  not  the  exception,  and 
in  most  cases  is  preferable  to  absolute  cer- 
tainty (which  is  often  just  dogmatism). 
Even  something  as  objective  and  straight- 
forward as  an  EKG  is  open  to  interpreta- 
tion and  debate.  This  is  something  the  lay 
public  seems  unable  to  accept.  There  was 
an  interesting  article  in  the  New  England 
journal  of  Medicine  by  a sociologist  (you 
know  sociologists  — dedicated  to  the  propo- 
sition that  you  need  an  advanced  degree  to 
state  the  obvious) . He  discussed  the 
“occupational  rituals”  employed  by  phy- 
sicians to  help  them  cope  with  uncertainty. 
He  wrote  the  article  after  several  weeks  of 
following  house  staff  and  surgeons  on 
rounds  and  in  an  intensive  care  unit  — and 
it  was  clear  that  he  was  pretty  upset  by  the 
degree  of  uncertainty  involved  in  patient 
management.  What  he  obviously  failed  to 
understand  was  that  this  was  a way  of 
life  for  these  doctors,  and  that  the 
occupational  rituals  were  not  attempts  to 
deal  with  uncertainty,  but  simply  teaching 
practices,  attempts  to  improve  patient 
care,  or  maintaining  a s'ense  of  humor  in 
the  face  of  death  and  suffering. 

This  last  is  indeed  a coping  mechanism 
and  is  often  the  most  difficult  and  the  most 
problematic.  The  things  we  have  seen  in 
the  last  two  years  are  quite  amazing,  and 
we  shall  be  dealing  with  this,  much  more 
than  any  other  profession,  for  the  rest  of 
our  lives  — pain,  suffering,  incapacity  and 
death.  Obviously,  there  must  be  a way  of 
coping  with  all  of  this  every  day,  and  it 
seems  to  me  the  best  is  to  maintain  a sense 
of  humor.  If  you  can't  laugh  about  it,  then 
there  seem  to  be  only  two  options  left : you 
can  either  become  totally  insensitive  and 
academic  and  aloof,  or  you  can  be 
mawkish,  overly  sentimental,  and  depres- 
sive. I don’t  think  any  of  these  do  your  pa- 
tients any  good,  and  it’s  certainly  no 
bargain  for  those  you  spend  your  non- 
working  hours  with. 

The  last,  and  I think  the  most  important 
pre-conception  we  had  about  medicine, 
that  you  could  really  help  people,  was  the 
one  we  probably  held  on  to  the  longest, 
even  in  the  face  of  so  much  evidence  to  the 
contrary.  But  we  learn  that  there  are  three 
groups  of  patients:  in  order  of  frequency, 
those  who  will  get  better  by  themselves. 


those  for  whom  you  can't  do  anvthing,  and 
those  few  vou  can  really  help.  And  here  is 
where  the  precept  pr/rnum  non  nocere 
really  comes  in.  because  that  last  group  is 
probably  outweighed  by  iatrogenic  disease 

those  patients  we  make  worse  with  diag- 
nostic procedures  and  attempted  treat- 
ments. 

There  is  the  doctor  who  recently  wrote  a 
book  stating  that,  if  90  per  cent  of  medical 
care  around  the  world  were  removed,  the 
world’s  health  would  show  an  immediate 
improvement.  This  is  probably  not  an 
overstatement,  but  misses  a very  important 
point  — you  have  to  stop  the  right  90  per 
cent  of  health  care,  and  there  is  no  way  to 
cut  out  the  bad  without  also  removing 
much  of  the  good.  Besides,  doctors,  like 
persons  involved  in  many  other  fields  of 
endeavor,  perform  a service,  something 
desired  by  the  public  and  which  I don't 
think  should  be  taken  away  from  them  - 
just  made  more  safe  and  honest  and,  most 
importantly,  more  sensitive. 

I don't  really  think  the  picture  is  as 
gloomy  as  the  one  I just  described, 
because,  even  if  you  can't  do  anything  to 
reverse  a chronic  disease,  you  can  make 
the  patient  feel  better.  Fifteen  minutes 
spent  listening  to  someone  who  is 
accustomed  to  being  brushed  off  has  real 
effects.  There  is  real  reward  in  that,  and 
it's  how  your  patient  feels  that’s  the  bottom 
line. 

So  I think  we  really  can  help 
people— maybe  not  quite  in  the  way  we 
expected,  with  miraculous  drugs  and 
operations,  but  just  by  being  sensitive, 
taking  some  time,  doing  the  best  we  can.  I 
guess  it  doesn't  hurt  to  be  a genius,  but  it 
helps  more  to  be  a mensch  . 

Some  patients,  of  course,  can  really  be 
helped  medically.  Surgeons  cure  gall 
bladder  disease,  oncologists  cure  'Wilm’s 
tumor,  psychiatrists  can  really  treat 
psychosis.  Sometimes.  Pathologists  and 
radiologists  generate  and  relate  data 
designed  to  help  patients.  "We  all  try  to  do 
the  best  we  can  - to  be  aggressive  if  we 
think  it  can  help,  and,  hopefully,  to  be 
more  passive  when  it  won’t.  We  must  try 
not  to  be  frustrated  by  our  failures,  by  the 
limits  of  our  abilities,  because  we’re  going 
to  run  up  against  them  every  day.  As  long 
as  we’re  honest,  open,  sensitive,  and  dedi- 
cated, no  one  can  fault  us,  and  we  can  be 
proud  of  what  we’re  doing. 
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Of  Doctors  and  Dalai  Lamas 

James  Revkin 


One  night,  when  I was  on-call  in  the  Jane 
Brown  unit  of  Rhode  Island  Hospital 
during  my  Medicine  clerkship,  my  intern 
handed  me  his  “beeper”  and  told  me  to 
hold  the  fort  (with  the  junior  resident,  of 
course)  while  he  went  over  to  Brown  Uni- 
versity to  hear  a lecture.  The  intern,  who 
had  been  a combined  philosophy-physical 
chemistry  major  as  an  undergraduate,  had 
gone  to  hear  the  Dalai  Lama  speak.  The 
Dalai  Lama,  the  spiritual  leader  of  the 
Buddhist  faith,  is  now  an  exile  from  oc- 
cupied Tibet.  While  not  a philosopher  in 
the  western  sense  of  the  word,  he  is  clearly 
an  individual  who  spends  a considerable 
amount  of  time  in  self -reflection  and  in- 
wardness. His  name  means  “ocean  of 
wisdom",  and  many  went  to  hear  him  in 
hope  of  gaining  some  insight  into  the 
inscrutable  ideas  of  the  East. 

When  my  intern  returned,  I asked  him 
what  had  been  discussed.  He  said  that  the 
Dalai  Lama  had  been  asked,  “Who  did 
more  to  help  mankind,  the  philosopher  in 
the  cave,  or  the  doctor  in  the  hospital?" 
The  Dalai  Lama  replied,  “The  doctor  in 
the  hospital,  of  course.” 

I was  somewhat  disappointed.  The 
Dalai  Lama’s  response  seemed  too  quick, 
too  facile,  for  one  whose  life  was  spent  in 
reflection.  It  had  always  seemed  to  me  that 
doctor  and  philosopher  did  not  have  to  be 
mutually  exclusive:  that  mankind  might 
best  be  served  if  the  physician  adopted 
some  philosophical  qualities.  I wondered 
whether  or  not  the  Dalai  Lama  had  ever 
entertained  the  notion  of  the  doctor  in  the 
cave  or  the  philosopher  in  the  hospital. 

The  image  of  the  doctor  in  the  cave  may 
be  difficult  to  grasp,  but  I'm  certain  that 
many  of  my  colleagues  can  recall  several 
occasions  when  medical  existence  seemed 
cave -like.  There  was  windowless  room  B- 
13  in  the  basement  of  the  Bio-medical 
Center,  where  we  spent  our  second  year  of 
medical  school.  The  program  was  called 
Integrated  Medical  Sciences  (IMS)  — 
but  one  will  never  forget  how  dfs-inte- 
grated  from  the  rest  of  the  university,  and 
society  in  general,  we  felt  that  year. 

Our  existence  was  likened  to  that  of  the 
ignorant  in  Plato's  allegory  of  the  cave. 
The  parable,  as  you  may  recall,  compared 
the  search  for  knowledge  to  a gradual 


ascent  out  of  the  depths  of  a cavern.  The 
flickering  shadows  on  the  walls  of  the  cave 
represented  glimpses  of  the  truth.  The 
same  lights  in  our  cave  illuminated 
kodachromes  of  pathology  slides  and 
organ  systems. 

From  the  cave  of  B-13  we  ascended  to 
the  hospital,  ready  for  a change,  but  even 
there  we  found  that  our  existence  could  be 
cave-like.  At  three  or  four  in  the  morning 
we  wandered  the  hospital  corridors  like 
troglodytes  in  a den,  illuminated  by  the 
flashing  cardiac  monitors,  in  a silence 
broken  only  by  the  beeps  of  the  page  or  the 
regular  hiss  of  the  mechanical  ventilators. 

The  scenario  of  the  doctor  in  the  cave, 
which  the  Dalai  Lama  never  addressed, 
represents  a potential  characteristic  of 
both  medical  education  and  medicine 
itself.  It  is  a potential  for  isolation  and  de- 
humanization which,  in  many  respects, 
detracts  from  the  quality  of  health  care. 
The  image  of  a cave-like  existence  suggests 
something  of  the  unreal  — and  less  than 
human.  As  medical  students,  we  had  to 
find  ways  of  assimilating  enormous 
amounts  of  information  if  we  were  to  assess 
medical  problems  competently.  We  had  to 
streamline  our  lives  if  we  were  to  master 
the  material ; and  in  so  doing,  occasionally 
we  accepted  certain  sacrifices  which  made 
our  existence  less  human  and  more 
mechanical. 

The  same  problem  will  occur  next  year 
as  interns,  on  a larger  scale.  In  addition  to 
conceptual  information,  we  shall  have 
more  concrete  responsibilities,  including 
our  own  patients,  each  with  a data  base 
which  may  amount  to  more  charts  than  we 
saw  during  our  entire  medicine  clerkship, 
as  well  as  new  data  and  laboratory  results 
generated  on  a daily  basis.  In  addition  to 
learning,  we  shall  also  assume  the  new  role 
of  teacher,  with  our  own  medical  students. 
It  will  not  be  simple  to  manage  these  many 
responsibilities,  especially  within  the  time 
constraints.  I can  still  remember  one  of  my 
professors  telling  a class  that  if  24  hours  a 
day  wasn’t  enough  we  could  work  nights 
too! 

Having  described  the  doctor  in  the  cave, 
I should  like  to  address  the  notion  of  the 
philosopher  in  the  hospital.  I think  that  it 
is  in  the  setting  of  the  hospital  environ- 
ment that  the  value  of  a philosophical  per- 
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spectivc  stantls  out.  It  can  serve  as  an  in- 
strument to  prevent  our  role  as  a physician 
from  becoming  isolated  and  our  existence 
from  becoming  cave-like.  The  value  of 
philosopbv  has  always  rested  on  the  idea  of 
reflection  and  questioning.  It  asks  the 
individual  to  take  account  of  himself  and 
his  actions  within  the  context  of  his  society, 
One  of  my  professors  called  it  “conscious- 
ness turned  in  on  itself." 

When  one  speaks  of  “self-assessment  in 
medicine  today,  one  usually  thinks  of 
board  certification  or  re-certification  and 
one's  fund  of  knowledge.  Self-assessment 
should  also  include  our  re-evaluation  of 
our  actions,  our  lifestyle,  our  humanness, 
and  the  way  in  which  we  relate  to  our 
patients,  who  are  more  than  a data  base  or 
the  manifestation  of  an  illness. 

In  some  ways,  philosophy  in  the  hospital 
setting  is  unavoidable.  The  most  difficult 
questions  with  which  we  shall  have  to  deal 
will  be  philosophical  ones.  These  are  the 
questions  one  never  sees  on  the  medical 
boards.  Questions  of  ethics  and  value  are 
as  difficult  for  the  philosopher  to  answer  as 
they  are  for  the  physician.  They  include 
our  definitions  of  health  and  sickness  — 
the  normal  and  the  pathological.  They 
also  include  questions  of  action  - the 
most  difficult  questions  to  answer  — and 
questions  of  rights  : such  as  the  right  to  life 
versus  the  right  to  the  right  life,  and 


Preparing  to  Graduate 

Derrick  Kit-sing  Au 

One  morning  I was  talking  to  a teacher, 
who  was  also  a friend  of  mine.  It  was  in  the 
second  week  of  March.  That  final  day 
when  the  matching  results  of  our  class 
would  be  disclosed  was  drawing  near.  I 
pondered  over  the  prospect  of  soon 
knowing  where  I should  be  in  July,  of 
graduating,  and  of  finally  and  formally 
becoming  a physician.  “It’s  not  easy,”  she 
remarked,  in  such  a tone  that  I thought 
she  had  something  more  to  say.  But  that 
was  all  she  said.  In  a brief  moment  of 
silence  that  followed,  many  images  from 
the  past  few  years  flashed  across  my  mind 
— faces  and  happenings  that  carried  with 
them  a curious  feeling,  rather  like  a 
mixture  of  longing  and  relief.  I too  said 
with  feeling  “It’s  not  easy,”  and  was 
startled  to  see  that  these  few  words  meant, 
for  every  one  of  us,  so  much  hard  work  and 
such  great  effort  in  keeping  focus,  in  refus- 


whether  or  not  the  quality  of  life  is  the 
most  important  consideration  for  the 
patient,  his  family,  and  society. 

For  some,  these  answers  will  be  found 
through  discussion,  for  others,  through 
faith  or  dogma.  As  physicians  we  must  be 
capable  of  standing  back  and  achieving  an 
awareness  of  all  these  perspectives.  We 
must  also  be  capable  of  defining  our  own 
positions  so  that  our  actions  are  reasonable 
and  defensible. 

Going  back  to  the  question  posed  to  the 
Dalai  Lama  I think  that  the  doctor  with  a 
philosophical  outlook  does  more  for 
mankind  than  either  doctor  or  philosopher 
alone  (in  a cave  or  a hospital).  A philo- 
sophical perspective  does  not  necessitate 
that  medical  students  or  physicians  be 
grounded  in  philosophy  per  se  — reading 
Kant,  Hegel,  and  Kierkegaard,  but  it 
does  necessitate  that  one  step  back  and  re- 
examine one’s  actions  and  one’s  aims.  It  is 
only  through  this  kind  of  self-assessment 
that  we  can  be  assured  that  medicine 
becomes  more  than  a purely  analytical 
evaluation  of  data  and  management  of  a 
treatment  plan.  A computer  in  a cave 
could  just  as  effectively  provide  us  with  the 
latter.  Our  roles  as  healers  and  health  pro- 
viders will  have  much  more  meaning  if, 
having  mastered  the  basics  of  medical 
knowledge,  we  step  out  of  the  cave  and 
view  our  role  in  a new  light. 


ing  to  scatter,  to  sway,  to  give  up.  That 
little  piece  of  satisfaction  on  looking  back 
is  hard-earned. 

So,  on  that  day  we  all  found  out.  Some 
of  us  are  happier  than  others,  but  all  in  all 
the  class  was  happy.  That  sense  of  accomp- 
lishment was  in  the  air,  almost  palpable.  It 
was  like  a huge  reservoir  of  effort  that  over 
months  and  years  had  filled  the  space 
above  with  moisture,  and  this  moisture 
had  then  finally  condensed  into  something 
visible,  into  a cloud. 

Yet,  if  I were  asked  to  recount  what  we 
had  done,  there  was  surprisingly  little  to 
say.  True,  in  the  sense  that  we  all  went 
through  a rather  demanding  period,  it  was 
not  easy.  But  what  have  we  really  done? 
We  sat  through  many  hours  of  rather 
monotonous  lectures,  many  harder  or 
easier  examinations  — but  so  have  all 
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people  who  were  attending  college  or 
graduate  school  during  these  four  years; 
and  people  working  in  a bank,  an  office, 
or  a factory  assembly-line  certainly  did  not 
have  an  easier  or  a more  interesting  time. 
Those  hours  of  work  we  devoted  to  prepar- 
ing for  examinations  were  not  any  more  in- 
tolerable than  the  multiple  hospitaliza- 
tions of  a patient  requiring  dialysis.  None 
of  these  people  ever  received  the  number  of 
congratulations  that  we  received.  We 
applied  to  hospitals,  were  interviewed  in 
too  many  places,  fretted  through  some  un- 
necessarily sleepless  nights  — but 
acquiring  a residency  is  far  easier  than 
getting  most  other  jobs.  If  all  of  our  efforts 
finally  mean  a degree  plus  a residency,  I 
cannot  help  seeing  the  arbitrariness  of 
such  reward.  In  the  behaviorist’s  experi- 
ment, the  rat  is  first  starved  and  then 
rewarded  with  a crumb  of  bread.  If  made 
thirsty  rewarded  with  water.  If  the  rat  is 
neither  hungry  nor  thirsty,  then  it  does  not 
care  about  the  reward  or  the  behaviorist. 
There  are  various  objections  one  may  raise 
against  such  an  analogy,  and  it  is  good 
that  one  can  think  of  arguments  against  it, 
for  it  means,  I think,  self-respect.  Never- 
theless, one  may  still  see  the  arbitrary  ele- 
ment in  the  system,  and  the  analogy  has 
served  its  purpose. 

The  only  thing  that  we  may  truly  claim 
to  have  done  is  to  prepare  ourselves,  in 
knowledge  and  at  heart,  to  begin  to  take 
care  of  the  sick.  I feel  that  this  is  the  non- 
arbitrary  portion  of  our  education.  Even 
then,  preparation  on  its  own  can  hardly  be 
called  an  accomplishment.  In  the  moun- 


Tolerance 

Carla  J.  Greenbaum 

Who  we  are  today  is  a result  of  a very  long 
educational  process  which  encouraged 
four  qualities;  competitiveness,  self-en- 
richment, thinking  rather  than  doing,  and 
placing  a higher  value  on  the  educated 
person  than  the  ignorant  one.  This  can  be 
contrasted  with  the  world  we  are  about  to 
enter,  the  workstyle  of  the  ideal  physician, 
which  requires  cooperation,  orientation 
towards  others,  doing  rather  than  thinking 
only,  and  treating  all  patients  equally. 

Competition,  by  its  nature,  implies  in- 
tolerance ; yet  a good  physician  must  be 
tolerant  of  patients,  other  professionals, 
and  colleagues.  Making  the  assumption 
that  tolerance  is  a learned  behavior,  I shall 
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tains  the  cloud  gathers  moisture;  beyond 
the  mountains  it  rains.  Before  it  has  rained 
to  moisten  the  land,  to  turn  it  from  brown 
to  green,  it  has  done  little.  And  so,  what 
we  have  accomplished  so  far,  no  matter 
how  hard-earned  it  may  be,  is  not  an  equal 
of  a crop  harvested  by  the  toiling  farmer, 
or  a sunflower  created  by  a toiling  van 
Gogh. 

In  the  depths  of  our  heart  which  an  un- 
derstanding psychologist  may  designate 
the  “peri-conscious”,  while  at  the  same 
time  he  is  dissatisfied  with  his  choice  of 
word  — we  all  know  where  we  are,  what 
we  have  done.  We  have  just  been  through 
a difficult  training  experience  in  an  easy 
world.  The  part  of  the  world  where  this 
country  is  placed  is  an  easy  one,  the  part  of 
the  country  in  which  a medical  student  is 
placed  is  also  its  easy  part.  We  had  to 
work,  and  hard  we  did  work,  but  never 
under  materially  adverse  conditions.  In 
our  age  we  have  no  grave  uncertainty 
about  our  future.  And  so  we  planned  and 
strived,  and  rewards  are  plenteous.  Work- 
ing with  a reward  on  the  horizon  is  not  dif- 
ficult; working  in  its  absence,  and  keeping 
integrity  regardless,  is  difficult.  Respecting 
an  irritable,  thankless  alcoholic  patient  is 
hard.  I have  not  seen  many  who  can  do  it. 
1 am  unable  to  tell  for  certain  that  I can  do 
it. 

Nonetheless,  we  have  all  prepared,  and 
we  are  willing.  As  graduation  is  a be- 
ginning, we  shall  all  begin  to  do  something 
now,  may  be  a little  at  a time. 


explore  what  our  curriculum  does  to 
promote  or  detract  from  learning  about 
tolerating  others. 

Tolerance  for  our  patients.  First,  we 
learned  that  being  a medical  student  and 
potential  doctor  meant  that  we  were  no 
longer  to  be  a non-physician  or  member  of 
the  lay  public.  Of  course,  the  gap  separat- 
ing us  from  non-physicians  increased  as  we 
went  from  year  one  to  four  such  that  now  it 
is  incredibly  difficult  to  remember  when 
we  did  not  know  that  CO  = HR  x SV.  Dur- 
ing this  transition  or  professionalization 
there  were  occasional  professors  who  urged 
us  to  think  as  patients  and  not  as  physi- 
cians, to  consider  the  importance  of  caring 
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for  tlu'  patient  within  the  patient's  own 
context.  That  was  difficult.  Suddenly  we 
were  exposed  to  a wide  range  of  different 
people  and  ideas;  the  alcoholics  and  their 
families,  the  schizophrenic,  the  cancer 
patient,  the  unwed  pregnant  teenager. 
Some  of  our  professors  enabled  us  to  see 
that  our  values,  while  being  very  different 
from  those  of  our  patients,  were  merely 
that:  values,  and  we  would  be  helping 
neither  the  patient  nor  ourselves  to  impose 
them.  We  should  develop  a tolerance  for 
differences.  To  be  understanding  is  to 
"show  a sympathetic  or  tolerant  attitude" 
to  our  patients  as  distinct  from  ourselves. 
Those  professors  were  clearly  something 
different.  They  are  the  ones  each  of  us 
thinks  about  as  having  contributed  some- 
thing special  to  our  education.  But,  as  they 
were  special,  they  were  rare;  tolerance  for 
the  wide  variety  of  patients  was  generally 
not  taught. 

Tolerance  for  other  providers.  As 
medical  students,  we  rapidly  became 
separated  from  other  health  care  profes- 
sionals. Few  of  us  during  our  medical  edu- 
cation learned  anything  about  the  training 
and  capabilities  of  the  nurses,  technicians, 
therapists,  and  social  workers  we  continu- 
ally encountered  in  the  hospital.  Our 
ignorance  may  have  prevented  our  under- 
standing of  the  value  of  the  work  they  did. 
Our  tolerance  for  their  differing  approach 
to  the  well-being  of  a patient  suffered  from 
our  lack  of  understanding.  Tolerance  for 
co-providers  was  rarely  taught. 

So,  our  educational  system  did  not  help 
us  become  tolerant  of  the  cranky  patient 
who  arrives  at  2 AM,  or  the  social  worker 
who  hadn’t  found  a nursing  home  bed,  but 
did  it  at  least  teach  us  to  be  tolerant  of 
each  other? 

The  differences  between  the  basic 
science  year  and  the  clinical  relevance  of 
Integrated  Medical  Sciences  (IMS)  year 
were  fostered  as  competing  values.  Unfor- 
tunately, instead  of  learning  that 
biochemistry  or  the  structure  of  viruses 
were  complements  to  clinical  medicine,  we 
learned  that  one  was  worth  more  or  less 
than  the  other.  While  we  as  students  cer- 
tainly brought  our  self-righteous  biases  to 
help  create  this  dichotomy,  our 
educational  system  did  not  help  us  drop 
our  naive  notions.  Instead,  the  process 
presented  basic  and  clinical  science  as 
having  competitive  and  not  complemen- 
tary values  by  fighting  for  curricular 
prominence,  class  time,  studying  efforts, 
and  philosophical  approaches  to  science. 
We  did  not  learn  here  how  to  be  tolerant 
of  one  another. 

Clinical  years.  The  surgeon's  mocking  of 
the  internist  as  one  standing  around 
pushing  pills,  reading  charts,  and  doing 


nothing  matched  the  joke  that  the  sur- 
geons had  to  have  good  hands  because 
their  heads  were  too  dumb  to  figure  any- 
thing out.  Everyone  laughed  at  the  p.sy- 
chiatrist  as  that  fake  doctor  who  unscien- 
tifically muddled  with  minds.  At  the  start, 
it  was  fun  to  find  that,  as  students  of  medi- 
cine following  a surgery  clerkship,  ive  were 
the  ones  most  able  to  blend  the  disciplines. 
After  three  months  of  carrying  the 
bandages  on  surgical  6 AM  rounds,  we 
were  the  heroes  of  our  medical  team  brave- 
ly approaching  wounds.  Of  note  is  it  that  it 
was  easier  to  apply  surgical  concepts  to  our 
medicine  rotation  than  it  was  psychiatric 
concepts  on  either  medical  or  surgical 
floors. 

Why  did  this  occur?  Why  were  we,  as 
students,  making  more  use  of  the  contri- 
butions each  branch  of  medicine  could 
make  than  the  residents  or  the  attendings? 
It  was  not  because  we  had  the  most  recent 
acquisition  of  knowledge.  That  would  lead 
us  to  conclude  that  attendings  would  be 
less  capable  than  residents  in  combining 
disciplines,  and  that  was  not  the  case.  One 
reason  is  the  commitment  to  a chosen  spe- 
cialty. The  surgical  resident  who  made  the 
conscious  decision  to  do  surgery  rather 
than  pediatrics  has  invested  his  or  her 
energy  in  pursuit  of  that  specific  goal,  and, 
similarily,  the  cardiology  fellow  who  may 
have  once  thought  of  primary  care 
medicine  has  invested  his  time  in  a 
different  direction.  The  more  important 
reason,  however,  is  the  individual’s  fear  of 
incompetence.  As  a resident,  this  some- 
times leads  to  an  irrational  defense  of  one’s 
approach,  for  to  be  unable  to  defend  one’s 
specialty  is  to  reveal  incompetence.  The 
attending  may  often  show  more  tolerance 
for  other  fields,  for  he  has  outgrown  some 
insecurities  ; he  is  willing  to  accept  the  con- 
tributions of  others  for  he  is  more  sure  of 
his  own.  Parenthetically,  the  frequent  lack 
of  tolerance  for  the  value  of  psychiatry 
may  stem  from  continued  insecurities 
particularily  about  one’s  own  psyche. 

What  about  the  class  of  1981,  what 
about  our  behavior?  It  was  interesting  to 
note  at  our  class  meeting  this  past  fall  just 
after  most  of  us  had  decided  on  our  spe- 
cialties that  we  demonstrated  intolerance 
for  each  other’s  choices.  Why?  Initially, 
this  is  puzzling.  The  concepts  of  compre- 
hension. analysis,  and  judgement  (key  ele- 
ments of  understanding)  were  emphasized 
in  our  education.  We  hadn’t  yet  invested 
years  of  training  in  a specialty  to  explain 
our  self-righteous  attitudes;  in  fact  at  that 
point,  we  had  all  been  through  largely 
identical  training.  Our  intolerance  is  well 
demonstrated  by  the  following  example. 
In  pursuing  the  eighth  semester  option  the 
past  few  months,  I took  many  wonderful 
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courses,  while  most  of  my  colleagues 
followed  a more  traditional  hospital 
schedule.  While  I was  taking  a history 
class,  others  were  taking  their  subintern- 
ships, and  this  caused  us  at  times  to  be  cri- 
tical of  one  another.  Isn't  this  a clue  to  our 
insecurities?  I'm  worried  that  in  four  weeks 
I'll  be  an  intern  though  I've  been  out  of  the 
hospital  for  6 months,  and  they  may  be 
worried  that  they’ve  missed  their  last 
chance  for  broadening  their  education. 
Isn't  tolerance  for  one  another  related  to 
our  fears  that  the  other  person  may  be 
right?  We,  in  our  insecurities  fail  to  recog- 
nize that  it  is  individual  values  that  enable 
us  to  choose  one  specialty  over  another, 
and  not  some  “greater  good.’’  We  each 
choose  our  disciplines  with  an  understand- 
ing of  what  makes  it  important  to  each  of 
us,  what  challenges  it  presents  to  us  per- 
sonally. These  values  are  by  definition 
different  from  someone  else’s.  We  must  be 
understanding  or  “agree  to  adjust  our  dif- 
ferences’’  and  be  tolerant  of  one  another. 

What  must  our  educational  system  do  to 
foster  understanding?  The  attending  phy- 
sician’s understanding  and  tolerance  must 
be  actively  demonstrated  to  students.  The 
cardio  vascular  surgeon’s  dependence  on 
the  expertise  of  the  cardiologist  needs  to  be 
emphasized  to  students.  The  cardiologist- 
surgeon  team’s  successful  treatment  of  a 
complex  patient  depends  upon  the 
expertise  of  the  family  physician  in  the 
psycho-social  elements  that  are  large  com- 
ponents of  ambulatory  care.  In  turn,  the 
family  doctor  depends  on  the  expertise  of 
other  specialists  to  provide  total  care  for 
his  patient.  More  open  discussion  of  each 
discipline’s  limitations  and  need  for  inter- 
dependence is  desirable.  Our  instructors, 
who  have  less  need  to  hide  their  insecuri- 
ties, should  reveal  the  importance  of 
understanding  each  other,  of  recognizing 
the  complementing  ideas  of  others.  By 
doing  so  they  will  help  us  increase  our 
tolerance  for  one  another.  Then,  we  can 


To  Code  or  Not  to  Code 

David  B.  Nash 

On  a cold  Sunday  morning  in  February  I 
walked  sleepily  over  to  the  hospital  for 
what  I thought  would  be  a quiet  day  on 
call.  The  mud-tinged  snow  dirtied  the 
cars,  the  trees,  and  my  mood  as  another 
weekend  would  be  spent  in  the  hospital. 

Work  rounds  proceeded  at  their  usual 
quickened  pace  as  we  knew  that  our  team 


begin  to  accept  the  value  of  other  members 
of  the  health  care  team,  and  finally  and 
most  importantly  be  able  to  be  more 
understanding  of  our  patients. 

We  are  now  about  to  start  the 
divergence  in  our  training.  We  shall  be 
spending  the  next  few  years  in  the  com- 
panionship of  others  in  our  specialty,  an 
arena  ripe  for  the  reinforcement  of  preju- 
dices. We  should  be  the  ones  in  each  group 
to  acknowledge  differing  values.  We 
should  use  that  understanding  to  teach 
tolerance  by  word  and  example  to  the  next 
group  of  students.  As  Brown  University 
alumni,  we  should  use  our  understanding 
to  influence  the  Brown  Medical  Program 
to  encourage  tolerance  for  the  varied  roles 
of  a physician.  Some  changes  in  our  educa- 
tional system  that  would  help  to  develop 
complementary  rather  than  competitive 
values  are  1 ) to  arrange  structurally  a 
blending  of  disciplines,  for  example,  to  en- 
courage the  medicine  clerkship  to  formally 
incorporate  the  expertise  of  the 
psychiatrist,  or  the  OB-GYN  clerkship  to 
use  the  knowledge  of  Community  Medi- 
cine; 2)  to  think  about  reorganizing  the 
structure  of  our  education  so  that  it  doesn’t 
foster  a split  between  the  campus  and  the 
hospital.  A return  to  basic  science  concepts 
while  in  or  even  after  clinical  experiences  is 
one  way  to  demonstrate  their  interde- 
pendence and  relate  their  value.  Other 
changes  in  our  educational  system  are  pos- 
sible, and  their  development  will  require  a 
cooperative  effort  of  students,  faculty,  and 
administration. 

As  alumni,  we  must  ensure  that  Brown 
(and  the  rest  of  the  country  as  well)  does 
not  incorporate  rigid  rules  resulting  in  the 
imposition  of  one  set  of  values  over 
another.  We  must  be  willing  to  tolerate 
one  another  and  one  another’s  values. 
Only  then  can  we  become  understanding 
enough  to  help  our  patients  and  ourselves. 


would  be  on  for  new  “hits”  from  the 
Emergency  Room.  My  three  patients  had 
been  reviewed  by  the  resident,  my  write 
ups  co-signed,  and  the  inevitable  omissions 
in  my  orders  corrected. 

The  RN  warned  me  about  one  of  my  pa- 
tients, Mrs.  D,  “a  65  yr.  old  white  female 
with  metastatic  adenocarcinoma,  dyspha- 
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gia,  cold  agglutinins  disease  and  a p02  of 
55  on  40  per  cent  oxygen  by  Ventiinask®”, 
in  short,  a very  sick  woman.  In  his  some- 
times uncanny  way,  he  knew  that  Mrs.  D 
was  going  to  die  that  day.  He  had  seen  the 
very  ill  in  their  closing  days,  struggling  for 
breath  and  looking  up  at  him  with  suppli 
eating  eyes.  With  time,  one  can  sense  when 
certain  patients  have  simply  given  up,  too 
exhausted  even  to  breathe. 

Mrs.  D needed  her  venturi  mask  ad- 
justed, and  I was  told  to  be  certain  that  the 
respiratory  therapists  came  up  to  see  her. 
Compulsively,  1 kept  walking  into  her 
room  every  ten  minutes,  hoping  at  this 
point  that  the  mere  laying  on  of  hands 
might  do  what  surgery  and  radiation  could 
not. 

Suddenly,  my  heart  flipped  into  PATs 
as  I realized  that  Mrs.  D wasn’t  answering 
my  usual  loud  greeting.  Instinctively,  I 
panicked  — then,  after  realizing  she  had 
stopped  breathing,  I took  her  pulse. 
Nothing.  My  first  arrest  was  in  full  motion 
within  minutes  as  I screamed  to  a passing 
nurse  to  call  a “Code  Blue”  and  to  get  me  a 
CPR  board.  Mrs.  D's  lips  and  mouth  tasted 
acrid  as  I struggled  to  breathe  some  life 
into  her  listless  body.  A resident  arrived 
with  an  Ambu®  bag,  crash  cart,  and  the 
rest  of  the  resuscitation  team.  My  legs  were 
shaking  as  I called  the  CPR  cadence,  I had 
practiced  only  months  before  on  plastic 
dummies  in  a Medical  School  auditorium. 
After  forty  minutes  the  resuscitation  effort 
was  successful,  and  we  wheeled  Mrs.  D,  the 
monitors,  and  her  new  laryngotracheal 
tube  into  the  Intensive  Care  Unit  where  a 
new  team  would  be  responsible  for  her 
care  on  the  respirator. 

For  many,  this  drama,  though  real,  is 
routine.  For  some  residents  who  conduct 
codes  and  bark  commands,  resuscitative 
efforts  mean  more  paperwork  and  more 
hand-holding  for  relatives. 

The  issue  here  is  Who  decides  which 
patient  is  a 1 ) “Full  Blue"  meaning  an  all 
out  4-1-  effort  to  resuscitate  or  a 2)  “Stat " 
meaning,  "call  the  residents  and  attempt 


resuscitation  but  no  intid)ation  ",  or  a 3) 
“ONR  ”.  “make  a show  for  tbe  family”? 
Certainly  tbe  terms  differ  from  center  to 
center,  but  the  categories  remain  un 
changed. 

Each  day  at  sign -out  rounds  the  DNR 
list  grew  seemingly  in  direct  projrortion  to 
the  age  of  the  admissions.  It  was  never 
clear  to  me  how  these  decisions  had  been 
reached  as  to  who  would  be  a ' Full  Blue  ", 
and  who  would  be  a "Stat  Page  ".  Alarm 
ingly.  one  never  knew  if  each  team  had 
conferred  with  attendings,  relatives,  and 
other  house  staff  before  arriving  at  a final 
decision. 

Then,  the  daily  ritual  of  signing  out 
became  a macabre  exercise  as  the  DNR  list 
was  sometimes  reviewed,  but  more  often 
ignored.  As  a third  year  student  doing  his 
first  Medicine  Clerkship,  I suffered  from 
many  of  the  problems  which  plague  all 
medical  students.  The  constant  struggle 
between  wanting  to  belong,  to  be  a part  of 
the  team,  and  at  the  same  time  knowing 
the  limitations  of  one's  knowledge  and 
technical  skill.  Unfortunately,  this 
dilemma  prevents  some  students  from 
asking  the  simple,  basic  questions  while 
everyone  else  is  nodding  his  head  in  agree- 
ment -even  about  the  crucial  issue  of  code 
status. 

As  it  turns  out,  Mrs.  D was  a "Stat 
Page”,  and  in  the  excitement  of  the 
moment  1 called  a "Full  Blue  ”.  No  matter, 

I was  told.  Unfortunately,  she  died  two 
days  later  in  the  ICU. 

My  plea  is  a relatively  simple  one.  In 
each  hospital,  on  each  rotation,  the  arrest 
status  must  be  explained  to  new  house 
officers  and  students.  I've  seen,  even  in  my 
brief  tenure  to  date,  a HO  ignore  a "Dr. 
Quick  ” signal  because  no  one  bothered  to 
explain  that  in  this  hospital  was  an  arrest 
signal.  In  addition,  each  hospital  has  a 
protocol  for  establishing  arrest  status. 
Couldn’t  this  be  shared  with  medical  stu- 
dents as  they  may  find  themselves  one 
quiet  Sunday  morning  faced  with  the  re- 
sponsibility of  calling  a code? 
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Surgery 

MILLER,  Gregory:  Elgin,  Illinois:  George  Washington  (CO);  Brown  University: 
Brown  University,  The  Memorial  Hospital;  Family  Practice 


Lynn  Sommerville 
Carol  Takvorian-Sachs 
Yvonne  Tyson 
Brian  Walsh 
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NATION,  Michael:  Indianapolis,  Indiana;  T.  C.  Howe  High  School  (IN); 
Washington  & Lee  University;  University  of  Minnesota,  University  of  Minnesota 
Hospital;  Pediatrics 

NEUMANN,  Paul:  Bronx,  New  York;  — ; Brown  University;  Albert  Einstein 
School  of  Medicine;  Pathology 

OAKLEY,  Robert:  Providence,  Rhode  Island;  St.  Raphael  Academy  (RI)  ; Provi- 
dence College;  University  of  California  San  Diego,  Naval  Hospital;  Medicine 

PAVIA,  Andrew:  New  York  City,  New  York;  Collegiate  School  (NY)  ; Brown  Uni- 
versity; Dartmouth  Medical  School,  Dartmouth-Hitchcock  Medical  Center; 
Medicine 

PEREZ,  Robert:  San  Juan,  Puerto  Rico:  East  Greenwich  High  School  (RI)  ; 
Williams  College;  State  University  of  New  York  at  Buffalo,  Buffalo  General 
Hospital;  Surgery 

POWEL,  Tanya:  San  Erancisco,  California;  Woodmere  Academy  (NY);  Brown 
University;  Brown  University,  The  Miriam  Hospital;  Medicine 

RABKIN,  Charles:  Silver  Spring,  Maryland;  Lower  Marion  Sr.  High  School  (PA)  ; 
Brown  University;  University  of  Colorado,  Affiliated  Hospitals;  Medicine 

REUTER,  James:  Fort  Lee,  New  Jersey;  Oceanside  Sr.  High  School  (NY)  ; Brown 
University;  New  York  University,  University  Medical  Center;  Surgery 

REVKIN,  James : Providence,  Rhode  Island;  Moses  Brown  (RI)  ; Brown  University ; 
Columbia  University,  Presbyterian  Hospital ; Medicine 

ROBBINS,  John:  New  York  City,  New  York;  Moses  Brown  (RI)  ; Washington  Uni- 
versity; Albert  Einstein  School  of  Medicine,  Montefiore  Hospital  Center;  Surgery 

ROLNICK,  Esther:  Wynnewood,  Pennsylvania;  Mission  San  Jose  High  School 
(CA)  ; Brown  University ; University  of  Pennsylvania,  Graduate  Hospital ; Medicine 

ROSENBERG,  Mitchell:  Oceanside,  New  York;  Belmont  Senior  High  School 
(MA)  ; MIT;  Albert  Einstein  School  of  Medicine,  Montefiore  Hospital  Genter; 
Medicine 

ROSENSTEIN,  Michael:  Providence,  Rhode  Island;  Western  High  School  (MD)  ; 
Federal  City  College;  Yale  University,  Yale-New  Haven  Hospital;  Pathology 


From  top  to  bottom 
Roberta  Wang 
Harry  Ward 
Norman  Ward 
Susan  Weil 
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ROTENBERG,  Fred:  Providence,  Rhode  Island;  Bristol  Central  High  School 
(CT)  ; Brown  University;  Brown  University,  The  Miriam  Hospital;  Medicine 

SOMMERVILLE,  Lynn:  Oakland,  California;  Canisius  High  School  (NY); 
Canisius  College ; Tufts  University,  Newton-Wellesley  Hospital ; Medicine 

TAKVORIAN-SACHS,  Carol:  Belmont,  Massachusetts;  El  Cerrito  High  School 
(CA)  ; Brown  University;  Boston  University,  Boston  University  Hospital;  Physical 
Medicine  & Rehabilitation 

TYSON,  Yvonne:  Baltimore,  Maryland;  Springbrook  Sr.  High  School  (MD)  ; 
Vassar  College;  University  of  California  Los  Angeles,  Martin  Luther  King  Hospital; 
Family  Practice 

WALSH,  Brian:  Forestville,  Connecticut;  Xavier  High  School  (NY);  Brown  Uni- 
versity; Harvard  University ; Brigham  & Women’s  Hospital ; Obstetrics/  Gynecology 

WANG,  Roberta:  Providence,  Rhode  Island;  Phillips-Exeter  Academy  (NH)  ; 
Brown  University;  University  of  Southern  California,  Los  Angeles  County  Medical 
Center;  Obstetrics/Gynecology 

WARD,  Harry:  Middletown,  Rhode  Island;  Middletown  High  School  (RI)  ; Univer- 
sity of  Rhode  Island;  Medical  College  of  Virginia,  Medical  College  of  Virginia 
Hospital;  Medicine  (Primary) 

WARD,  Norman:  Middletown,  Rhode  Island;  Middletown  High  School  (RI)  ; Uni- 
versity of  Rhode  Island;  University  of  Rochester,  Highland  Hospital;  Family  Prac- 
tice 

WEIL,  Susan:  Beverly  Hills,  California;  Beverly  Hills  High  School  (CA)  ; Brown 
University;  University  of  Pennsylvania,  Pennsylvania  Hospital;  Obstetrics/Gyne- 
cology 

WEISKOPF,  Jill:  Monsey,  New  York;  Spring  Valley  High  School  (NY);  Brown 
University;  University  of  Rochester,  Associated  Hospitals;  Pediatrics 

WILNER,  Andrew:  Middletown,  Rhode  Island;  Moses  Brown  (RI)  ; Yale  Univer- 
sity; University  of  California  Irvine,  Long  Beach  V.A.  Hospital;  Medicine 

WINKLER,  Mark:  Cranston,  Rhode  Island;  Cranston  High  School  East  (RI)  ; 
Brown  University;  Stanford  University,  Stanford  University  Medical  Center; 
Medicine 


From  top  to  bottom 
Jill  Weiskopf 
Andrew  Wilner 
Mark  Winkler 


"Brown  University  Class  of  ’81"  essays  were  selected  by  graduates  Joseph  Amaral  and  Essie  Nash;  bibli- 
ography briefs  were  prepared  by  Mrs.  Ruth  Sauber,  Student  Affairs  Officer,  Brown  University  Program  in 
Medicine ; photos  are  by  Joseph  A maral. 
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In  Hypertension*... When  You  Need  to  Conserve 


tStep  1 usually  consists  of  an  initial  phase  [a  diuretic 
alone),  a titration  phase  [dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  [a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


I Each  capsule 
contains  50  mg.  of 
Dyrenium®  [brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
In  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


K WARNING 

This  drug  is  not  Indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management.  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium.  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  Intake 
of  potassium  is  markedly  Impaired.  If  supplementary  potas- 
sium IS  needed,  potassium  tablets  should  not  be  used. 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency.  Periodically, 
serum  K'*'  levels  should  be  determined.  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K"*"  intake. 
Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 


amterene may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on 
use  in  children  is  not  available.  Sensitivity  reactions  may 
occur  in  patients  with  or  without  a history  of  allergy  or  bron- 
chial asthma.  Possible  exacerbation  or  activation  of  systemic 
lupus  erythematosus  has  been  reported  with  thiazide 
diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  creat- 
inine determinations  should  be  made,  especially  ih  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease.  If  spironolactone  is  used  concomitantly  deter- 
mine serum  K"*"  frequently;  both  can  cause  K'*'  retention  and 
elevated  serum  K’*',  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  tor  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  triam- 
terene, and  leukopenia,  thrombocytopenia,  agranulocytosis 
and  aplastic  anemia  have  been  reported  with  thiazides.  Tri- 
amterene IS  a weak  folio  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  meta- 
bolic acidosis.  Dyazide'  interferes  with  fluorescent  measure- 
ment of  quinidine.  Hypokalemia,  although  uncommon,  has 
been  reported.  Corrective  measures  should  be  instituted 


cautiously  and  serum  potassium  levels  determined.  Discon- 
tinue corrective  measures  and  'Dyazide'  should  laboratory 
values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia.  Serum  FBI 
levels  may  decrease  without  signs  of  thyroid  disturbance. 
Calcium  excretion  is  decreased  by  thiazides.  Dyazide' 
should  be  withdrawn  before  conducting  tests  tor  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions:  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone.  Triamterene  has  been  found 
in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide', 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules:  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only):  in 
Patient-Pak”  unit-of-use  bottles  of  100 


© SK&F  Go..  1980 

a SmithKIine  company 

Carolina,  P.R.  00630 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsiirgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (cvvoaspirin-with-cocieine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-contrcalled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1,  2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups... 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatnaent  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combinatican 

4 = Excellent  relief  3 = Gocxl  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
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Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 
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Time  after  drug  administration  (hours) 
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Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 


TABLETS 


Motrin  400  mg 

ibuprofen,  Upiohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally*  Relieves  pain  rapidly*  Relieves  inflammation*  Indicated 
in  acute  and  chronic  pain  * Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


WlOtrin'^  (ibuprolen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin'"’  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumctold  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspmn  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann:  Bleeding  has  been  reported  In  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea;'  epigastric  pain;'  heartburn,* 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic;  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

‘Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System;  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causa!  relationship  unknown 

Gastrointestinal;  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
IS  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300, 400,  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


Send  now  for 
the  only  book  on 
crime  ever  written 
by  a dog! 

Get  hot  tips  on  crime  preven- 
tion from  the  Crime  Dog  himself! 
Me!  Send  for  my  book.  It’s  got  all 
the  hit  topics  like:  how  to  burg- 
larproof  your  home,  how  not  to 
get  mugged,  and  more! 

Write  to; 

McGruff" 

Crime  Prevention 
Coalition, 

Box  6600 
Rockville, 

Maryland 
20850 
and  help. 
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Kalamazoo,  Michigan  49001  USA 
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J-8260-4 


MARCH  1981 


Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  ‘'overmedicated  society, ’'“overuse,”  “misuse,”  and  “abuse,”  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  I am  a safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (jy , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 
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Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows; 
indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad)unc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  m long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  m patients  with  open  angle 
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Warnings:  Not  of  value  in  psychotic  patients  Caution 
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simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  exteaded  use 
and  excessive  doses  Infrequently,  milder  withdrav/al 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use. 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquil- 
Izers  during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
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possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  Intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  bid  to  q i d . alcoholism,  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q I d . adjunctively  m convulsive  disorders.  2 to  10 
mg  b 1 d to  q i d Ger/atr/c  or  debilitated  patients  2 to 
2V2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions  ) Children  1 to 
2V2  mg  t 1 d or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 
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of  10.  Prescription  Paks  of  50,  available  m trays  of  10 

Roche  Laboratories 

ROCHE > Division  of  Hoffmann-La  Roche  Inc 

- ^ Nutley,  New  Jersey  071 10 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 


Burroughs  Wollcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


PUNT 
PHYSICIAN 

We  are  a leading  Rhode  Island  manufacturer  of 
capital  equipment  and  have  an  immediate  need 
for  a physician  to  provide  medical  services  for 
Leesona  employees  in  our  Warwick  plant  two 
mornings  a week. 

We  have  an  attractive  medical  facility  staffed  by  a 
full-time  industrial  nurse,  and  can  offer  an 
excellent  salary  and  fully  paid  medical  and  life 
insurance. 

Should  you  be  interested,  please  contact  George 
R.  Teich,  Manager  of  Employee  Relations  at  739- 
7100,  or  send  a letter  of  interest  detailing  your 
background  to  the  Personnel  Department. 

1"  LEESONA 

■IF"  CORPORATION 

333  Strawberry  Field  Road 
Warwick,  Rhode  Island  02887 

An  Equal  Opportunity  Employer  M'F 
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Horace  F.  Martin,  MD 


Mankind  is  bound  by  two  great  realities:  Nature 
and  Life;  nature  imposing  on  life  the  frightening 
condition  of  mortality  and  life  responding  with  a 
convulsive  agonal  reaction  aimed  at  survival. 

We  imagine  our  early  ancestors  to  have  been  a 
rare  hunted  species,  hiding  in  caves  from  the  fury 
of  the  elements  and  the  wild  beasts;  spending  the 
day  foraging  for  raw  vegetables,  that  they  couldn’t 
cultivate,  and  their  nights  cowering  from  real  and 
imaginary  terror  that  they  couldn’t  comprehend. 
From  all  of  this,  they  extricated  themselves  by  the 
successive  discovery  of  fire,  language,  husbandry, 
agriculture,  writing,  weapons,  science,  industriali- 
zation and  social  organization.  The  net  result  of 
these  inventions  was  that  our  ancestors,  those 
savages  from  whose  passion  we  can’t  escape, 
acquired  a measure  of  security  that  allowed  both  an 
increase  in  numbers  as  well  as  an  increase  in  life 
span.  With  the  newly  acquired  time,  so  hard  earned 
from  their  epic  struggle  against  nature,  they  created 
beauty  with  their  skills  and  ideas  with  their  minds. 

In  life’s  struggle  against  nature,  our  most  success- 
ful tools  after  agriculture,  were  science  and  tech- 
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nology.  Historically,  astronomy  gave  rise  to  mathe- 
matics, at  first  a purely  gentlemanly  pursuit.  Archi- 
medes, however,  broke  rank  with  tradition  of  inno- 
cent problem  solving  when  he  designed  war  engines 
for  the  defense  of  Syracuse  against  the  Romans.  The 
legionnaires  killed  him,  while  he  drew  circles  upon 
the  sand,  and  for  a little  while  mathematics 
returned  to  its  ivory  tower  but,  by  this  time  much  of 
what  is  called  statics  in  physics  had  already  been 
created.  Dynamics,  that  other  important  part  of 
physics  that  deals  with  events  occurring  in  time,  was 
given  to  us  by  Galileo,  Descartes,  Newton,  and 
Leibnitz,  and  the  modern  techniques  for  war  and 
technology  were  born  like  twins  from  the  same 
womb.  Scholastic  traditions  from  Aristotle  to 
Albertus  and  from  Aquinas  to  Bacon  propagated 
the  metaphysical  notion  that  the  good  and  true  were 
one.  This  cheerful  unity  was  carried  blithely  into 
our  own  time,  when  it  came  to  pass  with  that 
August  sunrise  of  1945  heralding  that  “sun  that  was 
brighter  than  a thousand  suns”  that  mankind  awoke 
to  the  reality  that  the  true  was  not  the  good  and 
Niels  Bohr  shouted  that  “science  had  discovered 
sin”,  and  Oppenheimer,  in  horror,  whispered;  “I 
am  death”. 

Out  of  that  happy  Eden,  we  were  expelled  sud- 
denly and  irrevocably.  Our  tribal  memory  had 
retained  in  its  mythology  and  oral  tradition  echoes 
of  past  disasters  flowing  from  good  intentions.  The 
Greeks  with  their  exquisite  sense  of  fate  knew  this 
well  and  had  given  names  to  this  sublime  generali- 
zation. They  said  that  Nemesis  would  follow 
Hubris,  ie,  following  an  act  of  intellectual  pride 
(Hubris),  the  destruction  of  the  protagonist 
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(Nemesis)  was  sure  to  follow.  Adam  and  Eve, 
blinded  by  the  serpent,  ate  the  apple  and  were  ex- 
pelled from  the  garden.  Croesus  conquered  Persia 
out  of  arrogance  and  found  himself  upon  the  pyre. 
And  so  it  was  that  the  success  of  science  and  tech- 
nology when  applied  to  war  led  us  into  a spiritual 
dark  cave,  many  times  darker  then  the  ancestral 
cave,  because  now  we  were  made  aware  of  our  act  of 
hubris.  This  darkness  is  with  us  still.  It  is  pro- 
claimed daily  by  an  unfortunate  sense  of  individual 
inpotence,  not  only  in  ourselves  but  in  our  children. 
We  are  made  to  reside  in  a conservative  society  held 
together  by  a debilitating  dream  of  the  status  quo. 
We  have  lost  our  dream  that  truth  and  good  are  one 
and  hold  no  new  compass  to  guide  us.  Our  arts  in 
aimless  flight  become  decadent,  and  we  find  no  new 
leaders  holding  mirrors  that  can  reflect  back  to  our- 
selves. Solzhenitsyn  said  that  these  were  signs  of  a 
threatened  or  perishing  society.  We  are  here  today, 
no  doubt ; but  we  have  been  in  this  place  before. 

Savage  man,  barbaric,  cruel,  greedily  indiffer- 
ent, and  stuffed  with  pride,  in  a moment  of  insight 
knew  how  mankind  should  order  its  life.  Moses 
brought  down  the  tablet  and  it  said:  “Thou  shalt 
love  thy  neighbor”.  Of  course,  man  immediately 
asked:  “But  who  is  my  neighbor?”,  and  Christ  told 
the  parable  of  the  Good  Samaritan.  Buddha  a little 
later  added  that  “No  man  should  be  happy  while 
another  remains  in  misery”.  These  ideas  led  us  out 
of  the  dark  cave  of  barbarism  into  the  bright  new 
sunshine  of  the  Renaissance.  The  vehicle  was 
humanism. 

In  the  middle  ages,  religious  orders,  made  up  of 
men  zealous  to  preserve  learning  in  remnants  of 
ancient  texts,  worked  out  their  salvation  by  distill- 
ing Christ’s  Sermon  On  The  Mount  into  compassion 
for  the  leper,  the  sick,  the  elderly,  and  the  insane.  It 
is  this  blend  of  compassion  and  learning  that  is  the 
hallmark  of  humanism . 

Rise  of  Humanism 

Humanism  became  an  attitude  of  the  mind  con- 
firmed in  the  Renaissance  from  the  study  of  Studia 
Huynanitatis,  ie,  grammar,  rhetoric,  poetry, 
history,  and  moral  philosophy.  They  were  grouped 
together,  because  it  was  said  that  they  had  human 
value.  Cicero  had  already  told  us  about  the  uses  of 
study  and  learning  in  his  defense  of  the  poet 
Archias:  “these  studies  shall  first  sharpen  the  minds 
of  youth,  be  a diversion  to  the  elderly,  and  are  an 
ornament  in  prosperity,  and  a refuge  and  comfort 
in  adversity;  they  delight  us  at  home,  and  are  no 
impediment  in  public  life,  keep  us  company  at 
night  and  in  our  travels  and  remain  with  us  in 
expanse  of  nature’s  fields”. 


Petrarch,  the  first  humanist  scholar,  loved  the 
outdoors  and  disdained  tradition  — and  he  loved 
Laura,  although  he  couldn’t  have  her.  He  said  that 
“Ignorance,  however  devout,  is  by  no  means  com- 
parable to  enlightened  devotion”.  He  challenged 
the  tradition  of  scholasticism  with  some  simple 
argument  such  as : “If  you  and  I are  different  and  If 
I am  a man,  then  it  follows  that  you  are  not  a man”. 
And  about  Laura  he  sang: 

“Loose  to  the  breeze  her  golden  tresses  flowed, 

Wildly  in  thousand  mazy  ringlets  blown, 

And  from  her  eyes  unconquerable  glances 
shown,  ” 

How  modern  all  this  is  — how  easily  we  identify 
with  his  thinking. 

Because  agriculture  had  given  man  respite,  he 
had  acquired  the  time  to  write  verses,  and  nature  no 
longer  being  so  formidable  an  enemy  was  to  be  en- 
joyed, as  Petrarch  and  others  like  him  lead  the 
savages  timorously  out  of  another  cave. 

It  was  hoped  by  scholars  that  humanistic  studies 
would  make  man  higher  than  the  animals.  But 
there  were  clouds  upon  the  horizon.  Nazism  was 
born  within  the  shadow  of  a German  academia,  and 
Solzhenitsyn  at  Harvard,  two  summers  ago,  warned 
us  that  if  humanism  was  a sufficient  philosophy 
than  a socially  dormant  citizenry  might  be  our 
inheritance. 

So  far,  I have  discussed  the  origins  of  science, 
technology,  and  humanism;  and  now  something 
about  how  medicine  interacts  with  these  modes  of 
thought. 

Medicine  is  not  science  or  technology,  nor  is  it  a 
philosophy  that  extols  an  unrealistically  optimistic 
view  of  self-dependent  man  acting  out  of  regard  for 
one’s  fellow  man.  It  did  borrow,  greedily  some- 
times, from  science  and  technology,  and  it  did  cover 
itself  with  the  mantle  of  humanism.  But  it  never 
became  identified  fully  with  science  or  technology 
or  humanistic  philosophy.  There  are  very  real  dis- 
tinctions. 

First  we  note  that  science  and  technology  treat  of 
ensembles,  groups,  and  classes.  Yes,  both  science 
and  humanism  can  study  life,  but  in  the  aggregate. 
Science,  technology,  and  humanism  have  a great 
deal  to  do  with  health,  but  medicine,  I submit,  has 
little  to  do  with  health.  Health  is  a statistical 
epidemiological  concept.  I further  claim  that  it  was 
agriculture,  industrialization,  science,  technology, 
and  social  planning  prompted  by  humanism  that 
made  life  spans  longer,  decreased  the  incidence  of 
infectious  disease,  and  contributed  to  the  dignity  of 
the  elderly.  The  field  of  health  today  belongs  to  the 
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health  planner  and  to  the  epidemiologist,  as  well  as 
to  the  social  scientist.  To  me,  only  a little  of  this  is 
medicine. 

Medicine  is  Care 

Medicine,  I submit,  is  care.  The  one  to  one  relation- 
ship. It  is  the  response  of  one  human  being  to  an- 
other, when  one  of  them  states:  “I  hurt”,  “I  bleed”, 
or  “I  am  afraid”.  It  is  not  a statistical  problem;  it  is 
the  whole  attention  focused  on  one  human  subject. 
When  patient  and  physician  come  into  contact  — 
and  it  must  be  in  each  others  presence  — an  un- 
written contract  comes  into  existence  between 
patient  and  physician.  That  contract  states  that  a 
satisfying  outcome  shall  result  from  that  encounter, 
for  both  patient  and  physician.  For  the  patient  an 
answer  not  in  a probabilistic  way,  but  in  some 
absolute  sense  an  answer  to  the  questions:  “Can  you 
tell  me  what  is  wrong  with  the  way  I feel,  I think,  I 
behave?  Can  you  take  away  my  hurt?  Can  you 
relieve  my  pain?  Can  you  help  me  face  life  or 
death?”  For  the  physician  there  are  questions  too 
and  boundaries  to  be  observed.  Fie  must  ask 
himself,  “Can  I be  effective  in  this  setting?  Can  I do 
something  constructive  in  this  case?  Note:  all 
singular,  no  populations,  no  statistics,  no  proba- 
bilities. The  outcome  must  be  satisfying  to  both,  in 
the  singular. 

Our  muddled  thinking  occurs  when  physicians 
become  social  planners  and  when  social  planners 
become  physicians.  Health  is  statistical  and  belongs 
to  the  planners.  Care  is  singular  and  the  sphere  of 
the  physician. 

Historically,  the  intellectual  awakenings  of 
science,  technology,  and  humanism,  and  their 
intertwining  with  medicine,  is  one  of  the  glories  of 
the  14th  and  15th  centuries.  With  the  advent  of  the 
scientific  method  it  became  possible  to  put  rats  in 
mazes  and  man  in  cages,  and  to  observe  them. 
Drugs  could  be  administered  to  man  and  animals 
and  their  responses  noted.  The  quality  of  an  answer 
from  the  scientific  method  is  dependent  on  the 
number  of  controls  that  are  imposed  upon  the 
experiment.  Further,  the  interpretation  is  limited  to 
the  questions  asked,  and  often  the  answer  given  is 
not  the  answer  to  the  question  asked.  But  this  was 
not  appreciated  then  the  method  seemed  so 
powerful  and  the  tool  was  so  new.  It  looked  as  if  it 
could  be  applied  not  only  to  dead  things,  but  also  to 
living  things. 

Unlike  the  quality  of  the  answers  of  physics  and 
chemistry  in  the  study  of  dead  things  the 
scientific  method  when  applied  to  the  study  of  live 
things  is  often  inadequate.  Since  the  quality  of  a 
scientific  answer  is  directly  related  to  the  number  of 


parameters  controlled,  and  since  responses  are  often 
variable,  the  quality  of  the  answer  is  often  measured 
in  terms  of  statistics.  I must  be  emphatic  that  par- 
ameter significance  does  not  imply,  never  has 
implied,  and  never  will  imply  clinical  significance! 
A change  which  is  significant  in  the  parameter  of 
the  mean  or  in  a standard  deviation  rarely  gives  a 
conclusive  answer  regarding  effectiveness  or  utility 
of  the  technique.  It  certainly  is  never  a guarantee 
that  it  will  work  in  the  singular  case,  since  the 
response  is  not  subject  to  study  with  all  of  the 
possible  control  variables;  there  are  just  too  many. 
In  addition,  living  things  exhibit  unexpected  feed- 
back controls  that  maximize  for  survival  in  addition 
to  genetic  variations. 

Ivan  Illich  in  his  book  titled  Medical  Nemesis 
points  out  that,  when  scientific  medicine  began  to 
dominate  the  issues  of  health,  the  outcome  was  a 
large  number  of  individual  clinical  failures.  It  is  this 
cumulative  failure  of  singular  cases  that  detracted 
from  medicine’s  identity  and  became  the  nemesis  to 
medicine’s  hubris  (caused  by  scientism) . Under  the 
concept  of  health,  medicine  becomes  reducible  to  a 
system.,  and  like  other  systems  it  will  want  to  grow. 
In  sustained  growth  lies  the  seed  of  future  failures. 
Systems  rarely  work  well  in  the  singular,  and  so  it  is 
inevitable  that  more  failures  will  occur  until 
medicine  abandons  its  illicit  traffic  with  the  tech- 
nological aspects  (that  are  of  necessity  general  and 
subject  to  singular  error)  and  concentrates  on  its 
supreme  object  of  interest,  the  unique  patient.  As 
physicians,  let  us  work  with  the  social  planner,  the 
epidemiologist,  and  the  basic  scientist;  so  long  as 
they  are  not  treating  individual  patients,  they  will 
do  little  harm.  Similarly,  we  shall  do  the  most  good 
if  we  concentrate  on  reducing  the  available  data  to 
one  patient. 

The  scientific  method  is  most  useful  when  it  is 
applied  to  dead  things  that  reside  in  Newtonian 
time.  It  is  usually  unsatisfactory  with  living  things 
who  reside  within  the  confines  of  Bergsonian  time, 
which  allows  for  adaptation  and  evolution.  In 
Newtonian  time,  an  event  on  photographic  film 
looks  the  same  whether  the  reel  goes  forward  or 
backwards.  In  Bergsonian  time,  the  events  are 
different  when  they  are  played  in  opposite  direc- 
tions. The  scientific  method  is  inadequate  in  pre- 
dicting biological  effects.  To  give  just  one  example: 
How  could  that  method  have  predicted  the  effect  of 
diethylstilbesterol  on  female  offspring?  Yet,  it  was 
within  the  realm  of  clinical  intuition  for  som.e 
physicians. 

Scientific  Method  and  Medicine 

We  must  depart  from  the  scientific  method  in  its 
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established  form  in  order  to  apply  it  to  medicine. 
For  least  action  principles  we  must  substitute  opti- 
mization principles,  and  move  away  from  studies 
done  on  indiscriminant  ensembles.  Rather  we 
should  move  toward  making  observations  on 
smaller  subpopulations  and  study  the  single  indi- 
vidual as  necessary. 

Not  only  was  medicine  greatly  affected  by  the 
scientific  method  and  many  times,  indeed,  it 
benefited  — but  it  also  trafficked  with  humanistic 
philosophy.  There  was  even  a group  of  physicians 
who  were  called  medical  humanists.  Among  them 
was  Niccolo  Leonienus,  who  was  Professor  of  Medi- 
cine at  Padua.  His  role  like  that  of  Petrarch  was  to 
free  medicine  from  tradition.  Thomas  Linacre  in 
England,  after  earning  his  MD  from  Padua,  made 
medical  knowledge  available  to  physicians  in  their 
own  language.  Francois  Rabelais,  you  may  or  may 
not  know,  like  Linacre  was  both  a priest  and  a phy- 
sician. He  is  remembered  for  his  immortal 
humorous  works  Gargantua  and  Pantagruel.  He 
lectured  at  Montpellier  and  like  Linacre  read 
directly  to  the  students  from  his  text.  Of  the  human- 
ists, my  favorite  is  Jean  Fernel  (1506-1588) . He  was 
a melancholy  man  whose  face  lit  up  only  when  he 
entered  the  sick-room,  and  he  never  turned  away  a 
patient,  poor  or  humble.  He  was  capable  of  pre- 
tending pleurisy  rather  than  become  physician  to 
Henry  11.  It  was  a dangerous  occupation  to  be  phy- 
sician to  the  king;  but  he  was  willing  to  follow  the 
soldiers  to  war.  All  of  these  men  were  philologists 
and  translators,  and  the  first  medical  text,  pub- 
lished in  1457  in  the  thirty-six  line  type  of  the 
Gutenburg  bible,  was  a calendar  for  blood  letting.  1 
truly  wish  that  they  had  printed  something  else. 

Humanistic  medicine  as  it  evolved  from  the  17th 
to  19th  century  was  closely  allied  to  the  liberalism  of 
Rousseau,  Voltaire,  Kent,  Hume,  Jefferson,  and 
Paine.  John  Howard  (1726-1790)  found  the  jails, 
hospitals,  and  lazarettes  of  Europe  to  be  endemic 
nests  of  typhus.  He  used  science  as  a tool  to  con- 
vince others  to  carry  out  what  he  felt  was  “humanly 
necessary”.  He  established  scientifically  the  rela- 
tionship between  the  death  rate  in  prisons  and  the 
floor  space  occupied  per  capita.  His  approach 
clearly  illustrates  the  modus  operandi  of  humanistic 
medicine,  ie:  Scientific  data  (knowledge)  are  used 
to  move  planners  and  epidemiologists  to  correct  the 
human  conditions.  Like  Howard,  Pinel  and  Tuke 
(a  non-physician)  used  the  same  approach  in  their 
quest  to  help  the  insane.  Ramazzinni  exerted  his 
efforts  in  behalf  of  the  worker  exposed  to  industrial 
hazards.  In  this  way  humanistic  medicine  became 
medical  action  motivated  out  of  compassion,  but 
justified  to  society  rationally  and  scientifically. 


The  effect  of  humanism  on  medicine  was  ulti- 
mately that  physicians  became  caring.  Not  only  did 
the  physician  become  benevolent  when  he  acquired 
compassion,  but  he  also  had  to  acquire  equanimity 
in  order  to  control  his  emotions,  so  that  he  might 
behave  rationally  and  effectively.  And  he  was 
charitable.  Maimonides  as  early  as  1100  AD,  when 
he  analyzed  “acts  of  charity”,  concluded  that  the 
eighth  way  was  the  best  for  him.  He  said: 
“Conducting  one’s  own  life  in  a way  that  takes  away 
the  occasion  for  charity  and  offers  the  opportunity 
to  influence  society  so  that  it  will  not  be  necessary  to 
give  charity”  was  the  mode  most  suitable  to  him. 
And  I agree;  no  human  being  should  feel  that  it  is 
charity  to  receive  medical  care.  It  is  the  role  of  the 
social  planners  to  raise  the  dignity  of  man  so  that 
care  never  becomes  charity.  In  this  sphere,  we 
should  credit  the  outstanding  work  of  the  health 
planner  and  epidemiologist. 

More  suitable  to  my  own  age,  I ask  that  a caring 
physician  have  adequate  understanding  of  the 
patient’s  problem  so  that  he  is  able  to  provide  care 
in  the  context  of  the  patient’s  lifestyle.  Rather  than 
being  benevolent,  we  ought  to  be  attentive.  Let’s  do 
away  with  the  need  for  charity,  and  let  us  have  phy- 
sicians who  are  knowledgeable,  current,  effective, 
and  willing  to  accept  the  responsibilities  for  their 
acts  on  behalf  of  patients. 

Our  blueprint  for  the  future  should  be  that,  when 
we  are  moved  by  a genuine  compassion  to  correct 
cumulative  singular  acts  of  injustice  generated  by 
tbe  health  system,  we  do  so  by  bringing  to  bear  the 
best  of  science  and  technology.  Thus  we  can  move 
the  social  planner  to  design  the  future  in  such  a way 
that  it  is  possible  for  the  physician  to  care  for  his 
patients  effectively  and  responsibly. 

It  is  in  this  way  that  medicine  will  continue  as 
mankind’s  companion  ; while  we  move  out  from  one 
dark  cave  into  the  sunshine  perhaps  to  re-enter 
other  caves,  as  one  fear  gives  way  to  another,  we 
shall  accompany  each  individual  with  interest  in 
disease  and  death  only  as  another  expression  of  our 
interest  in  life.  As  Thomas  Mann  said:  “Our 
interest  will  be  one  more  facet  of  that  great  concern 
for  those  delicate  children  of  life”  — my  patient  and 
myself. 

Note : “Medicine,  Science  and  Humanism  ” was  a Brown  Uni- 
versity Commencement  convocation  topic  in  1980.  Participants 
were  Pierre  M.  Galletti  MD,  Milton  Hamolsky  MD,  Christo- 
pher Morin  MD,  and  the  author.  The  author  now 
congratulates  the  1981  graduates  of  the  Brown  University 
Program  in  Medicine. 
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FOR  THE  7 OF  10  NONPSYCHOTK 


Clear  cortelation  between  anxiety  and  depression' 

The  above  graph  Illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  olone;  more  often  they  hove  both  in  varying  degrees.  Data  bosed  on  o 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic, 

-Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  J/;438-441,  Sept-Oct  1970. 
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DEPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS'  ^ 


Most  depressed  patients  ate  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  hove  concomitant  symptoms  of  anxiety.'-^  One  author  found  a disfinct 
correlofion  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.^  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Anfipsychofics, 
like  fhe  phenothiazines,  however,  carry  a well-documenfed  risk  of  fardive  dyskinesia." 
Because  of  fhis,  an  APA  Task  Force  recenfly  recommended  fhe  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternafive  freafmenfs. 


A belter  way  to  give  relief 


Limbitrol  combines  fhe  specific  anxiolyfic  acfion  of  Librium®  (chlordiazepoxide 
HCl/Roche)— a benzodiazepine  with  a long  history  of  safe  use— wifh  fhe 
antidepressanf  acfion  of  amifripfyline,  a tricyclic  of  esfablished  clinical  efficacy.  In 
comparison  fo  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patienf  compliance,  Limbifrol  appears  fo  be  superior  fo 
amifripfyline  alone.  Confrolled  mulficlinic  sfudies  showed  Limbifrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.^  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  vi/as  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  producf  informafion  on  nexf  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K.  Drug  treatment  ot  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed  Jarvik  ME.  New  York,  Appleton-Century-Cratts,  1977,  p.  316,  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35,1359-1365,  1978.  3.  Claghorn  J:  The  anxiety^ 
depression  syndrome.  Psychosomatics  //;438-441,  1970  4.  The  Task  Force  on  Late  Neurological  Effects 
ot  Antipsychotic  Drugs  Tardive  dyskinesia,  summary  of  o task  force  report  of  the  American  Psychiatric 
Associ^on,  Am  J Psychiatry  /37:1163-1172,  1980  5.  Feighner  JP  el  al:  A placebo-controlled  multi- 
center trial  of  Limbifrol  versus  its'components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61. 2\1 -22b.  1979. 


In  moderate  depression  and  anxiety 

Umbtaiol 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(os  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 


(S 


Please  see  summary  of  product  information  on  nexf  page. 


LIMBITROL^  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Information 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderote 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
ontidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  accurred  with  concomitant  use, 
then  initiate  cautiausly,  gradually  increasing  dasage  until  aptimal  respanse  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 


Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retentian  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovoscular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  ontidepressants,  especially  high 
doses  Myocordial  intorction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  fronquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  Increased 
risk  of  congenital  malformations  os  suggested  In  several  studies 
Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  to  discuss  fheropy  If  they  Intend  to  or  do  become  pregnant 
Since  physicdl  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increose  dosage,  withdrowal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(housea,  headache  ond  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  potients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  eosy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  ontihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  token  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitoted,  limit  to  smallest  effective  dosage  to  preclude 
otoxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  ndsal  congestion  Many  depressive 
symptoms  including  anorexio,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  dmitnptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove  been  observed 
rarely 


The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  hove  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycorOia  palpitations  myo- 
cardial infarction,  arrhythmias,  heorl  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions  halluci- 
nations, hypomanio  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  parolytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edemo  of  face  ond  tonaue 
pruritus  ^ ' 

Hematologic  Bone  marrow  depression  including  agronulocytosis 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis 
peculiar  taste,  diorrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Heodoche,  weight  gam  or  loss,  increased  perspirdtion  urinary 
frequency,  mydriosis,  jaundice,  olopecia,  parotid  swelling 
Overdosage:  Immediotely  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
4 mg  physostigmine  solicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  tor  manifestation 


Dosoge:  Individuolize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initiol  dosage  ot  three  to  four  tablets  doily  in  divided  doses 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 

b-  2 5,  initial  dosoge  of  three  to  four  tablets  daily  In  divided  doses  for 

patients  who  do  not  tolerate  higher  doses 

toPlets,  eoch  containing  10  mg  chlor- 
nim  hig  amitriptyline  (as  the  hydrochloride  salt)  and  blue 

a^itrmtvhnp  rnc  th  5 nng  chlordiazepoxide  and  12  5 mg 

^ HyProchloride  salt)-bottles  ot  100  and  500,  Tel-E-Dosen 
packages  ot  100  ovailable  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Poks  of  50 
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Barrington:  147  County  Road. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis'^ 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 


Indications  and  Usage:  Ceclor  • (cefaclor,  Lilly)  is 
indicated  m the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms- 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae}.  Haemophilus  inlluenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 

Contraindication;  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 


Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  ANO  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  m the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  m the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive  reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict’s  and  Fehling's 
solutions  and  also  with  Clinitest"  tablets  but  not  with 
Tes-Tape‘  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  m Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  m 
infants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.'  ® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H,  influenzae.  ^ pyogenes 
(group  A beta-hemolytic  streptococci),  or  muitipie 
organisms  achieyed  a satisfactory  clinicai 
response  with  Ceclor.'' 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia  arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 m 100  patients) 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Wepa/zc— Slight  elevations  in  SGOT,  SGPT.  or 
alkaline  phosphatase  values  (1  in  40). 

Hemafopo/ef/c— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 
flena/— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [iososor] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS 
pneumoniae  or  H influenzae  ® 

Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicitlin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  In  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
References 

1 Antimicrob  Agents  Chemother , 8 91 , 1975 

2 Antimicrob  Agents  Chemother  . 470,  1977 

3 Antimicrob  Agents  Chemother . 584, 1978 

4 Antimicrob  Agents  Chemother . 490. 1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler 
and  R Luthy).ll  880  Washington.  D C American 
Society  for  Microbiology,  1978 

6 Antimicrob  Agents  Chemother , 861 , 1978 

7 Data  on  file.  Ell  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  G L Mandell.  R G Douglas,  Jr , and  J E 
Bennett),  p 487  New  York  John  Wiley  & Sons,  1979 


Additional  information  available  to 
the  profession  on  request  from 
Ell  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc. 

Carolina,  Puerto  Rico  00630 


100061 


^cause  they  think  a cbfnp 
too  expensive. 

The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 

• Third  partv’  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  414  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 
designed  to  blend  smoothly  into 
solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support. 

Because  they  haven’t  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360;  in  California 
(800)  772-2655 . . . or  write  for  our 
brochure. 


We’re  looking  for  doctors  who 
think  thev  doiA  need  a computer 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP 
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A Public  Service  of  This  Magazine 
& The  Advertising  Council 


5pecify 

Ubmx 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clldinlum  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications;  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows. 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indicatiohs  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  Cfi5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium^  (chlordiazepoxide  HCI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics.  Inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  Initially;  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothlazines.  Observe  usual  precautions  in  presence  of 
Impaired  renal  or  hepatic  function.  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Flo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
HCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also  encountered 
isolated  Instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms. 
Increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEQ  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis). 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide FICI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan' 
(clidiniunn  bromide/Roche)  for ; ; 
the  ulcer 


The  well-known  antianxiety  action 
of  Librium® (chlordiazepoxide 
tlCI/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 
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Each  capsule  contains  5 mg  chlordiazepoxide  MC! 
and  2.5  mg  ctidinlum  Br 


Artiankiety/z^isecretory/^^ 


Librax  has  been  evaluated  as  possibly  effective  for 
this  indication.  Please  see  brief  summary  of  pre- 
scribing information  on  facing  page. 

Photograph  of  simulated  gastric  hypersecretion. 


Although  weight  loss  achieved  in  a weight  i 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a i 
successful  weight  loss  program.  | 


. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 

Ibnuate  Dospan*  e 

(diethylpropion 
hydrochloride  NF) 


75  mg.  controlled-release  tablets 


the  #1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control,  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  oven/veiqht,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Warnings 
and  Precautions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  18  separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.’  And  the  unique  chemistry 
of  Tenuate  provides  "...  anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation."  ^ Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 


Merr«l 


Tenuate  ® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan  ® 

(diethylpropion  hydrochloride  NF) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  tew  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  tac- 
tors  inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
Idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
of  drug  abuse  During  or  within  14  days  following  the  administration  of  monoamine  oxidase  in- 
hibitors. (hypertensive  crises  may  result) 

WARNINGS:  It  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect,  rather,  the  drug  should  be  discontinued  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazaidous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle,  the  patient  should  therefore  be  caufioned  accordingly  Drug  Dependence  Tenuate 
has  some  chemical  and  pharmacologic  similarities  to  the  amphetamines  and  other  related  stim- 
ulant drugs  that  have  been  extensively  abused  There  have  been  reports  of  subiects  becoming 
psychologically  dependent  on  diethylpropion  The  possibility  of  abuse  should  be  kepf  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight  reduction  program  Abuse 
of  amphetamines  and  related  drugs  may  be  associated  with  varying  degrees  of  psychologic  de- 
pendence and  social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe  There  are 
reports  of  patients  who  have  increased  the  dosage  to  many  times  that  recommended  Abrupt 
cessation  following  prolonged  high  dosage  administration  results  in  extreme  fatigue  and  men- 
tal depression,  changes  are  also  noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication 
with  anorectic  drugs  include  severe  dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and 
personality  changes  The  most  severe  manifestation  of  chronic  intoxications  is  psychosis,  often 
clinically  indistinguishable  from  schizophrenia  Use  in  Pregnancy  Although  rat  and  human  repro- 
ductive studies  have  not  indicated  adverse  effects,  the  use  ot  Tenuate  by  women  who  are  preg- 
nant or  may  become  pregnant  requires  that  the  potential  benefits  be  weighed  against  the  potential 
risks  Use  in  Children  Tenuate  is  not  recommended  tor  use  in  children  under  12  years  ot  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  pafienfs  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuafe  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  ot  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Card;ovascu/ar  Palpitation,  tachycardia,  elevation  ot  blood  pressure, 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  iitteriness.  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  Gastrointestinal  Dryness  of  the  mouth , unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis.  erythema  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis. leukopenia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride)  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  it  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
ot  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia, 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states.  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  ot  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  fhis  complicates  Tenuate  overdosage 
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works  well  in 

NEOSPORIN"  Ointment 

(po^myxin  B-bacitracin-neomycin) 

(mnivXnS  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 

(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs;  in  tubes  of  1 ozand  l/2ozand  1/32  oz  (approx.)  foil  packets. 

works  just  as  well  in 


• It’s  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN  " Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contai ns:  Aerospori n*>  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti 
biotics  concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  Is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions,  prolonged  use  may  result  In  overgrowth  of  non 
susceptible  organisms.  Including  fungi.  Appropriate 
measures  should  be  taken  If  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  In  the  current 
literature  Indicate  an  increase  In  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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Criteria  on  Brain  Death: 

1968  Revisited 

Paul  T.  Welch,  MD  'r 

“Irreversible  coma  as  a criterion  for  death”  and  “ab- 
sence of  spinal  reflexes”  were  acceptable  terms  in  the 
Harvard  Criteria  on  Brain  Death  of  1968.  Doctor  William 
Sweet,  Professor  Emeritus  of  Neurosurgery  at  Massa- 
chusetts General  Hospital  and  original  member  of  the 
ad  hoc  Harvard  Committee  which  developed  the 
criteria,  now  considers  the  terms  unacceptable  in  this 
context.  Representatives  in  the  fieids  of  medicine,  law, 
nursing,  psychiatry,  and  religion  are  sharing  his  views. 

A “National  Conference  on  Brain  Death”  was  held  in 
Boston  on  April  4,  1981  on  the  subject  of  reevaluation 
of  the  Harvard  Criteria.  At  the  conference,  sponsored 
by  the  Massachusetts  Neurologic  Association  with 
several  local  and  national  cooperating  sponsors,  Dr. 
Sweet  stated  unequivocably  that  he  considers  the  term 
“irreversible  coma  as  a criterion  for  death”  to  be  inap- 
propriate for  the  reason  that  coma  implies  that  there  is 
functioning  of  the  brain,  although  very  subliminal.  As 
for  “absence  of  spinal  reflexes”  this  term  also  should 
not  be  included  in  a definition  of  brain  death  for  the 
reason  that  spinal  cord  physiology  plays  no  part  in  the 
determination  of  whether  or  not  there  is  a functioning 
whole  brain. 

The  climate  of  stepped  up  malpractice  controversy 
since  the  ad  hoc  committee’s  recommendations  was 
acknowledged  to  place  a greater  responsibility  than 
ever  on  physicians  to  have  the  courage  of  their  convic- 
tions in  their  pronouncements  of  death.  Also,  they 
must  be  armed  with  up-to-date  information.  To  date  26 
states  have  passed  statutes  defining  a brain  death  to 
make  it  easier  for  physicians  to  declare  this  state.  The 
earliest,  developed  by  the  State  of  Kansas  and  passed 
in  1970,  describes  two  alternative  definitions  of  brain 
death,  ie  1)  the  absence  of  spontaneous  cardiopulmon- 
ary function,  2)  the  absence  of  spontaneous  brain 
function,  or  both.  The  second  type  of  definition  in 
statute,  developed  by  Capron  and  Kass  and  initially 
adopted  by  the  State  of  Michigan  in  1975,  provides  one 
definition  of  death,  ie  “if  the  artificial  means  of  cardio- 
pulmonary support  preclude  a determination  of  death 
of  the  cardiopulmonary  functions,  any  person  is 
considered  dead  if  irreversible  cessation  of  brain  func- 
tion has  occurred”.  The  hypothesis  of  this  definition  is 
that  the  loss  of  brain  function  results  from  the  loss  of 
cardiopulmonary  function  just  as  inevitably  as  the  loss 
of  cardiopulmonary  function  results  from  the  loss  of 
brain  function.  A third  type  of  statutory  definition  of 
death,  suggested  by  the  American  Bar  Association  in 
1975  to  be  used  as  a standardized  statutory  definition 
of  death  and  initially  adopted  by  California,  is  similar 
to  the  second  type,  but  emphasizes  “irreversible  loss 
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Obfuscation  by  Planning? 

Rhode  Island  Health  Plan  Says: 

“Supply  projections  indicate  that  Rhode  Island  is  likely 
to  have  the  RN  manpower  capacity  available  for  further 
substantial  increases  in  the  employed  in  nursing  RN  to 
population  ratio.” 

(Rhode  Island  State  Health  Plan — 1980,  p.  8-183) 

On  the  Other  Hand: 

“The  AHA  reckons  there  were  100,000  nursing  vacan- 
cies at  member  institutions  in  1979,  and  its  executive 
vice  president,  Gail  Warden,  predicts  a shortfall  of 

300.000  by  1985.  It’s  not  the  fault  of  the  nation’s  nursing 
schools,  which  are  turning  out  77,000  graduates  a year. 
The  American  Nurses’  Association  estimates  there  are 
1.4  million  licensed  RNs  (against  an  HHS  projection  of 
1.2  million  hospital  slots  next  year),  but  more  than 

400.000  aren’t  practicing  and  another  half-million  gradu- 
ates don’t  enter  the  field.” 

(Medical  World  News,  March  16, 1981,  p.  11) 


of  total  brain  function”.  A similar  third  type  of  statute 
on  this  subject  has  been  developed  by  the  National 
Council  of  Uniform  State  Laws,  labeled  the  Uniform 
Definition  of  Death  Act  of  1978,  which  states  that  brain 
death  involves  the  whole  brain  including  the  brain 
stem  as  well  as  the  cerebrum.  In  1980  the  President’s 
Commission  for  the  Study  of  Ethical  Problems  in 
Medicine  and  Biomedical  and  Behavioral  Research 
slightly  revised  the  Uniform  Definition  of  Death  Act 
which  subsequently  has  been  endorsed  by  the 
American  Medical  Association,  the  American  Bar 

(continued  next  page) 
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Criteria  on  Brain  Death  (continued) 

Association  and  the  National  Council  on  Uniform  State 
Laws  Committee.  Other  organizations  which  have 
endorsed  it  are  the  American  Academy  of  Neurology 
and  the  American  Encephalographic  Society.  The 
emphasis  of  this  fourth  type  of  statute  separates  the 
concept  of  definition  of  death  per  se  from  that  of  a 
definition  of  brain  death  with  organ  donation 
overtones. 

The  statute  reads  as  follows:  “An  individual  who  has 
sustained  either  1)  irreversible  cessation  of  circulatory 
and  respiratory  function  or  2)  irreversible  cessation  of 
all  function  of  the  entire  brain  including  the  brain  stem 
is  dead.  The  determination  of  death  must  be  made  in 
accordance  with  accepted  medical  standards.” 

Medical  standards  remain  undefined  and  should  be 
expected  to  change  and  should  not  be  encased  by  law, 
states  Doctor  Joanne  Lynn,  Assistant  Director  for 
Medical  Studies,  a member  of  the  President’s 
Commission.  The  President’s  Commission  recognizes 
there  should  be  guidelines  for  medical  standards  for  1) 
loss  of  function  of  cardiopulmonary  and  neurological 
functions  and  2)  guidelines  to  recognize  irreversibility. 

Medical  dilemmas  faced  by  the  physicians  can  be  ex- 
pected to  continue  even  with  detailed  guidelines  for 
recognition  of  death  and  for  use  of  diagnostic  studies. 
A set  of  such  guidelines  was  presented  at  the  confer- 
ence. Medical  and  ethical  judgement  is  still  required, 
however,  in  such  situations  as  “the  persistent 
vegetative  state”.  This  is  a diagnosis  made  by  the 
continued  function  of  the  brain  stem  without  the  cogni- 
tive function  of  the  higher  cortical  levels  of  the  brain,  ie 
absence  of  cerebral  or  neocortical  functions.  This  is  a 
medical  dilemma  where  the  patient  is  not  neurological- 
ly  dead  but  for  all  intents  and  purposes  has  no  cortical 
function  wherein  the  perceptive,  cognitive  function 
that  involves  a person’s  very  being  or  existence  as  a 
recognizable  individual  is  absent.  This  clinical  con- 
dition does  not  fit  the  criteria  of  whole  brain  death 
which  currently  legalistically  signifies  the  death  of  the 
patient.  Recommended  treatment  for  the  persistent 
vegetative  state  is  by  ordinary  means  as  opposed  to 
extraordinary  means,  which  should  be  reserved  for  use 
with  the  patient  with  suspected  intact  brain  and  the 
potential  to  benefit  from  such  treatment.  The  critical 
clinical  question  to  be  raised  is.  Will  this  treatment  help 
the  patient  to  recover. 

Diagnostic  criteria  also  leave  room  for  some  dilem- 
mas. The  EEG  with  surface  electrodes  on  the  scalp 
picks  up  the  electrical  activity  of  the  neurons  of  the 
cerebral  cortex  or  neocortex  and  does  not  pick  up  the 
electrical  activity  of  deep  nuclei  such  as  in  the  bas- 
ganglia  or  in  the  brain  stem.  Consequently,  the  flat 
EEG,  otherwise  known  as  the  isoelectric  EEG  or  the 
electrocerebral  silent  tracing,  is  a finding  indicative  of 
loss  of  neocortical  activity.  In  that  case,  the  presence 
of  depressant  drugs  and  hypothermia  should  be  ruled 
out  before  it  can  be  interpreted  as  revealing  cerebral 
death.  In  addition,  the  electrocerebral  silent  EEG 
should  be  obtained  from  two  hours  to  24  hours 
following  the  suspected  brain  death  and  repeated  in  24 
hours  if  it  is  to  clarify  an  equivocal  or  incompletely 
assessable  clinical  situation  or  be  helpful  in  legal  pro- 
ceedings. Also,  the  isoelectric  EEG  is  not  reliable  in 
encephalitis,  shock,  metabolic,  or  intoxicant  disorders. 

Some  unequivocal  diagnostic  criteria  are  based  on 


the  fact  that  complete  cessation  of  circulation  of  the 
brain  for  more  than  10  minutes  is  incompatible  with  sur- 
vival of  brain  tissue.  The  documentation  of  such  circu- 
latory failure  is  evidence  for  the  death  of  the  entire 
brain  and  can  be  documented  with  either  a four-vessel 
intracranial  angiographic  procedure,  gamma  camera 
imaging  with  radionuclide  cerebral  angiography,  and 
radioisotopic  bolus  cerebral  angiography.  The  last  can 
be  done  at  the  bedside,  can  be  repeated  easily,  and  is 
the  least  expensive. 

The  absence  of  spontaneous  respirations,  an  indica- 
tion of  medullary  or  brain  stem  death,  can  be  confirmed 
by  removing  the  respirator  for  a minimum  of  three  to 
four  minutes.  The  brain  will  not  tolerate  lack  of  respira- 
tions for  longer  than  four  minutes  at  euthermic  tem- 
peratures without  sustaining  brain  injury.  At  the  end  of 
the  three  or  four  minutes  if  no  spontaneous  respira- 
tions have  occurred  and  an  arterial  blood  gas  PCO2  of 
60  mm  of  mercury  or  greater  has  been  obtained,  then 
since  it  is  at  this  level  that  the  medullary  centers 
would  have  been  stimulated  to  produce  spontaneous 
respirations,  brain  death  is  confirmed.  The  only  excep- 
tions are  1)  the  case  of  the  individual  with  severe, 
chronic  lung  disease  in  which  a high  PCO2  may  be  car- 
ried normally,  2)  the  rare  incidence  of  a very  high 
cervical  cord  injury,  ie  at  the  medullo-cervical  junction, 
or  both. 

The  most  controversial  aspects  of  this  whole  subject 
have  to  do  with  continuation  of  treatment  when  it  has 
been  determined  that  brain  death  has  occurred.  Tech- 
nically, ethically,  legalistically,  philosophically,  medi- 
cally, and  theologically,  there  is  no  purpose  in  prolong- 
ing supportive  treatment  of  a dead  body.  In  the 
future  it  may  be  that  the  physician  will  be  deter- 
mined to  be  culpable  for  prolonging  support  sys- 
tems once  brain  death  has  been  determined.  How- 
ever, just  recently  in  Connecticut  a physician  refused 
to  remove  a cardiopulmonary  support  system  of  a 
patient,  even  though  there  was  no  question  that  brain 
death  had  occurred,  requesting  legal  immunity  from 
any  possible  suit  if  he  did  so.  The  judge  in  the  case 
sidestepped  the  issue.  He  recommended  to  parents  of 
the  patient  that  they  discharge  their  physician  and  ob- 
tain another  physician  who  would  shut  off  the  support 
system  as  they  desired,  recognizing  the  problem  to  be  a 
medical  and  not  a legal  one.  On  the  other  hand,  as  a 
result  of  a recent  New  York  State  legal  decision  involv- 
ing an  incompetent  person  who  has  suffered  a brain 
death,  the  cardiopulmonary  support  system  now 
cannot  be  removed  without  a court  order. 

If  physicians  are  not  willing  to  pronounce  or  declare 
that  death  has  occurred,  or  are  unwilling  to  exercise 
discretion  in  discontinuing  support  systems  when 
declaration  of  death  has  been  made,  then  the  legal 
involvement  in  medical  care  will  become  increasingly 
inevitable.  This  fall,  concerns  for  treatment  of  the 
dying  and  determination  death,  and  concomitantly 
concerns  of  physicians  for  malpractice  problems 
arising  from  these  issues,  will  be  reviewed  by  a com- 
mittee established  by  a joint  resolution  of  the  Rhode 
Island  legislature.  g 


“2nd  Annual  Medical  Follies” 

— Save  the  Date  — 

September  26, 1981 
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Interviews  of  the  Month 

Seebert  J.  Goldowsky,  MD  ^ 

Guy  A.  Settipane,  MD  ^ 

Seebert  J.  Goldowsky,  MD  succeeded  Dr.  John  E. 
Donley  as  Editor-in-Chief  of  the  Rhode  Island  Medical 
Journal.  Dr.  Goldowsky’s  tenure  began  in  October  of 
1960  following  Dr.  Donley’s  illness  with  carcinoma  of 
the  prostrate,  but  he  had  already  became  much 
involved  with  Journal  editorial  chores  for  Dr.  Donley 
and  for  Dr.  Alex  M.  Burgess  who  was  then  Chairman  of 
the  Publications  Committee.  As  a member  of  the 
Editorial  Board  he  had  written  a number  of  editorials 
and  had  reviewed  manuscripts,  the  two  principal  func- 
tions of  an  Editor-in-Chief. 

The  history  of  medical  education  in  Rhode  Island 
was  Dr.  Goldowsky’s  first  venture  as  a writer  of  other 
than  clinical  papers.  The  Medical  School  Formerly 
Existing  in  Brown  University:  Its  Professional 
Graduates  by  Charles  W.  Parsons,  son  of  Usher 
Parsons  and  Mary  Jackson  Holmes  Parsons,  was  pub- 
lished by  the  Rhode  Island  Historical  Society  in  1881. 
This  work  was  the  inspiration  for  Dr.  Goldowsky’s  later 
article,  “The  Beginning  of  Medical  Education  in  Rhode 
Island”  (1956),  followed  by  “The  First  Appendectomy  in 
Rhode  Island”,  “Some  Rhode  Island  Pioneers  in  Cancer 
Surgery”,  “The  Yellow  Fever  and  Moses  Brown”,  “The 
Hospital  at  Portsmouth  Grove”,  and  other  medical 
historical  writings,  all  published  in  the  Rhode  Island 
Medical  Journal.  Dr.  Goldowsky  also  wrote  the  first 
chapter  and  edited  the  volume  which  is  the  Rhode 
Island  Medical  Society  official  history.  The  History  of 
the  Rhode  Island  Medical  Society  and  Its  Component 
Societies,  published  in  1962,  the  Sesquicentennial 
year.  His  later  works,  among  such  non-historical  editor- 
ial titles  as  “Laboratory  Testing  in  Teaching  Hospitals” 
and  “The  Future  of  Second  Cpinions”,  include 
“Charles  V.  Chapin;  His  Influence  on  Concepts  of 
Public  Health”  and  “The  Story  of  Private  Hospitals  in 
Rhode  Island”,  the  latter  published  by  the  Rhode  Island 
Department  of  Health. 

These  titles  make  up  a far  from  complete  bibliogra- 
phy of  a doctor  who  detested  theme  writing  in  college 
and  also  disliked  history. 

To  be  Editor-in-Chief  of  a state  medical  society  publi- 
cation such  as  the  Rhode  Island  Medical  Journal 
entails  anonymously  co-authoring  many  more  papers 
than  those  to  which  one  actually  sets  one’s  name.  Cver 
nearly  21  years  of  this  work.  Dr.  Goldowsky  recalls 
manuscript  preparation  ranging  from  a mere  half  hour 
or  so  to  make  minor  adjustments  for  consistency  with 
the  Journal’s  standard  style,  to  many  hours  of  work 
completely  reorganizing  paragraph  and  sentence 
structure  and  verifying  facts. 

“During  my  21-year  tenure  only  one  author  was  criti- 
cal of  changes,”  says  Dr.  Goldowsky,  “but  then  we 
found  out  that  there  had  been  a mix-up  in  the  printer’s 
galleys.” 

A graduate  of  Classical  High  School,  Brown  Univer- 
sity, and  Harvard  Medical  School,  Dr.  Goldowsky  has 
served  the  Rhode  Island  community  as  chairman  of  the 


Guy  A.  Settipane,  MD  (left) 
Seebert  J.  Goldowsky,  MD  (right) 


Rhode  Island  Interagency  Council  on  Smoking,  as  a 
member  of  the  Board  of  Directors  of  Rhode  Island  Blue 
Shield  and  later  Medical  Director  of  Rhode  Island  Blue 
Cross  and  Blue  Shield,  as  President  of  the  Providence 
Surgical  Society,  as  board  member  of  the  American 
Heart  Association,  Rhode  Island  Affiliate,  and  as  Alter- 
nate Delegate  from  Rhode  Island  to  the  American  Medi- 
cal Association  House  of  Delegates.  A practicing 
surgeon  for  37  years,  he  also  served  for  several  years  as 
Chief  of  Surgery  in  The  Miriam  Hospital.  He  is  a past 
editor  of  Rhode  Island  Jewish  Historical  Notes,  a 
former  president  of  the  League  of  Rhode  Island 
Historical  Societies,  and  a past  President  of  the  Society 
of  Friends  of  Touro  Synagogue,  and  he  has  recently 
been  elected  chairman  of  the  Publications  Committee 
of  the  Rhode  Island  Historical  Society. 

Working  in  unison  with  Dr.  Goldowsky  since  1978, 
Guy  A.  Settipane,  MD,  Chairman  of  the  Rhode  Island 
Medical  Society  Publications  Committee,  brings  to  his 
position  comparably  diverse  talents.  A graduate  of 
Brown  University  in  1953  and  New  York  Medical 
College,  Dr.  Settipane  is  certified  by  the  American 
Board  of  Allergy  and  Immunology,  author  of  58  scien- 
tific papers,  and  is  presently  Clinical  Associate 
Professor  in  the  Brown  University  Program  in  Medicine. 
He  was  Chairman  of  the  National  Council  of  State  and 
Regional  Allergy  Society  Presidents,  and  is  Director  of 
the  Adult  Allergy  Division  in  Rhode  Island  Hospital.  He 
is  a past  president  of  the  Rhode  Island  Thoracic 
Society  and  of  the  Rhode  Island  Society  of  Allergy,  and 
currently  the  president  of  the  New  England  Society  of 

(continued  next  page) 
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Conference  on  the  Impaired  Physician  Held  at  RIMS 


A program  sponsored  by  the  Rhode  Island  Medical 
Society,  the  Rhode  Island  Joint  Underwriting  Associa- 
tion, the  Rhode  Island  Board  of  Medical  Review,  and 
Edgehill-Newport  drew  75  participants  to  lectures  and 
discussions  on  the  problem  of  the  impaired  physician. 

The  program  was  held  Friday  and  Saturday,  May  8-9, 
1981.  Speakers  were  Le  Clair  Bissell,  MD,  Director, 
Edgehill-Newport;  John  Severinghaus,  MD,  White  River 
Junction  VA  Hospital,  Vermont;  Margaret  Bean,  MD, 
Career  Teacher  in  Alcoholism,  Harvard  Medical  School’ 
Boston;  and  Perry  Ayres,  MD,  Chairman,  Impaired  Phy- 
sicians Committee,  Ohio  State  Medical  Society. 

Herbert  Rakatansky,  MD  >-,  Chairman  of  the  Rhode 
Island  Medical  Society  Committee  on  the  Impaired  Phy- 
sician, was  moderator  of  the  three-part  program.  The 
first  part  was  directed  to  families,  friends,  and  asso- 
ciates of  an  impaired  physician.  Speakers  described 
ways  to  recognize  impairment  and  what  realistic  steps 
can  be  taken  to  help.  The  second  part  dealt  with  the 
stresses  and  other  factors  which  can  cause  the  well- 
functioning physician  to  slip  into  the  kinds  of  behaviors 
which  may  lead  to  impairment.  The  third  part  discussed 
alternative  treatment  modalities  for  different  types  of 
impairment  problems.  The  theme  of  the  conference 
was  that  physicians,  patients,  and  their  families  are  all 
harmed  by  refusal  to  recognize  that  physicians,  who 
give  help,  can  be  themselves  in  need  of  help,  too. 
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Left  to  right:  (seated)  Le  Clair  Bissell,  MD;  Mrs.  Perry 
Ayres;  Perry  Ayres,  MD;  (standing)  Herbert  Rakatansky, 
MD. 


The  Rhode  Island  Medical  Society  Committee  on  the 
Impaired  Physician  planned  and  organized  the 
program.  Future  conferences  on  the  subject  are  antici- 
pated. ■ 


SPARI  Meeting  Notes: 

May  11,  1981 

Kent  County  Memorial  Hospital 

The  Staff  Physicians  Association  of  Rhode  Island  held 
its  quarterly  meeting  on  May  11,  1981  at  Kent  County 
Memorial  Hospital.  Guest  was  Peter  P.  Holman,  Vice 
President  — Planning,  Hospital  Association  of  Rhode 
Island,  who  talked  about  activities  of  the  Statewide 
Health  Coordinating  Council  (SHCC)  and  the  Voluntary 
Committee  of  Health  Providers  (VCHP)  during  the  past 
year.  Several  studies  are  now  in  process  which  will 
probably  recommend  changes  in  the  delivery  of  medi- 
cal care  in  Rhode  Island.  Mr.  Holman  expressed  the 


hope  that  the  new  willingness  of  government  planners 
to  listen  to  professional  health  providers  will  continue. 

Dr.  Peter  L.  Mathieu,  President  of  the  Rhode  Island 
Medical  Society,  answered  questions  regarding  the 
proposed  merger  of  Blue  Cross,  Inc.,  and  Blue  Shield, 
Inc.,  into  a single  corporation.  Blue  Cross  and  Blue 
Shield  of  Rhode  Island,  Inc.  He  emphasized  that  one  of 
the  arguments  in  favor  of  the  merger — creating  a 
stronger  base  to  bid  for  out-of-state  contracts — must 
be  carefully  considered  in  the  light  of  Blue  Shield’s 
real  capability  to  compete  for  new  activity. 

Several  hospital  staff  issues  were  discussed,  in- 
cluding development  of  hospital  staff  bylaws  informa- 
tion resources,  and  improved  cooperation  between 
hospital  staffs  on  legal  matters.  m 


Interviews  of  the  Month  (continued) 

Allergy,  a governor  of  the  Rhode  Island  Chapter,  Ameri- 
can College  of  Chest  Physicians,  and  a member  of  the 
board  of  the  Joint  Underwriting  Association  of  Rhode 
Island.  He  is  also  a member  of  the  Rhode  Island 
Medical  Society  House  of  Delegates,  a co-editor  of 
Challenges  in  Dermatology,  and  founding  Editor-in- 
Chief  of  the  Proceedings  of  the  New  England  Society  of 
Allergy,  a quarterly  national  journal. 

“I  find  now,”  says  Dr.  Settipane,  ‘‘that  50  to  60  hours 
is  the  average  time  needed  to  work  on  a single  issue  of 
the  Proceedings.  A good  basic  preparation  and  leaning 
toward  humanities  is  the  background  most  editors 
share,  together  with  a real  liking  for  this  unique  kind  of 
effort.” 

Brevity,  he  believes,  is  the  essence  of  good  style. 
‘‘The  flow  of  sentence  and  paragraph  rhythms  is  almost 


invariably  improved  by  simplicity.”  It  was  in  mentally 
correcting  newspaper  prose  that  Dr.  Settipane  dis- 
covered his  penchant  for  editing  language  to  conform 
to  this  ideal. 

Dr.  Settipane  has  found  that  selection  and  modifying 
of  manuscripts  is  one  of  the  most  difficult  tasks  of  an 
editor.  ‘‘Authors  are  temperamental,”  he  says,  ‘‘but 
there  is  a diplomatic  approach  to  this.  When  a person  is 
politely  led  to  realize  there  is  a better  way,  he  or  she  will 
usually  adopt  it.” 

As  chairman  of  the  Publications  Committee,  Dr.  Set- 
tipane guides  policy  for  the  Rhode  Island  Medical 
Journal  in  decisions  affecting  the  publication’s 
staffing,  finances,  and  content.  He  readily  admits, 
however,  that  the  wisdom  behind  this  journal  rests  with 
the  Editor-in-Chief.  ‘‘We’re  fortunate  in  Dr.  Goldowsky. 
He  really  knows  what  he  is  doing,  and  does  a superb 
job.” 
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Administrative  Reports  . . . Meetings  with  Officers  and  Staff 


Wednesday,  April  1,  1981  . guests  of  the 

meeting  were  Donald  C.  Williams,  Supervising  Health 
Planner  and  William  J.  Waters,  PhD,  Assistant 
Director,  Rhode  Island  Department  of  Health  ...  ap- 
pointed a Committee  on  Access  to  Medical  Care  to 
present  a first  draft  of  a Rhode  Island  Medical  Society 
position  paper  on  key  issues  before  July  1,  1981  . . . 
miscellaneous  business. 

Wednesday,  April  8,  1981  . heard  a report  on 

the  New  England  State  Medical  Societies  Council 
meeting,  held  April  4,  1981  . . . discussed  goals  for  the 
Rhode  Island  Medical  Society  in  1981-1982  . . . reviewed 
for  comment  an  application  by  Bannister  House 
Nursing  Home  to  increase  capacity  by  4 ICF-I  beds  . . . 
heard  a report  on  matters  of  legislative  interest  . . . mis- 
cellaneous business. 

Wednesday,  April  15,  1981  . . . guests  of  the 

meeting  were  Robert  Hall  and  Robert  Washburn  of  The 
Providence  Group,  investment  advisors  for  the  Rhode 
Island  Medical  Society  . . . heard  a report  on  Society  in- 
vestments and  finances  . . . reviewed  Rhode  Island 
State  Health  Planning  and  Development  Agency  re- 
sponse to  Rhode  Island  General  Assembly  Joint 
Resolution  81-H5500  . . . miscellaneous  business. 

Wednesday,  April  22,  1981  . . . guest  of  the 
meeting  was  Frank  M.  D’Alessandro,  MD,  Chairman, 
Tel-Med  Committee  . . . heard  a report  by  Dr.  D’Ales- 
sandro on  Tel-Med  activity  . . . discussed  possible 
changes  in  funding  and  organization  of  the  Tel-Med 
program  . . . reviewed  letters  to  Senator  Claiborne  Pell, 


Senator  John  H.  Chafee,  Rep.  Claudine  Schneider  and 
Rep.  Fernand  J.  St.  Germain  regarding  PL  96-398, 
Mental  Health  Systems  Act  . . . miscellaneous  busi- 
ness. 

Wednesday,  April  29,  1981  . guests  of  the 

meeting  were  Rajnikant  Shah,  MD,  Chairman,  Nursing 
Committee,  and  selected  nurse  administrators  from  the 
Rhode  Island  community  . . . discussed  avenues  to 
better  relations  between  physicians  and  nurses  . . . also 
discussed  the  planned  formation  of  a statewide  com- 
mittee with  representatives  from  the  nursing  commun- 
ity, the  Rhode  Island  Medical  Society,  the  Rhode  Island 
State  Nurses  Association  and  the  Rhode  Island  Depart- 
ment of  Health  to  address  nurse  manpower  issues. 

Wednesday,  May  6,  1981 . . . chaired  by  Paul  b. 
Metcalf,  Jr.,  MD  'f , Vice  President,  in  the  absence  of 
Peter  L.  Mathieu,  Jr.,  MD,  President  . . . reviewed  for 
comment  federal  funds  application  by  Rhode  Island  De- 
partment of  Health  for  Genetic  Testing  and  Counseling 
Program  ($255,761)  . . . reviewed  and  discussed  corres- 
pondence received  from  Thomas  D.  Hatch,  Director, 
Bureau  of  Health  Professions  (DHHS)  and  from  John  H. 
Kelso,  Health  Services  Administration  (DHHS)  . . . 
miscellaneous  business. 

Wednesday,  May  13,  1981  . guest  of  the 

meeting  was  Frank  M.  D’Alessandro,  MD  . . . discussed 
pending  legislation  in  Rhode  Island  General  Assembly 
to  modify  mediation  panel  structure  (passed  May  14, 
1981)  . . . introduced  new  employee,  Mrs.  Yvonne 
Leveille,  bookkeeper  . . . heard  staff  reports  on  current 
Society  activities  . . . miscellaneous  business.  ■ 


Aches  and  Pains  . . . 


• The  improving  LONGEVITY  OF  AMERICANS  IS 
PROVING  TO  BE  EXPENSIVE,  particularly  for  the 
health  care  system.  Almost  half  of  the  funds  spent  on 
health  care  in  the  US  in  1977  were  spent  on  the  elderly 
and  that  figure  is  growing  rapidly.  Utilization  of  hospital 
services  by  persons  age  65  and  older  accounted  for 
about  95%  of  the  increase  in  total  hospital  patient  days 
and  over  55%  in  total  hospital  admissions  between 
1970  and  1979: 


• Recently  enacted  NORTH  DAKOTA  LEGISLATION 
declares  that  any  action  for  injury  or  death  against  a 
licensed  physician,  nurse  or  hospital,  based  upon  the 
alleged  professional  negligence  of  such  person,  “shall 
be  dismissible  on  motion,  unless  the  claimant  has 
obtained  an  admissible  expert  opinion  to  support  the 
allegation  of  professional  negligence  within  three 
months  of  the  commencement  of  the  action  or  at  such 
later  date  as  set  by  the  court.”  The  law  specifically  ex- 
cludes from  its  application  cases  involving  “alleged 
lack  of  informed  consent,  unintentional  failure  to 
remove  a foreign  substance  from  within  the  body  of  a 
patient,  performances  of  a medical  procedure  upon  the 
wrong  patient,  organ,  limb  or  other  part  of  the  patient’s 
body,  or  other  obvious  occurrence.”  (H.B.  1619, 
approved  March  26, 1981) 


• A recent  ARKANSAS  ENACTMENT  authorizes 
removal  of  pituitary  glands  during  autopsies  by  the 
State  Medical  Examiner,  for  the  purpose  of  producing 
medication  for  dwarfism.  (Act  984,  Laws  of  1981;  S.B. 
421) 

• CALLING  FOR  AN  END  TO  THE  FEDERAL  PSRO 
PROGRAM,  the  AMA  assured  a Senate  committee  that 
“in  the  absence  of  government  direction  and  interfer- 
ence the  profession  will  vigorously  renew  and 
strengthen  private  sector  peer  review  activities.” 

• THE  NUMBER  OF  BRITISH  SUBSCRIBERS  TO  PRI- 
VATE MEDICAL  INSURANCE  policies  will  more  than 
double  by  1990— to  8.5  million— according  to  Britain’s 
Center  for  Business.  An  increase  in  subscribers  of 
about  10%  each  year  in  the  coming  decade,  either  on 
an  individual  basis  or  through  company  contracts,  is 
predicted. 

• “COST-EFFECTIVE  MEDICAL  CARE”,  a guide  on 
cost  consciousness  for  physicians  in  training,  outlines 
a model  housestaff  program  and  provides  data  demon- 
strating how  costs  can  be  contained  without  sacrificing 
quality  care.  The  workbook,  produced  by  the  AMA  Resi- 
dent Physicians  Section,  is  available  for  $3.50  prepaid 
from  the  AMA  Order  Dept.,  OP-082,  P O Box  821, 
Monroe,  Wl  53566. 


291 


Communications  from/to  the  President:  Class  Action 


Charles  Clapp,  Esq. 

Edwards  & Angell 
2700  Hospital  Trust  Tower 
Providence,  Rl  02903 

Dear  Attorney  Clapp: 

It  is  quite  possible  that  you  have  seen  the  Notice 
from  Decof  and  Grimm,  Counsellors  at  Law,  to 
members  of  the  class  of  physicians  who  on  June  16, 
1975  were  practicing  medicine  in  Rhode  Island  and 
had  a medical  malpractice  insurance  policy  issued  by 
St.  Paul  Fire  and  Marine  Insurance  Company. 

We  have  had  several  inquiries  from  physicians  as  to 
the  responsibilities  and  liabilities  of  membership  in  a 
class  action,  and  would  very  much  appreciate  your 
advice  as  to  an  appropriate  response  to  this  question. 
In  other  words,  how  should  Rhode  Island  Medical 
Society  physicians  view  this  suit,  from  a legal 
viewpoint,  and  what  are  our  options  with  respect  to  it. 

Thank  you  very  much  for  your  valued  assistance. 
Sincerely  yours, 

Peter  L.  Mathieu,  Jr.,  MD 


Peter  L.  Mathieu,  Jr,  MD 
President 

Rhode  Island  Medical  Society 
106  Francis  Street 
Providence,  Rhode  Island  02903 

Dear  Peter: 

Your  letter  concerning  the  so-called  class  action 
brought  by  Dr.  Barry  and  others  against  St.  Paul  Fire  & 
Marine  Insurance  Company,  is  acknowledged.  It  is  our 
understanding  that  the  Society  is  not  a party  to  that 
litigation.  We  also  call  your  attention  to  the  fact  that 
we  have  neither  seen  the  case  papers  nor  given  any 
prior  advice  to  the  Society  regarding  the  litigation. 

In  these  circumstances,  we  cannot  and  do  not 
undertake  to  advise  any  members  of  the  Society  who 
are  members  of  the  plaintiff  class  according  to  its  defi- 
nition as  contained  in  the  Notice  you  forwarded  to  us. 
We  can,  however,  make  some  observations  with 


respect  to  the  law  governing  class  actions  in  general. 
(We  would  have  to  study  the  case  record  at  some 
length  and  expense  in  order  to  make  even  general 
observations  concerning  the  Barry  case.) 

(1)  The  notice  is  designed  to  permit  persons  who 
are  members  of  the  class  of  definition  to  “opt  out”,  ie 
disclaim  membership. 

(2)  Those  members  of  the  class  who  do  not  opt  out 
remain  members  of  the  class  and  their  rights  (if  any) 
will  be  adjudicated  fully  and  finally  in  the  Barry  case. 

(3)  Members  of  the  plaintiff  class  have  a theoreti- 
cal liability  for  costs,  etc  which  could  be  assessed 
against  the  class  depending  on  the  final  outcome  of 
the  Barry  case.  Note  that  this  is  an  extremely  remote 
possibility.  Also,  it  is  possible,  although  even  more  un- 
likely, that  the  class  members  would  be  liable  for  a 
portion  of  the  attorneys’  fees  incurred  by  the  “class” 
on  an  out-of-pocket  basis. 

(4)  Any  member  of  the  class  who  opts  out 
preserves  his  or  her  rights  (if  any)  against  St.  Paul  and 
avoids  the  very  remote  possibility  of  being  called  upon 
to  pay  any  costs  or  fees. 

(5)  Any  member  of  the  class  who  opts  out  runs  the 
real  risk  that  his  or  her  rights  (if  any)  will  be  barred  by 
the  Statute  of  limitations. 

(6)  Any  member  of  the  class  who  opts  out  may  find 
his  or  her  rights  effectively  decided  by  the  result  of  the 
Barry  case,  ie  indirectly,  the  result  will  tend  to  be 
conclusive. 

(7)  It  is  possible,  but  extremely  unlikely,  that  any 
class  member  who  opts  out,  will  share  in  the  fruits  of  a 
favorable  result  for  the  plaintiff  class. 

The  foregoing  is  for  the  benefit  of  the  Society,  and 
is  (as  stated)  general  in  nature  and  not  based  on  any 
specific  knowledge  of  the  Barry  case.  We  disclaim  any 
responsibility  for,  or  professional  obligation  to,  either 
members  of  the  Society  or  other  persons  who  may  act 
or  refrain  from  acting  based  on  either  their  under- 
standing of  or  reliance  upon  the  foregoing. 

Sincerely  yours, 

Charles  E.  Clapp  II  ■ 
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June 

19-20  “A  Loss  Prevention  Seminar  on  Detect- 
ing and  Awarding  Malpractice  Risks”; 
Sheraton-lslander  Inn,  Newport,  Rhode 
Island 

19  Rhode  Island  Bar  Association  Annual 
Meeting;  evening 

22  RIMS  Educational  and  Scientific 
Board;  meeting;  RIMS  Library;  7:30  pm 


22  Blue  Shield  Board  meeting;  6:00  pm 

23  RIMS  Cancer  Committee;  meeting; 
RIMS  Library;  5:00  pm 

28  Annual  Fundraiser  International  Buffet 
sponsored  by  the  Providence  Medical 
Association  Auxiliary;  call  Mrs.  John 
Karkalas,  942-8396 


July 

8 Washington  County  Medical  Society; 
summer  meeting;  Dunes  Club,  Narra- 
gansett,  Rl;  11:00  am 

16-17  Conference  on  Medical  Aspects  of 
Sports;  University  of  Rhode  Island, 
Kingston,  Rhode  Island 
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PRESIDENT’S  CORNER 


“For  all  sad  words  of  tongue  or  pen, 

The  saddest  are  these:  ‘It  might  have  been!’” 


How  often  this  plaintive  cry  is  echoed  hy  those  who 
have  procrastinated  and  failed  to  participate. 

Medical  doctors  are  the  worst  offenders.  Their 
failure  to  participate  because  of  such  inadequate 
excuses  as  “1  am  too  busy”  or  “I  don’t  know  any- 
thing about  that"  is  just  what  their  opponents  wel- 
come. These  people  are  the  same  ones  who  protest 
loudest  when  a new  regulation  or  constraint  is 
placed  on  their  freedom  to  practice  medicine. 

Over  the  last  few  decades,  medicine  has  seen  dra- 
matic changes  occur  in  the  delivery  of  medical  care. 
Restraints  of  all  kinds  have  been  imposed,  and  these 
very  physicians  who  have  not  participated  in  trying 
to  alter  the  course  of  events  continually  ask,  “What 
has  the  Medical  Society  done  for  us”  when  in  reality 
the  rhetorical  question  should  be,  “What  have  we 
done  for  the  Medical  Society?” 

Theodore  Cooper,  MD,  former  assistant  secretary 
for  health  and  now  executive  vice  president  of 
Upjohn  Pharmaceutical  Co,  called  on  physicians  to 
participate  in  solving  the  problems  of  society  and  to 
improve  communications  among  themselves. 
“Society’s  greatest  asset  is  the  health  of  its  people, 
and  physicians  have  an  important  part  in  the  stew- 
ardship of  that  asset,”  he  said.  “It  would  be  a tragic 
loss  to  the  problem-solving  capacity  of  society  for 
physicians  to  be  excluded  or  to  withdraw  out  of 
annoyance,  frustration,  or  a sense  of  futility.” 

Doctor  Cooper  said  that  “too  many  people  equate 
respectability  with  non-involvement”  and  urged  “a 
recommitment  of  American  medicine  to  a 
leadership  role  in  the  formulation  of  national 
health  policy.”  He  added:  “The  AMA  has  in  the 
past  been  able  to  do  this  because  it  is  organized.  Is 
this  an  appropriate  role  for  the  AMA  and  private 
medicine?  It  is  more  than  that.  It  is  a necessary  role. 
Physicians  must  lead.  We  owe  it  to  our  patients. 

Supporting  this  viewpoint  is  the  statement  of 
Doctor  Otis  Bowen,  the  former  two-time  governor 
of  Indiana  and  a family  physician  for  over  thirty- 
five  years.  “Like  it  or  not,”  he  said,  “health  care  and 
health  care  causes  have  been  politicized.  Good 


Charles  E.  Millard,  MD 


medicine  is  no  longer  the  only  basis  on  which  future 
decisions  relating  to  health  care  will  be  made.” 

The  validity  of  Dr.  Bowen’s  statement  is 
supported  by  the  fact  that  40  per  cent  of  the  health 
care  bill  is  now  being  paid  for  by  the  government. 
Each  year  when  the  budget  is  presented,  politics  of 
necessity  has  to  be  satisfied.  It  is  imperative, 
therefore,  that  we  doctors  participate  in  both  medi- 
cal and  governmental  politics.  Nothing  else  will 
suffice.  I implore  you  to  support  the  Medical  Society 
in  the  coming  year.  I ask  you  to  become  an  active 
participant  in  the  Medical  Society  and  in  local  and 
state  politics  in  an  effort  to  influence  the  health  care 
of  our  patients  for  their  advantage. 

I would  appreciate  any  suggestions  as  to  what  you 
think  are  the  problems  which  should  be  addressed 
in  the  coming  year  and  ask  you  to  send  them  to  me 
as  soon  as  possible. 

If  we  do  not  do  these  things,  we  too  shall  find 
ourselves  using  those  prophetic  words  of  John 
Greenleaf  Whittier,  “For  all  sad  words  of  tongue  or 
pen.  The  saddest  are  these,  ‘It  might  have  been’”. 
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Needed: 


Medical  Building 

in 

Barrington,  R.l. 

(Including  Emergency 
Facilities) 

Now  in  planning  stages 

Centrally  located  in 
Business  Area  with  several 
access  roads  leading  directly 
to  site. 

All  aspects  of  occupancy 
are  being  considered  — 

(leasing,  outright  purchase, 
partnership,  condominium) 


Address  all  inquiries  to: 

T.  R.  LITTLE 

270  County  Road 

Barrington,  Rhode  Island 
02806 

245-5151 

245-4098 

(evenings) 


ENT  Specialist 


ATWOOD 
MEDICAL  CENTER 

1524  ATWOOD  AVENUE 
JOHNSTON,  Rl  02919 

Immediate  occupancy  in  the  finest 
medical  offices  in  New  England. 
Total  sq.  ft.  - 43,000 
Parking  - 300  cars. 

Call:  CARL  F.  DeLUCA,  MD 
274-2910 


HEALTH  HAVENS 

NURSING  HOME 


East  Providence 


EDITORIALS 


Reimbursement  for  Cognitive  vs.  Procedural  Services 


Recently  the  American  Society  of  Internal  Medicine 
(ASIM)  issued  a white  paper  concerning  perceived 
inequities  in  third  party  reimbursement  resulting 
from  their  need  for  predictable  payment  rates.  The 
paper  defines  physicians’  cognitive  services  as 
involving  “the  application,  based  on  relevant  know- 
ledge and  experience,  of  such  skills  as  data  gather- 
ing and  analysis,  planning  management,  decision- 
making, and  judgment  relating  to  the  prevention, 
diagnosis,  and  treatment  of  health  problems,  and 
communication  of  such  information  to  the  patient.” 
It  states  with  much  justification  that  “cognitive  ser- 
vices are  of  equal  or  greater  importance  than  pro- 
cedural skills  in  the  provision  of  patient  care.” 

It  maintains  that  there  has  been  an  historical 
inequity  in  reimbursing  for  “thinking”  functions. 
Health  insurance  was  originally  created  to  protect 
patients  from  the  high  costs  of  surgical  procedures. 
Expansion  of  health  benefits  led  to  increased  cover- 
age for  procedural  services  such  as  laboratory  tests 
and  x-ray  studies,  but  did  not  increase  coverage  for 
equally  important  cognitive  services.  This  historical 
disparity  persists  to  the  present  time. 

The  paper  maintains  that  a reduction  in  the 
disparity  may  help  to  alleviate  some  major  problems 
facing  medicine,  such  as  the  high  cost  of  health  care 


(by  discouraging  the  overutilization  of  procedures) , 
the  maldistribution  of  physicians  by  specialty,  and 
the  growing  perception  that  medical  care  has 
become  “too  impersonal”. 

Acknowledging  that  correcting  the  inequities  will 
be  difficult  and  will  meet  resistance,  the  paper 
believes  that  in  the  long  run  it  will  be  cost-effective. 
Since  this  in  all  likelihood  would  require  the  raising 
of  fees  substantially  for  a considerable  segment  of 
the  profession,  it  would,  at  least  initially,  be  an  ex- 
pensive proposition.  In  the  present  economy- 
minded  climate,  it  is  not  likely  to  be  received  with 
overwhelming  enthusiasm  by  the  federal  govern- 
ment with  its  Medicare  and  Medicaid  programs,  by 
Blue  Shield,  or  by  other  reimbursing  agencies. 

Some  of  the  inequities  have  been  gradually 
overcome,  and  further  improvements  may  be  ex- 
pected in  the  future.  The  National  Blue  Cross  and 
Blue  Shield  Associations,  however,  have  stated: 
“The  Associations  do  not  necessarily  agree  with  the 
statements  or  conclusions  contained  in  the  paper, 
especially  those  regarding  the  reason  for  establish- 
ment of  new  reimbursement  formulas.”  While 
changes  may  well  be  desirable,  they  are  not  likely  to 

be  visible  in  a hurry.  Seebert  J.  Goldowsky,  MD 


W.  J.  Rorabaugh, 


Book  Review:  The  Alcoholic  Republic 

The  Alcoholic  Republic : An  American  Tradition  by 
New  York,  Oxford  University  Press,  1979. 

Physicians,  above  all  others,  are  aware  of  the  serious 
social  as  well  as  devastating  physiological  and  path- 
ological changes  wrought  by  the  injudicious  and 
intemperate  use  of  alcohol.  Most  physicians,  even 
those  who  primarily  treat  alcoholism,  frequently  are 
frustrated  by  the  poor  cure  rate  and  the  high  relapse 
rate.  The  sagacious  William  James  made  the  obser- 
vation, expressed  so  uniquely,  that  “The  only  cure 
for  dypsomania  is  religiomania”.  Many  physicians 
have  made  the  same  observation : only  through 
religious  conviction  or  psuedo -conviction  by  joining 


such  groups  as  Alcoholics  Anonymous  in  our 
present  day,  and  “Teetotaler  Societies”  in  the  age  of 
the  Alcoholic  Republic,  is  a lasting  cure  effected. 

If  we  think  we  have  a problem  in  alcoholism  at 
the  moment,  reading  The  Alcoholic  Republic  is  an 
eye-opener,  of  the  nonalcoholic  type.  Rorabaugh 
collected  the  data  on  which  his  book  is  based  when 
preparing  for  his  doctoral  thesis  at  the  University 
of  California  at  Berkeley.  Changing  the  format 
from  a scholarly  dissertational  thesis  to  a popular 
book  has  been  achieved,  but  the  seminal  origin 
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shines  through.  Rorabaugh’s  qualifications  seem 
well  established  both  by  the  prolific  notes  and 
factual  data  which  are  common  to  thesis  presenta- 
tions, and  by  his  present  position  as  Assistant 
Professor  of  History  at  the  University  of  Washing- 
ton, Seattle. 

The  data  show  that  between  1790  and  1840 
Americans  drank  per  capita  more  alcoholic  bever- 
ages, especially  hard  liquors,  than  at  any  other  time 
in  our  national  history  five  gallons  per  year. 

Quite  by  coincidence  this  reviewer  at  the  same 
time  was  reading  Benjamin  Rush  — Revolutionary 
Gadfly  by  David  Freeman  Hawke.  To  give  credence 
to  the  state  of  drunkenness  in  our  early  republic  I 
quote  Benjamin  Rush:  “General  Sullivan  is  ‘a 
proud,  vain,  lazy,  ignorant  drunkard’  and  the  once 
admired  Adam  Steven  who  had  turned  up  drunk  at 
the  Battle  of  Germantown,  now  ‘a  sordid,  boasting, 
cowardly  sot.”’  Three  weeks  after  visiting  Washing- 
ton’s camp  Rush  still  complained  of  “the  ignorance, 
the  cowardice,  the  idleness  and  the  drunkenness  of 
our  Major  Generals”.  If  the  Army  could  not  be 
purged  of  these  sots,  he  (Rush)  told  Adams,  that 
Congress  should  go  on  record  with  the  resolution : 
“if  any  Major  or  Brigadier  General  shall  drink  more 
than  one  quart  of  whiskey,  or  get  drunk  more  than 
once  in  twenty-four  hours  he  should  be  publicly 
reprimanded  ahead  of  his  division  or  brigade”. 
Rorabaugh  in  The  Alcoholic  Republic  makes  many 
references  in  his  book  to  Benjamin  Rush,  and  cites 
the  culmination  of  Rush’s  hostility  to  distilled  spirits 
by  the  publication  by  Rush  in  1784  of  the  essay,  “An 
Inquiry  into  Effects  of  Spiritous  Liquors”. 

Rush  himself,  however,  was  no  teetotaler  in  the 
early  days  of  the  Republic,  but  confined  himself  to 
beer  and  wine:  a quart  of  beer  with  lunch  and  a 
pint  and  a half  of  Madeira  after  supper. 

Some  material  in  The  A Icoholic  Republic  is  anec- 
dotal and  “from  observers  on  the  scene”,  such  as 
Rush  quoted  from  Hawkes.  However,  there  is  ample 
and  excellent  documentation  of  the  “state  of  the 
Republic”. 

Physicians  shared  in  the  general  intoxication  of 
the  period.  The  distinguished  Doctor  David  Hosack 
of  New  York  is  quoted  as  stating  that  at  least  forty  of 
the  one  hundred  physicians  practicing  in  New  York 
in  the  early  Nineteenth  Century  were  drunks. 
Another  anecdotal  remark  is  that  of  Doctor  Joseph 
Speed  of  Virginia,  “They  scarcely  know  of  a single 
sober  doctor  but  myself.” 

The  causes  of  high  alcohol  production  and  con- 
sumption between  1790  and  1840  are  shown  to  be 
economic  — overproduction  of  corn  and  wheat  — 
and  the  handsome  profit  from  converting  the  sur- 


plus grain  into  alcoholic  beverages.  One  of  the 
faults  of  Doctor  Rorabaugh  in  this  reviewer’s 
opinion  is  his  subjective  interpretation  of  facts  ; 
rather  than  letting  the  facts  speak  for  themselves. 
According  to  the  figures  there  was  an  excess  of 
grain,  there  was  an  excess  of  corn,  and  there  was  a 
conversion  to  spiritous  liquors  at  a fair  profit;  the 
subjective  interpretation  is  that  the  availability  of 
the  hard  liquor  led  to  its  widespread  consumption. 

This  reviewer  recalls  the  engravings  of  Hogarth  in 
another  country  with  another  economic  base.  The 
late  18th  and  early  19th  Centuries  in  England  was 
certainly  a period  of  conviviality,  and  social  drink- 
ing clubs  similar  to  the  drinking  clubs  and  drinking 
parties  of  the  American  scene.  This  reviewer  is 
skeptical  of  Rorabaugh’s  explanation  of  the  socio-  i 
logical  and  psychological  motivations  by  which  the  ! 
author  attempts  to  explain  the  observed  facts  in  his 
chapters  “The  Spirit  of  Independence”  and  “The 
Age  of  Anxiety”.  Samuel  Johnson  made  the  observa- 
tion on  alcoholism  which  is  all-encompassing:  “In 
the  bottle,  discomfort  seeks  for  comfort,  cowardice 
for  courage,  bashfulness  for  confidence.” 

There  are  many  statistical  facts  introduced  in 
these  chapters  to  indicate  that  there  was  social 
tension  and  stress,  especially  in  some  of  the  immi- 
grant enclaves,  and  yet  by  reading  simultaneously  in 
Barbara  Tuchman’s  A Distant  Mirror  of  14th 
Gentury  stress,  and  reflecting  on  some  of  the 
turmoil  in  the  world  today,  it  is  hard  to  know  a 
period  which  was,  or  is  not  “an  age  of  anxiety”. 

It  is  hard  to  believe  that  beginning  in  1840  the 
age  of  anxiety  quickly  disappeared,  or  that  it  could 
be  completely  supplanted  by  the  new  work  ethic,  or 
desires  for  upward  mobility  on  the  parts  of  all 
people  that  saw  “Demon  Rum”  as  the  enemy  to 
their  success.  But  well -documented  sources  show 
that  the  Temperance  Movement  began  about  1840, 
flourished,  and  culminated  in  Prohibition. 

If  one  observes  the  disastrous  effects  of  drunken- 
ness in  a small  social  group,  it  is  easy  to  understand 
how  this  can  be  extrapolated  to  the  miseries  of  an 
entire  population,  and  in  retrospect  one  can  under- 
stand the  reaction  to  the  alcoholic  republic  by  the 
Temperance  and  reform  movements  in  the  latter 
half  of  the  Nineteenth  Gentury. 

A little  humility  is  good  for  everyone.  Perhaps  the 
extreme  chauvinism  and  parochialism  of  some  of 
our  ultrapatriotic  and  social  organizations  may  be 
tempered  by  a more  realistic  view  of  the  vices  and 
weaknesses  of  our  early  ancestors  in  the  Alcoholic 
Republic.  It  should  not,  however,  give  cause  for 
shame,  but  rather  strength,  that  they,  too,  were 
human.  Robert  V.  Lewis,  MD 


296 


June,  1981  - Vol.  64 


REPORTS  OF  THE  HOUSE  OF  DELEGATES 


Minutes:  Meetings,  January  21,  1981 
and  March  18,  1981 


1 A regular  meeting  of  the  House  of  Delegates  of  the 
I Rhode  Island  Medical  Society  was  held  on  Wednes- 
day, January  21,  1981  in  the  auditorium  of  the 
i Rhode  Island  Medical  Society. 

I 

The  meeting  was  called  to  order  by  the  Vice 
! Speaker  of  the  House,  Charles  P.  Shoemaker,  Jr., 
j MD  at  2 : 15  pm.  Members  present  were  : 

Officers:  Peter  L.  Mathieu,  Jr.,  MD,  President; 

1 Paul  B.  Metcalf,  Jr.,  MD,  Vice  President;  Charles 
I E.  Millard,  MD,  President-Elect;  Erminio  Cardi, 
MD,  Treasurer. 

Delegates: 

Bristol  County  Medical  Society:  John  DeMicco, 
MD. 

Kent  County  Medical  Society:  Edward  E. 
Asprinio,  lohn  C.  Osenkowski,  Thomas  A.  Vest, 
MDs. 

Newport  County  Medical  Society:  Thomas 
Cahill,  Charles  P.  Shoemaker,  Jr,  MDs. 

Pawtucket  Medical  Association : Bruno  Boren- 
stein,  Robert  E.  Curran,  Mary-Elaine  Rohr, 
Richard  Wong,  MDs. 

Proindence  Medical  Association : Michael  S. 
Barrett,  Erminio  Cardi,  Erances  P.  Conklin,  John  J. 
Coughlin,  Frank  G.  De  Luca,  Richard  D.  Frary, 
Herbert  F.  Hager,  Harry  M.  lannotti,  William 
Klutz,  Betty  B.  Mathieu,  H.  Raymond  McKendall, 
Anthony  F.  Merlino,  Daniel  Moore,  Jr.,  Kenneth  B. 
Nanian,  Peter  T.  Nigri,  Herbert  Rakatansky, 
Robert  W.  Riemer,  Guy  A.  Settipane,  Rajnikant 
Shah,  Louis  V.  Sorrentino,  Hugo  Taussig,  Albert  F. 
Tetreault,  Joseph  R.  Tucci,  Raymond  W.  Wag- 
goner, Jr. , MDs. 

Washington  County  Medical  Society:  Erwin 
Siegmund,  MD. 

Woonsocket  District  Medical  Society:  Orazio 
Basile,  Paul  C.  Hessler,  John  C.  Baxter,  MDs. 

Specialty  Society  Representatives : Rhode  Island 
Society  of  Internal  Medicine,  Daniel  Moore,  Jr, 
MD ; Rhode  Island  Section,  American  College  of 
Obstetricians  and  Gynecologists,  John  J.  Coughlin, 
MD ; Rhode  Island  Orthopedic  Society,  Anthony 
Merlino,  MD;  Rhode  Island  Radiological  Society, 
Royal  C.  Hudson,  Jr,  MD ; Rhode  Island  Chapter, 
American  Academy  of  Family  Physicians,  Charles 


E.  Millard,  MD;  Rhode  Island  Society  of  Allergy, 
Guy  A.  Settipane,  MD;  Providence  Surgical 
Society,  Joseph  E.  Garuolo,  MD;  Rhode  Island 
Chapter,  American  College  of  Surgeons,  Paul  J.  M. 
Healey,  MD;  Rhode  Island  Neurological  Society, 
Thomas  F.  Morgan,  MD. 

District  Society  Presidents : Richard  G.  Bertini, 
MD  (Pawtucket),  Daniel  Moore,  Jr.,  MD  (Provi- 
dence) . 

Members  Ex  Officio:  SeebertJ.  Goldowsky,  MD, 
Editor,  Rhode  Island  Medical  Journal;  John  J. 
Cunningham,  MD,  Delegate  to  the  AMA;  Herbert 

F.  Hager,  MD,  Alternate  Delegate  to  the  AMA; 
William  J,  MacDonald,  MD,  Chairman,  Rhode 
Island  Blue  Shield  Board, 

Vice  Speaker : Leonard  S.  Staudinger,  MD, 

Also  Present:  Karen  Challberg,  Howard  E, 
Lawton,  Staff. 

Members  absent  were : 

Officers:  Melvin  D.  Hoffman,  MD,  Secretary 
(excused) . 

Delegates : 

Kent  County  Medical  Society:  Klaus  F.  Haas 
(excused) , Charles  S.  Kelly,  MDs. 

Newport  County  Medical  Society:  Edwin 
Singsen,  MD  (excused) . 

Pawtucket  Medical  Association : Benjamin 
Healey,  MD  (excused) . 

Providence  Medical  Association : Charles  J.  Ash- 
worth, Jr.,  Bernard  J.  Berstein,  Thomas  G.  Breslin, 
(excused),  Alphonse  R.  Cardi  (excused),  George 
N.  Cooper,  Jr.  (excused),  Frank  G.  DeLuca  (ex- 
cused), John  E.  Farley,  Jr.  (excused),  Melvin  D. 
Hoffman  (excused),  Robert  A.  Indeglia,  Jerry  M. 
Kheradi,  Mary  D.  Lekas  (excused),  Joseph  Lom- 
bardozzi  (excused),  Richard  T.  McDermott,  Julius 
C.  Migliori,  Barbara  H.  Roberts,  Robert  G.  Rosen- 
berg (excused),  Louis  Vito,  Jr,  MDs. 

Washington  County  Medical  Society  : Robert  E. 
Knisley,  Louis  Morrone,  Douglas  Rayner,  MDs. 

Woonsocket  District  Medical  Society:  Constan- 
tine Pagonis,  MD. 

Specialty  Society  Representatives : Rhode  Island 
Chapter,  American  Academy  of  Pediatrics,  John  E, 
Farley,  Jr,  MD;  Rhode  Island  Society  of  Patholo- 
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gists,  Inc.,  Herbert  Fanger,  MD  (excused)  ; Rhode 
Island  District  Branch,  American  Psychiatric  Asso- 
ciation, Louis  HafLen,  MD;  Rhode  Island  Society 
of  Anesthesiologists,  Augustine  M.  McNamee,  MD  ; 
Rhode  Island  Emergency  Room  Physicians,  Rhode 
Island  Dermatological  Society,  Bencel  Schiff,  MD 
(excused)  ; Rhode  Island  Ophthalmological 
Society,  Samuel  V.  Just,  MD  (excused)  ; Rhode 
Island  Otolaryngological  Society,  Stephen 
Issenberg,  MD;  Rhode  Island  Society  of 
Neurosurgery,  Walter  Cotter,  MD ; Rhode  Island 
Society  of  Nuclear  Medicine,  Thomas  Hunt,  MD 
(excused)  ; Rhode  Island  Thoracic  Society,  John  A. 
Pella,  MD ; Rhode  Island  Thoracic/Cardio- 
vascular Society,  Jorge  Benavides,  MD. 

District  Society  Presidents : Alexander  N.  Arvani- 
tidis,  MD  (Bristol),  William  F.  Varr,  Jr.  (Kent), 
Peter  D.  T.  Clarisse,  MD  (Newport),  Joseph  J. 
O’Neill,  MD  (Washington),  Roger  Fontaine,  MD 
(Woonsocket) . 

Members  Ex  Officio:  Joseph  E.  Cannon,  MD, 
Director,  Rhode  Island  Department  of  Health. 

Speaker:  Leonard  S.  Staudinger,  MD  (excused). 

Approval  of  Minutes 

The  Vice  Speaker  noted  that  the  minutes  of  the 
September  24,  1980  meeting  had  been  printed  and 
distributed  by  the  Secretary. 

Action  : A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  September  24,  1980  meeting 
be  approved  and  placed  on  record  and  that  minutes 
of  each  meeting  be  included  in  the  next  meeting’s 
handbook. 

Report  of  the  Secretary 

It  was  noted  that  the  Report  of  the  Secretary  was 
contained  in  the  handbook.  The  House  approved 
Rhode  Island  Medical  Society  delegates  to 
neighboring  state  annual  meetings  as  follows  : Con- 
necticut State  Medical  Society  — April  29,  30, 
1981,  tentatively  at  the  Hartford  Hilton,  Hartford, 
CT  - Erwin  Siegmund,  MD ; Maine  Medical  Asso- 
ciation — October  1-4,  1981,  The  Balsams,  Dixville 
Notch.  NH  — David  Hallmann,  MD ; Massachu- 
setts Medical  Society  May  20,  1981,  Park  Plaza 
Hotel,  Boston,  MA  — Peter  L.  Mathieu,  Jr.,  MD; 
New  Hampshire  Medical  Society  September 
13-16,  1981,  Mt.  Washington  Hotel,  Brettonwoods, 
NH  — Joseph  Peltier,  MD ; Vermont  State  Medical 
Society  — May  29-31,  1981,  Stratton  Mountain, 
Stratton,  VT  — to  be  appointed. 

Action:  A motion  was  made,  seconded  and 
passed  that  the  District  Society  Presidents  along 
with  the  Vice  Chairman,  Paul  B.  Metcalf,  MD  and 


the  President-Elect,  Charles  E.  Millard,  MD, 

appointed  as  Chairman,  select  a new  Executive 
Director  and  report  to  the  House  of  Delegates 
meeting  in  March.  An  amendment  to  the  motion  to 
include  the  five  (5)  immediate  past  presidents  on 
the  committee  was  defeated  on  a roll  call  vote. 

Action:  A motion  was  made,  seconded  and 

passed  to  correct  by  minor  editing  and  to  approve 
for  printing,  the  bylaws  of  the  Rhode  Island 

Medical  Society. 

Action:  A motion  was  made,  seconded  and 

passed  to  approve  the  following  nominees  to  the 
Board  of  the  Blue  Shield  Corporation : William 
Varr,  MD;  David  Hallmann,  MD;  Melvin  D.  Hoff- 
man, MD  ; Kenneth  Liffmann,  MD. 

Action:  By  paper  ballot,  the  following  were 
elected  to  the  Blue  Shield  Professional  Advisory 
Committee;  Robert  Baute,  MD ; Henry  B.  Freye, 
MD;  Paul  B.  Metcalf, Jr.,  MD. 

A lively  discussion  was  held  on  Blue  Shield  physi- 
cian reimbursement  schedules.  Requests  for  in- 
formation were  referred  to  the  Blue  Shield  Liaison 
Committee  to  follow  through. 

Report  of  the  Treasurer 

Action:  A motion  was  made,  seconded  and  voted 
that  the  Report  of  the  Treasurer,  as  submitted,  be 
approved  and  placed  on  record. 

Committee  Reports 

Committee  reports  were  received  and  accepted. 

Action:  From  the  Maternal  Health  Committee,  a 
motion  was  made,  seconded  and  passed  that  the 
Society  send  a letter  requesting  that  “the  State 
Health  Department  send  a letter  to  all  hospital 
administrators  and  hospital  department  chiefs  of 
obstetrics  and  pediatrics  to  report  to  the  State 
Health  Department,  all  patients  (mothers  and 
newborns)  admitted  to  their  hospitals  or  hospital 
emergency  rooms  for  complications  to  the  mother 
or  infant  following  a planned  home  delivery”. 

Action:  It  was  voted  to  approve  the  work  of  the 
Hi-Tech  Hi-Touch  Committee,  and  that  the 
Committee  proceed  to  implement  its  plans  at  an 
early  date. 

Adjournment 

There  being  no  further  business,  the  meeting  was 
adjourned  at  4 : 15  pm. 

Respectfully  submitted, 

Melvin  D.  Hoffman,  MD,  Secretary 
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A regular  meeting  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  was  held  on 
Wednesday,  March  18.  1981  in  the  auditorium  of 
the  Rhode  Island  Medical  Society. 

The  meeting  was  called  to  order  by  the  Speaker  of 
the  House,  Dr.  Leonard  S.  Staudinger  at  2:10  pm 
Members  Present  were: 

Officers:  Peter  L.  Mathieu,  Jr.,  MD,  President; 
Paul  B.  Metcalf,  Jr.,  MD,  Vice  President;  Charles 
E.  Millard,  MD,  President-Elect;  Melvin  D.  Hoff- 
man, MD,  Secretary;  Erminio  Cardi,  MD,  Trea- 
surer. 

Delegates: 

Kent  County  Medical  Society:  Edward  F.  As- 
prinio,  Klaus  F.  Haas,  Charles  S.  Kelly,  John  C. 
Osenkowski,  FredT.  Perry,  MDs. 

Newport  County  Medical  Society:  Charles  P. 
Shoemaker,  Jr. , MD. 

Pawtucket  Medical  Association:  David  Carter, 
Robert  E.  Curran,  Mary-Elaine  Rohr,  Richard 
Wong,  MDs 

Providence  Medical  Association : Michael  S. 
Barrett,  Erminio  Cardi,  Frances  P.  Conklin,  John  J. 
Coughlin,  John  E.  Farley,  Jr.,  Richard  D.  Frary, 
Joseph  R.  Gaeta,  Ronald  M.  Gilman,  Herbert  F. 
Hager,  Robert  A.  Indeglia,  William  S.  Klutz,  Mary 

D.  Lekas,  Betty  B.  Mathieu,  Anthony  F.  Merlino, 
Julius  G.  Migliori,  Daniel  Moore,  Jr.,  Kenneth  B. 
Nanian,  Peter  T.  Nigri,  Jay  M.  Orson,  Herbert 
Rakatansky,  Robert  W.  Reimer,  Rajnikant  K. 
Shah,  Hugo  Taussig,  Albert  F.  Tetreault,  Louis 
Vito,  Jr . , MDs. 

Washington  County  Medical  Society:  Erwin 
Siegmund,  Agu  Suvari,  John  J.  Walsh,  MDs. 

Woonsocket  District  Medical  Society:  Orazio 
Basile,  John  G.  Baxter,  Paul  Hessler,  MDs. 

Specialty  Society  Representatives : 

Rhode  Island  Society  of  Internal  Medicine,  Daniel 
Moore,  Jr,  MD;  Rhode  Island  Section,  American 
Gollege  of  Obstetricians  and  Gynecologists,  John  J. 
Goughlin,  MD;  Rhode  Island  Orthopedic  Society, 
Anthony  Merlino,  MD;  Rhode  Island  Ghapter, 
American  Academy  of  Family  Physicians,  Gharles 

E.  Millard,  MD;  Rhode  Island  Society  of  Anesthe- 
siologists, Augustine  M.  McNamee,  MD ; Provi- 
dence Surgical  Society,  Joseph  E.  Garuolo,  MD; 
Rhode  Island  Society  of  Neurosurgery,  Paul  Bern- 
stein, MD  (substituting  for  Walter  Gotter,  MD)  ; 
Rhode  Island  Thoracic  Society,  Robert  Baute,  MD  ; 
Rhode  Island  Ghapter,  American  Academy  of 
Pediatrics,  John  E.  Farley,  Jr. , MD. 


District  Society  Presidents : Richard  G.  Bertini, 
MD  (Pawtucket),  Prank  G.  DeLuca,  MD  (Provi- 
dence) . 

Members  Ex  Officio:  Seebert  J.  Goldowsky,  MD, 
Editor,  Rhode  Island  Medical  Journal;  John  J.  Cun- 
ningham, MD,  Delegate  to  the  AMA;  Herbert  F. 
Hager,  MD,  Alternate  Delegate  to  the  AMA; 
William  J.  MacDonald,  MD,  Chairman,  Rhode 
Island  Blue  Shield  Board. 

Speaker:  Leonards.  Staudinger,  MD. 

Vice  Speaker : Charles  P.  Shoemaker,  Jr,  MD. 

Also  Present:  Atty.  Mary-Lou  Kennedy,  Legal 
Counsel;  Stephen  J.  Hoye,  MD,  Member,  RI 
Medical  Society;  Alphonse  Cardi,  MD,  Member, 
RI  Medical  Society;  Karen  J.  Challberg,  Staff, 
Howard  E.  Lawton,  Staff. 

Mem  bers  absent  were : 

Delegates: 

Bristol  County  Medical  Society:  John  DeMicco, 
MD. 

Kent  County  Medical  Society:  Thomas  A.  Vest, 
MD. 

Newport  County  Medical  Society:  Thomas 
Cahill,  Edwin  Singsen  (excused) , MDs. 

Pawtucket  Medical  Association:  Bruno  Boren- 
stein,  Benjamin  Healey,  MDs. 

Providence  Medical  Association : Charles  J.  Ash- 
worth, Jr.  (excused),  Andrew  S.  Blazar  (excused), 
Thomas  G.  Breslin  (excused) , Joseph  F.  Callaghan 
(excused),  Richard  P.  lacobucci  (excused),  Harry 
lannotti,  Lynn  C.  Lowe,  Richard  T.  McDermott 
(excused),  Elliot  Perlman,  Raymon  S.  Riley 
(excused),  Barbara  H.  Roberts,  Guy  A.  Settipane 
(excused),  Louis  V.  Sorrentino,  Joseph  R.  Tucci, 
Raymond  W.  Waggoner,  Jr.  (excused) , MDs. 

Washington  County  Medical  Society  : PasqualeJ. 
Celestino,  MD. 

Woonsocket  District  Medical  Society:  Constan- 
tine Pagonis,  MD. 

Specialty  Society  Representatives : 

Rhode  Island  Radiological  Society,  Royal  C. 
Hudson,  MD  (excused)  ; Rhode  Island  Society  of 
Pathologists,  Herbert  Fanger,  MD;  Rhode  Island 
District  Branch,  American  Psychiatric  Association, 
Louis  Hafken,  MD  (excused)  ; Rhode  Island  Emer- 
gency Room  Physicians,  David  Kaplan,  MD; 
Rhode  Island  Dermatological  Society,  Bencel 
Schiff,  MD  (excused)  ; Rhode  Island  Society  of 
Allergy,  Guy  A.  Settipane,  MD  (excused)  ; Rhode 
Island  Ophthalmological  Society,  S.  V.  Just,  MD 
(excused)  ; Rhode  Island  Otolaryngological 
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Society,  Stephen  Issenberg,  MD;  Rhode  Island 
Chapter,  American  College  of  Surgeons,  Paul  J.  M. 
Healey,  MD;  Rhode  Island  Society  of  Nuclear 
Medicine,  Thomas  Hunt,  MD  (excused)  ; Rhode 
Island  Thoracic  and  Cardiovascular  Society,  Jorge 
Benavides,  MD;  Rhode  Island  Neurological 
Society,  Thomas  F.  Morgan,  MD. 

District  Society  Presidents : Alexander  N. 
Arvanitidis,  MD  (Bristol) , William  F.  Varr,  Jr,  MD 
(Kent),  Peter  D.  T.  Clarisse,  MD  (Newport), 
Joseph  J.  O’Neill,  MD  (Washington)  (excused), 
Roger  Fontaine,  MD  (Woonsocket). 

Members  Ex  Officio:  Joseph  E.  Cannon,  MD, 
Director,  Rhode  Island  Department  of  Health 
(excused) . 

Approval  of  the  Minutes 
of  the  Previous  Meeting 

The  Speaker  noted  that  the  minutes  of  the 
January  21,  1981  meeting  had  been  printed  and 
were  included  in  the  handbook. 

Action  : A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  January  21 , 1981  meeting  be 
approved  and  placed  on  record. 

Report  of  the  Secretary 

The  Speaker  noted  that  the  report  of  the  Secre- 
tary was  contained  in  the  handbook  and  those  items 
of  an  informational  nature  would  not  require  dis- 
cussion unless  a request  was  made  to  do  so.  Items 
#4,5,6,  and  7 were  approved  without  discussion. 

1 ) Blue  Cross-Blue  Shield  Merger 

The  Speaker  called  upon  Dr.  Paul  B.  Metcalf,  Jr, 
who  explained  the  report  (Appendix  A)  of  the  Blue 
Shield  Liaison  Committee  and  of  the  proposed 
merger  of  the  Blue  Cross  and  Blue  Shield  Corpora- 
tions. He  explained  that  Mr.  Douglas  McIntosh, 
President  and  Preston  Jordan,  Vice  President,  were 
here  from  the  Blues  to  speak  on  the  proposal.  Dr. 
Staudinger  welcomed  them  to  the  meeting  and 
introduced  Mr.  McIntosh  who  addressed  the  House 
of  Delegates  on  the  proposed  merger  and  what  it 
would  mean  to  the  physicians  of  Rhode  Island,  the 
possibility  of  lost  jobs  and  payroll  income  to  Rhode 
Island  and  the  possibility  of  losing  government 
contracts  via  the  bid  process  if  the  merger  does  not 
take  place.  He  said  he  hopes  that  dialogue  will 
continue  with  the  physicians  of  the  Rhode  Island 
Medical  Society  and  looks  forward  to  working  with 
the  Blue  Shield  Liaison  Committee  of  the  Rhode 
Island  Medical  Society.  A short  question  and  answer 
period  followed.  When  there  were  no  further  ques- 
tions, Dr.  Staudinger  thanked  Mr.  McIntosh  and 


Mr.  Jordan  for  attending  this  meeting. 

Dr.  Metcalf  requested  of  the  House  of  Delegates 
that  the  Blue  Shield  Liaison  Committee  of  the 
Rhode  Island  Medical  Society  have  approval  to 
continue  discussions  with  Blue  Shield  on  the 
merger.  He  stated  that  the  Liaison  Committee 
includes  all  of  the  members  of  the  Blue  Shield 
Board  at  the  present  time.  A discussion  followed  on 
the  merger  and  Dr.  Mathieu  explained  the  meetings 
he  had  had  with  the  Blue  Shield  on  the  merger 
proposal  and  with  the  Society’s  legal  counsel.  He 
said  he  had  received  the  results  of  a poll  of  the 
membership  on  the  merger.  Dr.  Asprinio  asked  that 
they  be  heard.  Dr.  Mathieu  reported  that  609  had 
replied  of  which  402  voted  No,  162  voted  Yes,  41 
Abstained,  and  4 voted  Other.  He  felt  this  repre- 
sented, based  on  the  number  of  replies  received,  a 
true  response  of  the  physicians  in  the  Rhode  Island 
Medical  Society  to  the  proposed  merger. 

Action:  A motion  was  made,  seconded,  and 
voted  (7  against)  that  the  President  of  the  Rhode 
Island  Medical  Society  appoint  a special  committee 
to  obtain  information  on  the  proposed  merger. 
Members  are  to  include  representatives  of  both  pro 
and  anti  merger  attitudes  and  of  each  geographical 
region  in  the  state.  No  more  than  half  of  the 
membership  may  also  be  members  of  the  present 
Board  of  Blue  Shield.  The  committee  is  to  report 
back  to  the  House  of  Delegates. 

2)  Report  of  the  Search  Committee 

Dr.  Charles  E.  Millard  reported  for  the 
committee,  and  presented  a listing  of  the  six  candi- 
dates the  committee  had  selected.  He  explained 
that  each  candidate  had  a half  hour  interview.  He 
explained  the  voting  and  how  the  committee  arrived 
at  the  choice  of  the  candidates  in  the  order  listed. 

Action:  A motion  was  made,  seconded  and 
passed  unanimously  to  receive  the  report  of  the 
Search  Committee. 

Dr.  Rajnikant  Shah  introduced  a resolution  re- 
questing details  and  qualifications  of  all  six 
candidates  and  calling  for  a special  meeting  of  the 
House  of  Delegates  in  four  weeks  to  make  a final 
selection.  Dr.  Shah  spoke  on  his  resolution  stating 
he  felt  the  members  of  the  House  of  Delegates 
should  see  the  curriculum  vitae  of  all  candidates. 
He  stated  he  didn’t  see  any  information  on  the 
leading  candidate.  Dr.  Bertini,  a member  of  the 
Search  Committee,  explained  the  choice  and  listed 
his  (Dr.  Baxter’s)  credentials.  Dr.  DeLuca  said  that 
this  committee’s  work  was  not  done  haphazardly 
and  the  list  as  shown  was  voted  upon  by  the  com- 
mittee. A lengthy  discussion  followed  on  Dr.  Shah’s 
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resolution,  with  questions  to  the  Search  Committee. 
A vote  on  the  resolution  found  10  in  favor  and  30 
opposed.  The  resolution  was  defeated. 

Action:  Dr.  Hoffman  made  a motion  “to  em- 
power the  Search  Committee  to  interview  the  candi- 
dates in  order  of  preference  in  regard  to  selecting  an 
executive  director  and  to  negotiate  salary  and  other 
arrangements  with  this  candidate  and  forward  this 
information  to  the  Council  for  hiring”.  This  motion 
was  seconded  and  passed  unanimously  with  two 
opposed. 

3)  Communication  from  Dr.  Michael  S.  Barrett 

Dr.  Michael  Barrett  spoke  on  his  letter  regarding 
the  Board  of  Medical  Review  and  of  his  opposition 
to  the  article  that  appeared  in  the  Proindence 
Journal  regarding  levying  of  fines  on  physicians.  Dr. 
Barrett  was  invited  to  appear  before  the  Council  at 
the  April  13,  1981  meeting  to  express  his  opinion. 

8)  District  Society  Concerns  or  Issues 

Dr.  James  McGrath,  Washington  County 
Medical  Society,  expressed  concerns  regarding  Blue 
Shield  profiles,  which  were  referred  to  the  Blue 
Shield  Liaison  Committee. 

Report  of  the  Treasurer 

Action  ; A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted,  be 
approved  and  placed  on  file,  subject  to  audit. 

Recommendations  from  the  Council 

Action:  A motion  was  made,  seconded  and  voted 
that  the  Secretary  cast  one  vote  indicating  the 
House  of  Delegates  approval  of  the  slate  for  Presi- 
dent, President-Elect,  Vice  President,  Secretary, 
Treasurer,  Speaker,  Vice  Speaker  and  Standing 
Committees  by  the  Council. 

Report  of  Committees 

The  Speaker  noted  that  the  committee  reports 
(written)  contained  in  the  handbook  were  for  infor- 
mational purposes  only  and  do  not  require  any 
specific  action  by  the  House. 

Action : A motion  was  made,  seconded  and  voted 
that  the  written  reports  of  the  following  committees, 
as  submitted  to  the  House,  be  received  and  placed 
on  record:  Aging  Committee,  Alcohol  and 
Substance  Abuse  Committee,  Blue  Shield  Liaison 
Committee,  Cancer  Committee,  Delivery  of 
Medical  Care  Committee,  Educational  and  Scien- 
tific Board  (CME) , Library  Committee,  Medical 
Aspects  of  Sports,  Mental  Health  Committee,  Nur- 


sing Committee,  Perinatal  Committee,  Publications 
Committee,  I'rustees  of  the  RIMS  Building, 
Auxiliary  Committee,  Professional  Health  Care 
Advisory  Committee,  and  Cooper  Property. 

Cooper  Property  (oral) 

T'he  President  spoke  on  the  report  of  the 
chairman  and  agreed  to  the  recommendation  to  sell 
this  property  if  a buyer  can  be  found. 

Impaired  Physicians  Committee  (oral) 

Dr.  Herbert  Rakatansky,  Chairman,  spoke  on  the 
progress  of  the  Committee  and  how  it  functions.  He 
spoke  of  the  upcoming  two-day  seminar  on  May  8th 
and  9th,  and  of  the  financial  support  from  the  JUA, 
Board  of  Medical  Review,  and  Edgehill  Eounda- 
tion. 

Occupational  Health  Committee  (oral) 

Dr.  John  Baxter,  Chairman,  spoke  on  the  Occu- 
pational Health  Committee  and  of  their  work. 

Hi-Tech  Hi-Touch  Committee  (oral) 

Dr.  Charles  P.  Shoemaker,  Jr,  Chairman,  spoke 
of  the  recent  meeting  of  the  Committee,  of  the  bids 
on  a RIMS  computer  system  that  have  been 
received,  and  of  the  selection  by  the  Committee  of 
1 ) a time  sharing  system  as  the  best  and  least  expen- 
sive for  the  Rhode  Island  Medical  Society,  and  2) 
the  selection  of  Dataman  Time  Company. 

Action  : A motion  was  made,  seconded  and  voted 
unanimously  to  approve  the  recommendations  of 
the  Hi-Tech  Hi-Touch  Committee  for  implementa- 
tion by  the  chairman  and  the  new  executive  direc- 
tor, and  to  forward  this  recommendation  to  the 
Council. 

New  Business 

Action:  A motion  was  approved  unanimously  to 
approve  a resolution  submitted  by  Erminio  Cardi, 
MD  to  endorse  a presently  pending  proposal  by  the 
Bureau  of  Program  Policy  to  permit  all  physician 
specialties  to  use  the  patient  signature  on  hospital 
admission  records  in  completing  HCPA-1490  re- 
quest for  Medicare  payment. 

Adjournment 

There  being  no  further  business,  the  meeting  was 
adjourned  at  4 : 50  pm . 

Respectfully  submitted, 

Melvin  D.  Hoffman,  MD,  Secretary 
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CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

Exercise  Therapy  and  Comprehensive 
Rehabilitation  Services  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Each  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER  — 274-6777 

200  High  Service  Avenue 
North  Providence,  RI  02904 


A Complete  Medical 
Supply  Center 

Medicare  Claims 
Accepted 


Briox. 

the  new,  safe 
concept  in  oxygen 
for  home  use. 

NO  MORE  TANKS 


Safe,  simple,  convenient  and  economi- 
cal. The  Oxy-Concentrator  actually  con- 
centrates oxygen  from  normal  room  air 
and  delivers  it  to  the  patient  in 
enriched,  filtered  and  conditioned  form. 

CALL  US  NOW  FOR  DETAILS 

Medicare  and  Third  Party  Approval 


SURGICAL  CENTERS 


§85  Park  Ave. 

Cranston 

(401)781-2166 


MEDICAL  CLEARING  BUREAU 


S^^ld€>oo{z/e4 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 


‘TEACHING  DAY  IN 
PULMONARY  DISEASES” 

Wednesday,  June  24,  1981 
9:00  a.nn.  — 1 1:55  a.m. 

GEORGE  BUILDING  AUDITORiUlVI 

RHODE  ISLAND  HOSPITAL 

Providence,  Rhode  Island 

Registration  will  begin  at  8:45  a.m. 
Registration  Fee  — $25.00 

This  program  is  approved  for  3 hours  credit, 
Category  1,  American  Medical  Association, 
Physician’s  Recognition  Award 
Sponsored  by 
RHODE  ISLAND  HOSPITAL 
DEPARTMENT  OF  MEDICAL  EDUCATION  and 
DEPARTMENT  OF  MEDICINE, 

DIVISION  OF  RENAL  DISEASES 
(BROWN  UNIVERSITY  AFFILIATED  HOSPITAL) 

For  further  information  call  277-5015 


Roger  Williams  Generai  Hospital 

now  has  a 

TUMOR  BOARD 

which  meets  on  Thursdays  at  7:30  am 
in  the  Pathology  Conference  Trailer 


Sixteenth  Post-Graduate  Conference 
Medical  Aspect  of  Sports 
University  of  Rhode  Island 
July  16,  17,  1981 

For  additional  information  write  or  teJephone  the 
Conference  Office 

University  of  Rhode  Island,  401-792-2170. 


Ouuljejeffiies 
died  six  motiths  ago. 

Lastwe^ 
Chailidshrother 
buried  his  estate. 


Charlie  thought  he  did  the 
right  thing.  He  had  a will  and 
had  named  his  brother  executor. 
But  that  wasn’t  really  the  smartest 
thing  to  do.  His  brother  didn’t  have 
the  time,  the  legal  knowledge,  or  the 
tax  expertise  necessary  to  settle  an  estate 
properly.  As  a result,  Charlie’s  widow  had 
to  wait  six  months  to  get  money  that  she 
needed  right  away.  And  the  family  had  to  pay 
thousands  of  extra  dollars  in  taxes  that  might 
have  been  avoided  if  Charlie’s  brother  had 
known  proper  tax  planning. 

If  Charlie  had  named  InBank  as  his 
executor,  his  family  would  have  had  the  help 
of  experienced  professionals  who  knowhow 
to  settle  an  estate.  Working  with  Charlie’s 
attorney,  we  would  have  used  the  best  planning 
methods  to  save  taxes  and  ensure  that  his  family 
got  every  dollar  possible,  as  soon  as  possible. 

Don’t  let  your  estate  end  up  like  Charlie’s.  Let  us 
act  as  your  executor.  Or  if  you  prefer,  co-executor  with  a 
relative  or  friend.  With  InBank  working  for  you,  along 
with  your  attorney,  you  will  be  providing  the  kind  of  pro- 
fessional assistance  your  estate  deserves. 

You’ve  worked  hard  for  your  family’s  security.  See  us  now 
to  make  sure  it’s  not  all  lost.  Call  Gregory  Ahern  at  (401) 
278-6699,  or  write  to  him  at  Industrial  National  Bank,  Trust 
and  Investment  Division,  100  Westminster  Street, 

Providence,  Rhode  Island  02903. 

5 INBRNK 

^^l^ll^TRUSTAND  INVESTMENT  DIVISION 

Financial  minds  for  your  peace  of  mind. 


Fiske  Fund  Prize  Dissertation  1979 


The  Benefits  and  Pitfalls  of 
Health  Planning 


Charles  E.  Millard,  MD 

“Health  planning”  has  been  defined  by  Hyman  as 
“planning  (which)  appraises  the  overall  health 
needs  of  a geographic  area  to  determine  how  these 
needs  can  be  met  in  a most  effective  and  economic 
manner  by  existing  and  future  facilities  and  pro- 
grams”.’ 

The  forces  responsible  for  the  success  of  our 
society  were  recently  analyzed  by  John  Gardner.  On 
the  one  hand  there  is  the  “let  the  best  man  win” 
philosophy,  which  grants  special  privilege  to  the  in- 
dividual who  exhibits  intelligence,  creativity,  and 
motivation;  on  the  other,  there  is  the  concept  that 
“all-men-are-created-equal”,  which  assures  certain 
inalienable  rights  to  the  individual  regardless  of  his 
capacities.  These  forces  establish  the  critical  lines  of 
tension  in  modern  society.  Each  makes  a valuable 
contribution.  Gardner  concludes:  “This  tension 
will  never  be  resolved  and  never  should  be 
resolved”.  There  is  an  analagous  tension  existing 
between  health  planners  who  are  demanding  gov- 
ernment regulatory  control  to  accomplish  their  ends 
and  their  opponents  who  believe  in  freedom  from 
governmental  control. 

Health  planners  justify  their  position  because  of 
the  increasing  and  never-ending  escalation  of 
medical  care  costs,  their  contention  being  that  these 


Fiske  Fund  Prize  Dissertation  Awards  1979  were  presented  at 
the  Rhode  Island  Medical  Society  Annual  Meeting,  May  14, 
1980,  to  co-winners  Charles  E.  Millard,  MD  and  William  J. 
Waters,  PhD. 

Charles  E.  Millard,  MD,  President,  Rhode  Island 
Medical  Society,  Providence,  Rhode  Island. 


costs  must  and  can  be  contained  by  Health  Plan- 
ning. On  the  other  hand  their  opponents  are  quick 
to  point  out  the  failures  of  governmental  inter- 
ference in  other  aspects  of  American  life.^ 

This  was  succinctly  stated  by  Samuel  Tibbitts, 
Ghairman  of  the  Board  of  the  American  Hospital 
Association  (AHA),  January,  1978.  The  nation’s 
health  care  system  has  reached  a stage  at  which  “the 
critical  issue  of  philosophy  concerning  human  life 
and  the  priority  of  health  status”  in  contemporary 
society  must  be  viewed  “against  the  backdrop  of 
special  interests  and  limited  resources.” 

A major  hindrance  in  resolving  today’s  complex 
issues,  he  said,  is  “a  tendency  quickly  to  divide  up 
forces  and  work  with  problems  on  an  emotional 
basis  without  first  clearly  defining  the  problem”. 

Looking  ahead  to  the  further  cost  containment 
activities,  he  said,  “we  need  experimentation, 
proper  cost-benefit  analysis  of  such  experiments, 
and  innovation.  We  need  public  education  and 
close  communication  among  providers,  manage- 
ment, labor  and  government,  and  insurance 
carriers.^ 

Historical  Background  of  Health  Planning 

The  federal  government  first  became  involved  in 
health  planning  in  1873  when  Gongress  enacted  the 
national  port  quarantine  system.  This  system  was 
effective  in  controlling  certain  epidemics.  It  was 
also  the  precedent  for  the  federal  government  to 
intervene  and  achieve  benefits  that  result  from  a 
uniform  administrative  policy.’’ 


June,  1981  — "Vol.  64 


305 


In  1910  the  Flexner  Report  again  demonstrated 
that  private  actions  in  the  health  care  system 
without  some  central  control  or  standards  were  not 
satisfactory  in  improving  health  care. 

Following  World  War  I the  health  care  system 
was  strained  hy  returning  veterans  and  the  Veterans 
Administration  was  created.  With  the  enactment  of 
the  Social  Security  Act  of  1935,  provision  was  made 
for  the  maternal  and  child  health  care  programs 
which  have  expanded  over  the  years. 

The  Hill-Burton  Hospital  Survey  and  Construc- 
tion Act  of  1946  (PL  79-725)  was  the  beginning  of 
national  planning  in  the  medical  field.  From  a 
management  point  of  view,  however,  any  attempt  to 
describe  national  health  planning  in  the  United 
States  would  have  to  await  the  enactment  of  the  Re- 
gional Medical  Program  Act  (PL  89-239)  and  the 
Comprehensive  Health  Planning  Act  (CHP)  (PL 
89-749) . Viewed  as  management  mechanisms,  both 
were  planning  acts. 

However,  the  Regional  Medical  Program  had 
more  action  designed  into  it,  particularly  before  it 
was  amended  by  the  Congress,  and  it  was  much 
more  “medical”  in  its  orientation.  Comprehensive 
Health  Planning,  on  the  other  hand,  was  totally  a 
planning  tool,  what  lawyers  call  an  enabling  act, 
designed  to  set  up  the  mechanism  for  broad-scale 
health  — not  merely  medical —planning  in  all  50 
states.®  The  errors  made  in  the  creation  of  Compre- 
hensive Health  Planning  finally  led  to  the  passage  of 
a new  National  Health  Planning  and  Resources  De- 
velopment Act  (PL  93-641 ) . 

The  original  CHP  program  was  an  attempt  to  de- 
centralize health  decision-making  and  place  it  in 
the  local  (areawide)  CHP  agencies  or  state  CHP 
agencies.  Failure  to  accomplish  their  goals  led  to 
their  demise.  Paradoxically,  the  new  national 
health  planning  policy  dictates  that  a national  plan 
come  first,  despite  the  fact  that  under  CHP,  on  a 
smaller  scale,  this  was  a failure. 

The  present  law  concentrates  much  more  on 
health  care,  ie  health  care  delivery  systems,  than  the 
CHP  act.  PL  93-641  has  very  little  to  say  about  en- 
vironmental and  other  public  health  programs.  The 
Congressional  statement  on  National  Health  Prior- 
ities in  section  1502  shows  that  nine  out  of  ten  items 
are  about  health  care.  There  is  one  miscellaneous 
item  (eighth  on  the  list)  calling  for  the  promotion 
of  activities  for  the  prevention  of  diseases  that 
includes  studies  of  nutritional  and  environmental 
factors  affecting  health  and  the  provision  of  preven- 
tive health  care  services.® 


Potential  Benefits  of  Health  Planning 

Voluntary  health  planning  is  supported  in  principle 
by  the  AMA  and  the  Rhode  Island  Medical  Society 
when  the  planning  is  done  at  the  local  level  and  en- 
courages physicians  to  participate  in  the  process. 

Although  PL  93-641  has  many  problems,  it  still 
has  had  some  beneficial  effect.  For  the  first  time, 
health  planning  is  now  in  effect  in  all  areas  of  the 
country,  and  considerable  effort  has  been  made  to 
strengthen  community  participation. 

There  has  also  been  an  expanding  dialogue 
between  the  public  and  private  sectors,  as  evidenced 
by  the  more  than  20  state  medical  associations  that 
support  ongoing  health  planning  functions.  We  are 
beginning  to  see  deliberate,  cooperative  efforts  to 
curb  spending  and  to  allocate  finite  health  resources 
appropriately.® 

Attesting  to  the  fact  that  there  is  cooperative 
effort  to  curb  spending  was  the  inaugural  address  of 
Samuel  Tibbitts,  Chairman  of  the  Board  of  Trus- 
tees of  the  AHA.  He  said  that  the  nation’s  health 
care  system  has  reached  a stage  at  which  “the 
critical  issue  of  philosophy  concerning  human  life 
and  the  priority  of  health  status”  in  contemporary 
society  must  be  viewed  “against  the  backdrop  of 
special  interests  and  limited  resources”. 

Looking  ahead  to  further  development  of  cost 
containment  activities,  he  said,  “we  need  experi- 
mentation, proper  cost-benefit  analysis  of  such  ex- 
periments, and  innovation.  We  need  public  educa- 
tion and  close  communication  among  providers, 
management,  labor  and  government,  and  in- 
surance carriers  ”. 

Along  with  these  measures,  Tibbitts  said,  pro- 
viders must  also  show  a willingness  to  give  up  some 
of  their  autonomy  in  such  things  as  providing  un- 
needed and  duplicative  services,  to  join  shared 
service  programs  and  multihospital  systems,  and  to 
be  “tougher  managers  in  terms  of  staffing”.  This 
type  of  thinking  would  have  been  heresy  of  few  years 
ago. 

Another  benefit  which  can  result  from  health 
planning. is  the  development  of  valid  and  reliable 
data  upon  which  to  base  future  decisions  concern- 
ing health  planning  and  cost  containment.  It  will 
also  present  an  opportunity  to  develop  and  refine 
health  planning  methodologies  which  are  at  present 
totally  inadequate.  It  is  recognized  by  one  and  all 
that  health  planning  at  this  time  remains  an  imper- 
fect “art”  and  it  raises  as  many  questions  as  it 
attempts  to  answer.® 

The  aforementioned  facts  are  well  recognized  by 
the  Department  of  Health,  Education  and  Welfare 
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(HEW),  now  the  Department  of  Health  and 
Human  Services  (HHS) , in  one  of  its  reports. 
“Regardless  of  how  detailed  one’s  approach  to  plan- 
ning may  he,  in  order  to  he  effective,  planners  and 
policy-makers  need  valid  and  reliable  data  which 
will  permit  more  rational  decision  making  in  the 
health  care  areas.  Often,  even  where  data  exist, 
there  is  a lack  of  understanding  as  to  how  to  inte- 
grate the  various  data  collection  and  analysis  steps 
with  interpretation  and  decision  making.’"’ 

Potential  Pitfalls  of  Health  Planning 

A . The  Da  nger  of  Politicized  Medicine 

Charles  C.  Edwards,  former  Assistant  Secretary  for 
Health,  addressed  this  issue  very  lucidly  and  sum- 
marized the  dangers  of  this  situation.  “I  think  that 
those  concerned  about  the  development  of  national 
health  policy  may  want  to  consider  what  changes 
within  the  federal  health  structure  might  contribute 
to  a reduction  in  politically  inspired  decision 
making  and  to  the  acceptance  of  rational  planning 
as  the  basis  for  health  policy  decisions.” 

“It  seems  fair  to  say  that  government’s  function  in 
the  pluralistic  health  enterprise  remains  unclear 
and  controversial.  Y or  political  reasons  made  all  the 
more  evident  in  a presidential  election  year,  and  for 
philosophical  reasons  that  reflect  a traditional  con- 
flict between  attitudes  and  motives  in  the  private 
and  public  sectors,  the  nation  has  yet  to  come  to 
terms  with  the  question  of  the  government’s  basic 
function  (or  functions)  with  the  health  system. 
Although  there  can  be  no  doubt  that  the  federal 
government  dominates  the  making  of  policy  in  every 
facet  of  the  system,  no  endeavour  in  which  the 
government  occupies  so  powerful  and  dominant 
role  is  as  unplanned,  uncoordinated,  and  unguided 
as  the  federal  health  effort. 

“Unless  this  condition  changes  — unless  the 
function  of  the  federal  health  effort  and  the  form  to 
carry  out  that  function  can  be  defined  and 
established  in  an  atmosphere  unhindered  by 
political  bias  and  philosophical  cant  — I submit  that 
the  system  as  it  is  now  known  is  headed  for  collapse 
and  that  in  its  place  a system  completely  under  the 
control  of  the  government  will  be  erected.” 

He  suggested  the  following  remedy,  “As  the  first 
step  in  this  restructuring,  I believe  that  two  of  the 
prime  functions  of  the  federal  health  program  — 
namely,  regulation  and  program  management  and 
support  — must  be  separated.  Regulation  and  pro- 
gram management  are  inherently  different 
functions  having  different  goals  and  perspectives. 
To  group  these  functions,  however  loosely,  within 


the  Department  of  Health,  Education  and  Welfare, 
which  is  itself  a loose  confederation  of  programs 
and  functions  held  together  more  out  of  tradition 
than  logic,  serves  only  to  compound  the  problem  of 
management.  It  is  illogical  and  impractical  to 
assign  to  the  same  group  of  managers  the  responsi- 
bility to  support  the  development  of  health  re- 
sources and  the  provision  of  health  services  together 
with  the  frequently  conflicting  responsibility  for 
regulating  ever  more  numerous  facets  and  functions 
of  the  health-care  system.  Moreover,  to  lodge  these 
disparate  responsibilities  with  a department  that  is 
extraordinarily  subject  to  political  pressure 
(primarily  because  its  constituency  is  literally  the 
whole  population)  is  to  invite  political  domination 
that  has  in  recent  years  severely  hampered  the  De- 
partment’s health  leaders  in  providing  influential 
leadership.”^ 

The  wisdom  of  Doctor  Edward’s  remark  is 
substantiated  by  many  historical  episodes  where 
politics  have  dominated  decision  making.  Certifi- 
cate of  Need  is  a program  which  has  recently  been 
pointed  out  to  be  fraught  with  political  influence.  It 
is  feared  that  those  in  power  will  grant  their  friends 
the  CON  while  outsiders  will  get  nothing. 

United  States  Rep  David  Stockman,*  one  of  the 
leaders  in  opposition  to  PL  93-641,  foresaw  this 
danger  and  said,  he  could  accept  HSAs  that  serve 
merely  a “formal  planning  and  consulting  func- 
tion”, but  he  objects  to  their  regulatory  functions 
and  especially  the  certificate  of  need.  “Once  you 
create  a franchising  situation  or  limit  the  numbers 
of  franchises  below  what  the  market  is  demanding”, 
he  says,  “then  you’ve  got  a political  situation  where 
those  that  are  entrenched  are  strong  and  can 
dominate  the  Health  Services  Agencies  (HSAs)  and 
get  their  franchise,  and  anybody  who’s  new  and  not 
part  of  the  establishment  won’t”.® 

The  following  example  of  this  above  occurred  in 
Mississippi.  “If  the  Mississippi  Health  Planning  and 
Development  Agency  rejects  an  application,  the 
applicant  has  the  right  to  a fair  hearing  conducted 
by  a fair  hearing  officer  appointed  by  the  Governor” 
(Finch) . 

While  the  health  planning  agency’s  decision  must 
be  justified  by  the  state  plan,  those  of  the  hearing 
officers  may  not.  The  power  of  the  officer  to  cir- 
cumvent the  plan  by  approving  unneeded  facilities 
rejected  by  the  agencies  was  revealed  in  hearings 
before  the  Senate  Subcommittee  on  Human  Re- 
sources last  February. 

*Now  Director  of  the  Office  of  Management  and  Budget.  Ed. 
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“Federal  reimbursement  will  be  provided  for  the 
construction  of  three  unneeded  nursing  homes  in 
Mississippi”,  HEW’s  Under  Secretary  Hale 
Champion  told  the  subcommittee.  “The  fair 
hearing  officer  intentionally  allowed  the  review 
period  to  expire.  This  state  hearing  officer  was  re- 
moved from  future  participation  in  the  section  1122 
appeals  process  due  to  these  actions.” 

Mississippi  has  only  one  HSA.  Glenn  Goodwin, 
who  resigned  as  MSHA  director  in  April  1978,  was 
asked  to  confirm  a statement  attributed  to  him  that 
it  does  not  matter  what  happens  in  review  com- 
mittees, since  it  is  the  governor  who  decides  who 
receives  a certificate  of  need.  “That  is  essentially 
correct,”  he  said.  “The  HSA  reviews  and  makes  a 
recommendation  to  the  state  agency  which  is  in  the 
office  of  the  governor,  and  they’re  the  only  ones  that 
can  say  yes  or  no.  If  (an  applicant)  gets  negative 
comments  and  accepts  the  offer  of  a fair  hearing, 
the  governor  appoints  the  officer.  He  does  have  the 
final  say  because  it  comes  to  his  office  or  to  his  fair 
hearing  officer.” 

Finally,  Theodore  Smith,  a member  of  the  origi- 
nal State  Health  Coordinating  Council  (SHCC) , 
resigned  in  mid-1977  saying,  “I  am  forced  to  con- 
clude that  these  organizations  are  primarily  being 
operated  on  the  basis  of  political  considerations”.  It 
is  interesting  to  note  that,  while  Mississippi  quali- 
fied for  four  HSAs,  Governor  Finch  chose  to  have  a 
single  HSA  to  cover  the  entire  state,  a decision  a 
number  of  people  claim  was  made  to  allow  the 
governor  to  control  its  final  decision.® 

An  analagous  example  occurred  here  in  Rhode 
Island.  Although  not  in  health  care,  it  serves  to 
illustrate  the  point.  The  article  appeared  in  the  Pro- 
vidence Evening  Bulletin  of  November  23,  1979: 
“Politicians  and  their  friends  and  relatives  have 
been  selected  as  developers  of  half  the  1 1 new 
section  8 housing  projects  for  the  poor  recently  ap- 
proved by  the  RI  Housing  and  Mortgate  Finance 
Corporation  (RIHMFC) . The  recent  round  of 
project  approvals  continues  RIHMFCs  pattern  of 
choosing  the  politically  connected  to  develop  multi- 
million-dollar  apartment  buildings  under  the 
lucrative  federal  program  that  was  intended  by 
Congress  to  provide  housing  for  the  poor.”'®  “ 

Congress  and  politics  can  influence  medicine  by 
passing  legislation  favoring  one  form  of  delivery  of 
medical  care  over  another.  An  example  of  this  is 
pending  in  the  Congress  at  the  present  time  *where- 
by  legislation  is  going  to  make  a two  class  benefit 

‘May  1980.  Ed. 


system.  A proposed  amendment  (HR  4444)  to  the 
health  maintenance  organization  law  would  change 
the  way  in  which  HMOs  could  contract  for  Medi- 
care reimbursement  on  either  a cost  or  risk  basis. 

Tbe  result,  unfortunately,  would  be  a two-class 
benefit  system  for  Medicare  beneficiaries  for  pre- 
ventive medical  services.  It  would  require  one  group 
of  Medicare  (non-HMO  enrollees)  to  support  addi- 
tional benefits  to  others.  Benefits  specifically  ex- 
cluded under  Medicare,  such  as  preventive  health 
service,  are  to  be  offered  HMO  enrollees,  but  not  to 
non-HMO  Medicare  beneficiaries.  It  was  not  the 
intent  of  Congress  in  establishing  Medicare  to  create 
differing  levels  of  care,  based  solely  on  the  type  of 
organization  providing  the  service. 

Equality  would  require  that  all  Medicare  re- 
cipients receive  the  same  services.  If  Medicare 
benefits  can  be  furnished  through  an  HMO  (or 
whatever  means)  at  reduced  costs,  the  benefits 
should  redound  to  all  Medicare  beneficiaries. 

The  political  implications  of  decertifying  beds 
and  closing  of  hospitals  is  clearly  shown  in  New 
York.  By  early  1979  empty  beds  had  become  a fact 
of  life.  The  daily  inpatient  census  fell  from  14,000 
to  9,000. 

“The  amount  of  money  that  can  be  spent  on 
health  is  limitless”  observed  Doctor  Martin 
Cherkasky,  Mayor  Edward  Koch’s  former  top  health 
adviser.  As  principal  architect  of  New  York’s  inevit- 
able hospital  cuts,  he  vowed  that  the  city  would 
never  abandon  its  historical  commitment  to  health 
care.  But  it  will,  he  said,  adopt  rational  limits. 

The  $340  million  subsidy  to  city-owned  hospitals 
will  be  pared  by  $40  million  in  1981  and  by  an  addi- 
tional $20  million  in  1982  and  1983.  There  will  be 
reductions  in  the  voluntary  systems  as  well.  Once 
the  dust  settles,  between  3,000  and  5,000  beds  will 
be  gone  and  the  net  result  will  be  a leaner,  smaller, 
better  system  with  more  careful  management. 

“But  personal  or  political  considerations  could 
destroy  any  chance  we  have”  added  Cherkansky.  In 
some  crises  we  are  at  our  best.  In  this  one,  there  is  a 
very  real  chance  that  we  are  not  going  to  pull  out  of 
it.  Too  many  groups  are  interested  in  feathering 
their  own  nests. 

Hospitals,  it  should  be  borne  in  mind,  are  labor 
intensive.  Payrolls  can  make  up  55  per  cent  of  their 
costs.  The  real  pain  of  closing  one  unused  hospital 
bed  is  felt  by  four  out-of-work  employees. 

While  the  city  can  legally  close  its  own  hospitals, 
only  the  state,  through  its  commissioner  of  health, 
can  close  a private  hospital.  It  can  passively  starve  a 
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hospital  simply  by  decertifying  beds.  Or  it  can 
actively  rescue  a politically  well  connected  hospital. 
More  than  one  financially,  voluntary  struggling 
hospital  has  been  selectively  rescued  from  bank- 
ruptcy in  return  for  extensive  New  York  state  con- 
trol.'^ 

Another  political  mechanism,  a serious  and 
totally  uncalled  for  carelessness  in  testifying  before 
congressional  sub -committees  by  people  who  are 
trying  to  further  legislation  that  they  favor,  has 
been  the  use  of  scare  tactics.  This  is  accomplished 
by  the  use  of  citing  statistics  which  cannot  be  sup- 
ported, but  once  the  allegation  has  been  made  the 
effect  has  been  accomplished. 

An  example  of  this  type  of  propaganda  was  the 
charge  that  17  per  cent  of  surgery  performed  was 
unnecessary.  This  debate  flared  up  early  in  1976 
before  the  House  Subcommittee  on  Oversight  and 
Investigations  of  the  Interstate  and  Foreign  Com- 
merce Committee.  This  subcommittee  offered  its 
own  definition  of  “unnecessary  surgery”.  They 
subjected  the  definition  to  some  shaky 
extrapolations,  and  came  up  with  alarming  na- 
tional projections  — projections  that  were  carried 
across  the  country  by  a five -part  New  York  Times 
series,  “Should  you  trust  your  doctor?” 

Using  data  leaked  by  the  subcommittee,  the 
Times  painted  a picture  of  widespread  unnecessary 
surgery  supposedly  costing  the  county  $4  billion  and 
12,000  lives  annually. 

Now  we  find  that  preliminary  data  from  the 
AMA’s  Surgical  Criteria  Project,  conducted  for  the 
past  18  months  under  contract  with  the  US  Depart- 
ment of  Health,  Education  and  Welfare  discloses 
that  less  than  1 per  cent  of  surgical  cases  screened 
under  preset  criteria  hy  hospitals  in  seven  areas 
served  by  Professional  Standards  Review  Organiza- 
tions (PSROs)  were  found  to  be  not  justified. 

A similar  scare  statistic  was  reiterated  many  times 
in  the  papers,  namely  that  “30,000”  Americans  died 
each  year  because  of  physicians’  misuse  of  drugs. 

An  editorial  in  the  Medical  Tribune  responded  to 
this  allegation.  It  pointed  out  that  numbers,  sta- 
tistics, and  facts  are  not  necessarily  the  same  thing. 
“Of  late  100,000  fatalities  annually  have  been  attri- 
buted to  gram -negative  bacteremias  resulting  from 
‘overuse’  of  antibiotics”. 

In  contradistinction  to  this,  we  have  vital  statistics 
compiled  by  the  US  National  Center  for  Health  Sta- 
tistics from  all  death  certificates  in  1968.  In  that 
year,  they  record  331  deaths  due  to  the 
“complications  and  misadventures”  in  therapeutic 


administration  of  drugs  and  biologicals,  and  13  in 
other  unspecified  procedures.  Then,  exclusive  of 
accidental  poisonings,  the  grand  total  of  deaths  re- 
corded as  a result  of  side  effects  of  therapeutically 
used  drugs  is  357,  not  “30,000”. 

Once  again,  in  regard  to  bacteremias,  the  same 
US  statistical  source  records  per  annum  deaths 
from  all  septicemias  ranging  from  2,991  (1968)  to 
4,180  (1972).  More  specifically,  in  the  category 
“other  bacterial  septicemias”  under  which  the 
gram-negative  bacteremias  are  subsumed,  the 
figures  are  254  in  1968,  266  in  1969,  and  250  in 
1970.  How  do  we  reconcile  these  statistics  with  the 
number  of  100,000  deaths  annually? 

Congress  is  considering  laws  that  will  impact  on 
virtually  every  facet  of  the  physician’s  life  from  re- 
search to  patient  management,  from  medications  to 
medical  devices.  Congress,  in  its  deliberations,  de- 
pends on  the  truthfulness  of  those  who  testify,  on  the 
accuracy  of  data  provided  by  government  officials, 
scientists,  physicians,  and  all  whose  presentations 
they  accept  in  good  faith.  Sound  decisions  can  only 
be  based  on  honest  data  and  hard  facts. 

If  we  are  to  serve  the  American  people  well,  we 
must  recognize  Claude  Bernard’s  warning  that  “if 
the  facts  used  as  a basis  for  reasoning  are  ill  estab- 
lished or  erroneous,  everything  will  crumble  or  be 
falsified  . . . 

An  interesting  observation  was  made  by  Doctor 
Joseph  Cannon,  Director  of  the  Rhode  Island  State 
Department  of  Health.  “I  believe  that  in  medicine  it 
is  the  role  of  public  health  and  government  to  pro- 
vide centralized  coordination,  problem  identifica- 
tion, and  resource  allocation.  This  must  grow  out  of 
democratic  decision  and  policy  making.  On  the 
other  hand,  I believe  that  government  should  not  be 
directly  involved  in  large  scale  implementation  of 
programs.  Programs  should  be  implemented  at  the 
periphery  by  small  community  based  groups.  The 
use  of  such  groups  through  contracts  and  grants  has 
been  the  pattern  that  we  have  attempted  to  follow 
in  the  public  health  sector  in  Rhode  Island.  It  is 
very  clear  to  me  that  bureaucracy  by  its  nature  is 
not  terribly  efficient  in  the  actual  day  to  day  ac- 
complishment of  individualized  tasks  such  as  the 
provision  of  medical  care”. 

The  foregoing  evidence  clearly  demonstrates  one 
of  the  major  pitfalls  of  health  planning  — the  ever- 
present danger  of  political  medicine. 

B.  The  Dangers  of  Cost  Containment  in 
Health  Planning 

Mechanic  has  stated  that  cost  containment  requires 
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changes  either  in  patterns  of  consumption  or  in  the 
way  services  are  provided.  Ultimately,  the  future  of 
medical  care  and  cost  containment  depends  on  the 
advances  in  biomedical  and  health  services 
research.  In  the  short  run,  costs  will  be  contained 
increasingly  by  rationing  mechanisms. 

Whereas  cost  sharing  is  intended  to  affect 
consumer  behavior,  implicit  rationing,  as  through 
capitation  and  prospective  budgeting,  is  intended  to 
encourage  physicians  to  make  tougher  allocation 
decisions.  Explicit  rationing,  in  contrast,  depends 
more  on  administrative  decisions  that  limit  physi- 
cian discretion. 

We  should  examine  each  one  of  these  separately. 

Rationing  to  affect  the  patient.  Co-insurance  and 
deductibles  are  intended  to  share  costs  with  the  pa- 
tients and  to  inhibit  unnecessary  use  of  services. 
They  affect  the  behavior  of  the  poor  more  than  the 
affluent,  however,  and  create  problems  of  equity. 
Although  cost  sharing  may  affect  the  use  of  ambula- 
tory care  and  drugs,  it  has  less  certain  effects  on 
hospital  utilization  that  involves  decisions  made 
largely  by  physicians.  These  decisions  are  more 
likely  to  respond  to  rationing. 

Rationing  to  affect  the  physician.  Implicit  ra- 
tioning refers  to  established  limitations  on  the  re- 
sources available  to  any  provider  of  care  such  as 
fixed  prospective  budgets  and  restrictions  on  sites  of 
care,  hospital  beds,  or  specialty  positions.  These  de- 
cisions are  implicit,  because  they  do  not  specify 
what  services  should  be  provided  or  what  assess- 
ments physicians  should  make,  but  achieve  their 
effects  by  placing  greater  pressures  on  doctors  to 
make  hard  allocation  choices.  Implicit  rationing 
is  viewed  as  more  consistent  which  physician  auton- 
omy and  clinical  responsibility.  The  hypothesis  is 
that  resource  limitation  encourages  the  physician  to 
define  priority  of  need  more  carefully  and  dis- 
tinguish between  services  that  are  more  or  less 
necessary. 

Explicit  rationing,  in  contrast,  involves  direct  ad- 
ministrative decisions  such  as  exclusion  of  certain 
types  of  services  from  insurance  coverage,  limita- 
tions on  the  availability  of  specific  types  of  visits  or 
procedures,  prereview  of  the  use  of  expensive  pro- 
cedures, concurrent  utilization  review,  required 
intervals  between  the  provision  of  specified  services, 
and  limits  on  total  benefits.  Although  physicians 
favor  an  open-ended  system  in  which  they  can  make 
whatever  judgement  seems  medically  desirable,  the 
function  of  both  explicit  and  implicit  rationing  is  to 
restrict  options.  Explicit  rationing  involves  direct 
control  over  allocative  decisions. 


Although  planned  rationing  seems  to  be  a reason- 
able approach,  it  is  highly  susceptible  to  public 
pressure  and  political  influence  and  does  not  neces- 
sarily result  in  a fairer  allocation  of  resources. 

It  has  been  argued  that  asking  the  physician  to 
ration  services  is  to  violate  his  primary  responsibility 
to  the  patient  to  do  everything  possible.  Although 
the  ethic  of  doing  everything  possible  is  increasingly 
unrealistic  in  the  face  of  biomedical  advances,  ex- 
plicit rationing  helps  shift  much  of  the  responsibility 
for  limiting  services  from  the  physician  to  an  imper- 
sonal third  party.  This  has  serious  disadvantages  for 
both.  It  may  seriously  limit  the  physician’s  profes- 
sional discretion  and  the  opportunity  to  respond 
creatively  to  unique  aspects  of  the  clinical  situation. 
It  removes  the  responsibility  from  the  patient  to  a 
more  distant  authority — one  that  will  be  more  im- 
pervious to  appeal  or  persuasion. 

A serious  disadvantage  of  this  rationing  process  is 
that  there  is  relatively  little  firm  knowledge  about 
the  effects  of  different  methods  of  rationing  on 
patients,  physicians,  and  the  types  of  relations  that 
evolve  between  them,  and  this  is  a serious  question 
for  the  near  future.'® 

Another  danger  in  cost  containment  in  health 
care  planning  occurs  when  utilization  standards  in- 
corporated in  the  plan  propose  to  contain  costs  by 
reducing  hospital  beds  to  a level  well  below  existing 
public  demand.  Similar  constraints  on  physician 
and  nursing  manpower  are  proposed  for  the  same 
reason.  Resource  restriction  of  this  type  produces  a 
form  of  unregulated  rationing  known  as  queueing. 
Most  of  us  have  had  unsatisfactory  experience  with 
a similar  type  of  rationing  during  the  recent  and 
possibly  recurrent  gasoline  shortage. 

Rationing  health  services  by  queueing  would 
have  two  calamitous  consequences  for  Rhode 
Island.  Those  who  can  afford  to  will  go  out  of  state 
for  health  service  with  personal  inconvenience  and 
the  loss  of  jobs  and  income  for  the  state.  Those  who 
cannot  afford  to,  namely  the  poor  and  elderly,  will 
have  their  health  services  denied  or  delayed.  Such 
unregulated  rationing  of  health  services  would  be  a 
regressive  step,  negating  the  gains  in  access  achieved 
over  the  past  fifteen  years,  and  much  in  conflict 
with  the  stated  fundamental  health  service  goals  in 
the  Plan.'^ 

C.  Is  Conflict  Inevitable  Between  PSRO  and  HSAs? 

A PSRO  and  an  HSA  differ  in  several  ways.  While 
both  agencies  are  community  based,  they  relate 
to  primarily  different  audiences.  PSROs  are 
controlled  by  physicians.  HSAs  are  controlled  by  a 
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broad-based  community  board  required  by  law  to 
have  a consumer  majority.  The  PSRO  provides  a 
link  between  the  physician  and  government  and  is 
most  concerned  with  the  individual  patient.  The 
HSA  provides  a link  between  health  institutions  and 
government  and  is  most  concerned  with  the  com- 
munity. 

Both  agencies  attempt  to  improve  health  hy  con- 
trols ovf^r  care  delivery,  but  their  impact  under 
certain  conditions  could  be  counterproductive.  To 
researchers  of  the  health  policy  program  in  the 
University  of  California  School  of  Medicine  (San 
Francisco) , conflict  appears  inevitable  between  the 
HSA’s  drive  for  efficient  utilization  existing 
resources  and  the  PSRO  initiatives  to  improve  the 
quality  of  care.  This  study  team  determined  that, 
except  in  a few  situations  such  as  clearly 
unnecessary  surgery,  the  objectives  of  improving 
quality  and  controlling  costs  will  come  into  conflict. 

Each  agency  will  be  trying  to  accomplish  both 
objectives  and  will  be  evolving  its  priorities.  Both 
objectives  can  be  satisfied  only  when  overutilization 
leads  to  poor  quality  and  also  higher  costs.  Friction 
may  also  develop  over  the  point  at  which  cost 
cutting  begins  to  lower  quality.'® 

Werlin  et  al  stressed  that  the  main  task  of  HSAs 
will  be  to  influence  participants  (hospitals,  phy- 
sicians, third  party  payors,  the  public  and  state 
regulatory  agencies)  . The  HSAs  will,  at  best, 
recommend  to  these  groups ; they  have  no  power  to 
implement  change  in  the  system  directly.  In  fact, 
PL93-641  prohibits  HSAs  from  directly  funding 
providers  of  health  services.  Relations  between 
HSAs  and  groups  such  as  PSROs  will  be  critical  to 
the  success  of  planning.  The  PSROs  have  the  power 
to  affect  directly  changes  in  the  way  health  care  is 
delivered;  the  PSRO  can  limit  reimbursement  when 
deficiencies  are  recognized.  The  jurisdictional 
disputes  already  in  the  courts  do  not,  at  this  point, 
bode  well  for  the  development  of  harmonious  rela- 
tions between  those  who  plan  and  those  who  have 
the  power  to  implement.'® 

D.  A dverse  Effects  of  National  Planning 
on  Local  Problems 

There  are  many  examples  that  can  be  used  to 
demonstrate  why  health  planning  should  proceed 
from  the  local  area  to  the  national  rather  than  vice- 
versa.  We  in  Rhode  Island  have  seen  the  bungling 
that  takes  place  when  health  planners  at  the 
national  level  issue  their  rulings.  The  bureaucratic 
reclassification  of  the  Newport  Hospital  from 
“metropolitan”  to  “rural”  could  cost  the  hospital  a 
half  million  dollars  a year.  The  change  affects 


Medicare  and  Medicaid  payments  which  account 
for  half  of  the  hospital’s  operating  service  cost.* 

The  federal  bureaucratic  change  is  a budgetary 
decision  made  without  forethought.  The  govern- 
ment has  arbitrarily  shifted  from  one  statistical 
measurement  system  to  another,  and  thus 
designating  Newport  Hospital  as  “rural,”  and  every 
other  hospital  in  the  state  as  “metropolitan.”  What 
makes  this  especially  silly,  if  it  weren’t  potentially 
tragic,  is  that  South  County  Hospital,  serving  such 
underpopulated  rural  centers  as  Exeter,  Wood 
River  Junction  and  Foster,  is  still  listed  as  “metro- 
politan.” What  makes  it  illogical  is  that  Ports- 
mouth, the  least  populated  town  on  Aquidneck 
Island,  is  still  listed  as  in  a “metropolitan”  area, 
while  Newport  and  Middletown  are  “rural.”  What 
makes  it  doubly  unfair  is  that  the  federal  bureau- 
crats involved  have  done  this  by  using  a different 
evaluation  system  for  New  England  than  for  much 
of  the  rest  of  the  country.^" 

In  Rhode  Island  another  typical  example  of  the 
confusion  that  results  from  trying  to  obey  the 
rulings  of  a federal  bureaucracy  is  seen  in  the  fol- 
lowing example. 

A Rhode  Island  blood  center  was  established,  the 
state’s  first  comprehensive  blood  collection  organi- 
zation. The  center  was  established  as  a joint  venture 
by  the  state’s  voluntary  hospitals  as  a response  to 
state  and  federal  pressure  to  become  more  efficient 
by  consolidating  services.  It  collects  all  the  blood  in 
the  state  and  distributes  supplies  to  the  hospitals 
according  to  need. 

Medicare  announced  that  it  would  not  cover  the 
center’s  blood  bills  because  the  organization  does 
not  qualify  under  federal  regulations  to  submit  bills 
for  payment,  even  though  elderly  patients  receiving 
the  blood  are  eligible  for  Medicare  coverage. 

As  a result,  the  center  and  the  hospitals  have  been 
forced  to  return  to  direct  hospital  billing  for  blood 
supplies.  The  hospitals  and  center  officials  say  the 
new  billing  arrangement  will  create  a paperwork 
nightmare.  The  center  is  adding  two  full-time  clerks 
in  anticipation  of  problems. 

Getting  blood  donors  also  is  likely  to  be  impaired 
because  the  organization  will  no  longer  have  any 
direct  contact  with  the  patient,  according  to  the  of- 
ficials. As  a result,  replacement  donations  have 
fallen  by  almost  half  from  roughly  1000  pints  a 
month  to  600. 

Here  is  a clear  example  of  people  in  Washington 
making  decisions  affecting  a local  problem.  The 


*This  ruling  has  since  been  reversed.  Ed. 
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end  results  are  a nightmare  of  paper  work,  an  in- 
crease in  the  cost  of  medical  care  necessitated  by 
the  hiring  of  two  new  clerks,  and  a marked  de- 
crease in  the  blood  donations.^* 

E.  Regulatory  Overkill 

Speaking  before  the  National  Urban  League  in 
Chicago  in  his  last  address  as  Secretary  of  Treasury, 
Michael  Blumenthal  made  some  trenchant  com- 
ments directed  at  the  belief  that  economic  equity 
can  come  “out  of  the  barrel  of  a regulatory  gun”. 
He  noted,  “economic  regulation — control  of  prices 
and  rates— was  the  great  political  passion  of  many 
Americans  for  much  of  this  century.  This  passion 
originated  in  a sensible  perception  that  some 
markets  are  monopolized  by  a single  producer.  But 
the  passion  soon  expanded  beyond  its  intellectual 
origins  .... 

“A  passion  for  regulation  for  much  of  this  century 
has  also  extended  to  all  aspects  of  medicine.  It  too 
arose  out  of  a “sensible  perception  : that  many  areas 
of  medicine  required  regulatory  controls,  but  like 
economic  regulation,  it  has  “expanded  beyond  its 
intellectual  origins”  and,  we  believe,  even  more  so 
than  in  the  economic  province. 

“All  of  medicine  is  now  in  the  grip  of  regulation. 
From  a reasonable  control  of  medical  licensure  by 
the  various  states  themselves,  federal  regulation  has 
been  moving  into  the  selection  of  medical  students, 
supervision  of  the  medical  schools,  control  over  the 
specialties,  and  even  antitrust  indictments.  The 
control  over  the  manufacture  of  drugs  has  steadily 
advanced  into  control  of  the  therapeutic  usage  of 
drugs  by  physicians  — although  repeatedly  denied. 

“The  multiplication  of  regulatory  procedures  has 
increased  the  cost  of  medical  care  to  an  extent 
unappreciated  by  critics  of  the  medical  scene. 

Evidences  of  the  wisdom  of  his  remarks  are 
numerous.  A survey  performed  and  reported  in 
New  York  State  in  1976  found  that  hospitals  were 
ruled  by  no  fewer  than  164  regulatory  agencies, 
including  40  at  the  federal  level.  The  costs  inflicted 
by  these  agencies  amount  to  25  per  cent  of  total 
hospital  budgets,  or  a statewide  average  of  $38.66 
per  patient  day.  The  costs  are  going  to  continue  to 
rise  because,  according  to  the  American  Hospital 
Association,  HEW  promulgates  from  650  to  750 
new  or  revised  regulations  affecting  hospitals  each 
year. 

That  general  regulation  is  a major  expense  to  the 
American  consumer  is  supported  by  many  studies. 
In  1976  the  cost  of  complying  with  government 
regulations  was  estimated  by  Barbara  Keating, 
President  of  Consumer  Alert  to  be  $300  for  every 


person  in  the  country.  By  1978,  it  had  risen  to  $500 
per  person  according  to  Murray  L.  Weidenbaum. 
Again,  according  to  a Murray  L.  Weidenbaum 
study  for  a Congressional  Subcommittee,  the  total 
cost  of  regulation  in  fiscal  1979  was  $102.7  billion 
($4.8  billion  for  administration  and  $97.9  billion 
for  compliance).  Eli  Lilly  & Co.  estimated  that  50 
cents  of  the  cost  of  an  average  prescription  for  a 
pharmaceutical  it  produces  goes  for  compliance 
with  federal  regulations.^^ 

It  is  obvious  that  federal  intervention  is  and  has 
been  counterproductive.  Even  more  alarming  than 
the  increased  cost  is  the  stranglehold  that  regulation 
is  imposing  on  all  medicine  with  the  consequent 
destruction  of  creativity,  innovation,  and  discovery. 
As  the  Medical  Tribune  stated,  “The  time  has  come 
to  regulate  the  regulators. 

Unless  something  is  done  to  control  the 
regulators,  medicine  will  be  overwhelmed.  We  have 
many  historical  references  citing  the  truism  of  this 
statement.  My  favorite  is  Medicare  legislation.  At 
the  time  of  its  enactment,  the  population  covered 
was  approximately  10  per  cent.  The  original  law 
consisted  of  138  pages  and  weighed  46  ounces. 
Eive  years  later  (1971)  it  had  grown  to  37  vol- 
umes, weighed  186  pounds,  had  8000  pages  and 
800  revisions.  This  means  that  there  had  been  a 
revision  every  21/3  days  on  an  average.^''  If  growth 
like  this  takes  place  for  covering  and  regulating  only 
10  per  cent  of  the  population,  can  you  possibly 
conceive  of  the  magnitude  of  volumes  for 
230,000,000  people  if  national  health  insurance 
becomes  a reality. 

Substantiating  this,  Joseph  Califano,  former  Sec- 
retary of  Health,  Education  and  Welfare,  at 
Harvard  University’s  John  E.  Kennedy  School  of 
Government,  in  a speech  commented,  “In  the 
present  Congress  so  many  laws  are  pending  concern- 
ing HEW  that  the  legislative  problems  of  this  one 
department  are  larger  than  that  of  all  other  cabinet 
departments  combined.”^* 

A warning  about  the  danger  of  additional  federal 
intervention  was  sounded  by  the  New  York  Times 
on  August  8,  1975 : “We  see  where  the  AEL-CIO  is 
promoting  national  health  insurance  with  the 
argument  that  it  will  hold  down  costs  of  medical 
care.  Unless  you  understand  what  the  union’s  social 
welfare  experts  are  really  driving  at,  the  idea  is 
preposterous.  You  don’t  reduce  the  cost  of  limited 
resources  by  pumping  up  demand  for  it  with  a 
federally  financed  program. 

“The  last  time  around  on  federal  insurance, 
Medicare  and  Medicaid  in  1966  brought  a sharp 
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rise  in  medical  costs,  which  jumped  16.6  points  on 
the  Consumer  Price  Index  between  1965  and  1968, 
double  the  rate  for  all  goods  and  services.  In  the 
absence  of  price  controls,  the  kind  of  expansion  of 
medical  insurance  the  AFL-CIO  has  in  mind  would 
no  doubt  produce  a similar  result. 

Which  leads  up  to  what  the  AFL-CIO  seems  to 
really  be  driving  at,  that  national  health  insurance 
will  give  the  government  the  ‘leverage’  to  hold  down 
medical  costs.  In  other  words,  it  will  enable  the  Feds 
to  put  the  screws  to  prices  in  the  health  industry 
and,  by  extension,  to  the  take-home  pay  of  doctors. 

“Now  we  don’t  know  whether  doctors  are 
overpaid  or  underpaid,  any  more  than  we  know 
whether  plumbers  are  overpaid  or  underpaid.  Some 
people  resent  the  affluence  of  doctors,  we’re  told. 
But  then  some  people  resent  the  affluence  of 
plumbers.  Those,  however,  are  subjective  questions 
not  easily  dealt  with  through  public  policy. 

“But  the  AFL-CIO  should  consider  that  doctors 
and  plumbers  aren’t  all  that  much  different  in  econ- 
omic terms.  Both  have  strong  national 
organizations  representing  their  interests.  Both  have 
some  measure  of  self  regulation  over  entry  into  the 
professions,  which,  so  their  critics  claim,  has  held 
up  the  price  of  their  services. 

“So  if  the  AFL-CIO  wants  to  put  the  screws  to  the 
take-home  pay  of  doctors,  we  see  no  reason  why  it 
should  make  a distinction  between  doctors  and 
plumbers.  Or  for  that  matter,  carpenters,  or 
toolmakers,  or  riggers.  Why  not  put  the  screws  to 
everyone  who  has  a strong  labor  union  that  tends  to 
restrict  the  supply  of  a vital  service? 

“Now  no  doubt  the  AFL-CIO  would  find  such  an 
idea  abhorrent.  But  if  this  is  what  it  really  means 
when  it  talks  about  federal  leverage  holding  down 
medical  costs,  this  is  where  the  logic  invariably 
leads.  Before  such  logic  carries  it  too  far,  the  AFL- 
CIO  might  do  well  to  reconsider  how  much  addi- 
tional federal  intervention  in  the  health  industry  is 
really  necessary  or  desirable.’’^® 

F.  A Lawyer’s  Suggestion  of  a Possible  Remedy 
for  Overregulation 

David  M.  Kinzer,  President  of  the  Massachusetts 
Hospital  Association,  in  writing  John  A.  Norris, 
Editor  in  Chief  of  t\\e  American  Journal  of  Law  and 
Medicine,  made  the  following  points.  He  stated  that 
health  service  for  the  American  people  is  now  a 
totally  politicized  issue  and  will  remain  so.  Now  that 
40  per  cent  of  the  hospital  tab  is  picked  up  by  state 
and  federal  governments,  health  care  is  a political 
issue  every  time  a government  budget  comes  up  for 
consideration. 


He  also  pointed  out  that  all  trends  indicate  that, 
despite  the  push  for  more  preventive  medicine,  the 
demand  for  health  services  will  increase  across  the 
health  care  spectrum  rather  than  decrease.  The 
country  seems  to  be  moving  simultaneously  in  two 
opposite  directions.  One  is  a move  toward 
guaranteed  “comprehensive”  health  services  as  a 
right  of  citizenship,  regardless  of  social  and 
economic  status.  The  other  is  toward  a de  facto 
rationing  system  of  health  services  under  which 
providers  will  have  to  limit  use  of  their  services  on 
the  basis  of  limited  number  of  dollars  made 
available  to  them. 

At  this  time  the  forces  of  broader  entitlements 
seem  to  be  stronger,  and  more  entitlements  will 
bring  more  use  of  services.  The  collision  between 
this  political  force  and  the  “real  world”  fact  of  finite 
resources  and  limited  government  dollars  will  be 
fraught  with  political,  economic,  and  legal  prob- 
lems. As  the  squeeze  on  resources  gets  tighter,  there 
undoubtedly  will  be  many  cases  involving  patients 
who  have  been  denied  their  entitlements  because  a 
hospital,  a hospital  “resource  allocation” 
committee,  or  a regulatory  agency  decided  that 
treatment  was  not  really  “needed”  or  “cost 
effective”. 

Norris,  responding  to  Kinzer’s  letter,  said,  “I 
share  your  frustration  at  the  degree  to  which  that 
industry  (health)  is  overregulated.  The  continued 
irrational  use  of  large  quantities  of  ineffectual,  cost 
ineffective,  or  counterproductive  government  regu- 
lations to  ‘reshape’  health  care  provider 
conduct — allegedly  to  improve  the  quality,  the 
quantity,  the  distribution,  and  the  aggregate  and 
unit  prices  of  services  provided  within  the  health 
care  field  — will  be  the  rule  rather  than  the 
exception,  if  the  present  strong  trends  continue. 

We  have  been  unable,  in  many  instances,  to 
dissuade  or  to  prevent  the  government  from  utiliz- 
ing intellectually  unsound  means  in  its  attempt  at 
problem  solving  in  the  health  care  sector.  Some 
government  regulation  in  the  health  care  sector 
exhibits  a lack  of  proper  understanding  of  the 
complex  workings  of  that  sector,  or,  even  if  based 
on  adequate  understanding,  is  poorly  crafted.  In 
such  cases,  government  regulation  (1)  has  no  (or 
very  little)  beneficial  impact;  or  (2)  has  significant 
beneficial  impact  but  that  impact  is  insufficient  to 
compensate  for  the  costs  of  crafting,  implementing, 
and  enforcing  the  statute  or  regulation,  or  the  costs 
of  provider  compliance  or  opposition  to  it;  or  (3) 
has  counter  productive  or  negative  impact  since  it 
encourages  provider  conduct  which  is  of  less  net 
social  value  than  provider  conduct  experience  prior 
to  the  statute  or  regulation.” 
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He  suggests  four  tools  for  systematically  eliminat- 
ing existing  health  sector  statutes  or  regulations. 
The  first  of  these  tools,  “pressure  point  regulation”, 
is  based  upon  a philosophy  that,  all  other  things 
being  equal,  the  less  government  regulation 
imposed  on  the  health  care  industry,  the  better  off 
health  care  providers,  consumers,  and  third  party 
payers,  including  taxpayers,  will  be.  In  “pressure 
point  regulation”  every  attempt  is  made  to 
eliminate  nonessential  statutes  or  regulations  and  to 
regulate  health  care  only  at  those  points  where  regu- 
lation can  have  a real  and  constructive  impact  on 
provider  conduct. 

The  second  of  his  tools  — the  “self  terminating 
clause”— requires  inserting  in  existing  and  future 
statutes  or  regulations  affecting  the  health  care 
industry  a clause  that  terminates  their  existence  at 
appropriately  staggered  intervals  of  four  to  six 
years.  Health  care  statutes  or  regulations  worthy  of 
retention  can  be  evaluated,  upgraded,  and  re-en- 
acted as  they  terminate;  unworthy  ones  can  simply 
expire. 

The  third  tool  is  the  “regulatory  impact  state- 
ment . This  calls  for  the  proponents  of  future 
health  care  statutes  or  regulations,  or  amendments 
thereto,  to  prepare  concise  statements  delineating 
their  real  impact  — in  terms  of  monetary  and  social 
costs— on  health  care  providers,  consumers,  and 
third  party  payers.  Interested  parties  can  then 
better  decide  whether  to  support  or  oppose  pro- 
posals. 

The  fourth  tool  is  “periodic  regulation  analysis”. 

It  involves  periodic  reexamination  at  frequent  inter- 
vals of  existing  health  care  statutes  and  regulations 
to  determine  whether  they  remain  properly  focused 
on  the  pressure  points  of  the  industry.  By  this 
means,  even  slight  variances  in  a statute’s  or  regula- 
tion’s real  impact  or  in  its  focus  can  be  detected, 
evaluated,  and  corrected  before  too  much 
damage  — in  terms  of  needless  expenditures  of  time, 
energy  or  money  or  loss  of  opportunities — has 
occurred. 

Charles  C.  Edwards,  MD,  former  Assistant  Secre- 
tary of  HEW,  who  has  experienced  the  regulations 
first  hand  and  who  should  be  in  a position  to  evalu- 
ate their  effects,  supported  the  foregoing  sugges- 
tions when  he  said,  “Wholesale  federal  regulation  of 
the  American  health  care  system  would  fail  to  solve 
its  economic  problems  and  would  be  the  most  de- 
structive, repressive  and  reactionary  step  ever  taken 
in  the  name  of  advancing  the  health  of  the  people  of 
this  country. 

“At  a minimum,  such  regulatory  programs  would 
lower  the  quality  of  health  care  to  the  level  of 


mediocrity.  There  would  be  no  opportunity  for  any 
institution  to  seek  excellence,  to  explore  new  paths 
of  health  care  delivery,  to  attract  innovative  per- 
sonnel or  even  to  do  away  with  outmoded  practices. 

“The  system  would  become  so  standardized  and 
so  bound  up  in  rules  dictated  from  Washington  that 
change  would  be  virtually  impossible  and  the 
struggle  to  win  approval  for  something  other  than 
the  prescribed  norm  would  dissuade  anyone  from 
making  the  effort.”^® 

G.  The  Problems,  Confusion,  Contradictions,  and 
"Special  Criteria  ” (Favoritism  of  PL93-641 ) 

The  current  health  planning  law  has  been  char- 
acterized by  contradictions.  For  instance,  encourag- 
ing physicians  to  participate  actively  in  health  plan- 
ning is  not  difficult,  but  for  physicians  to  accept  the 
challenge  and  for  HSAs  to  allow  such  participation 
in  health  policy  decisions  at  the  local  level  is  often 
difficult  at  best,  since  statutory  restrictions  in  PL 
93-641  limit  the  HSAs’  access  to  the  expertise  of  the 
medical  community.  These  restrictions  tend  to 
discourage  physicians  in  the  very  area  in  which  they 
are  most  knowledgeable  — the  health  care  delivery 
patterns  in  a given  locale. 

On  the  other  hand,  when  physicians  have  united 
to  participate  in  planning,  their  interest  has  been 
dampened  by  the  specter  of  the  Federal  Trade 
Commission  (FTC)  and  allegations  of  conflict  of 
interest.  And  renewal  legislation  now  pending  in 
Congress*  contains  a conflict  of  interest  provision 
that  (if  literally  interpreted)  would  virtually 
disenfranchise  all  providers  on  HSA  boards  in 
matters  related  to  regulatory  review. 

One  of  the  contradictions  and  conflicts  of  PL  93- 
641  has  been  the  creation  of  privileged  enclaves  in 
many  areas  of  the  health  care  systems  rather  than 
providing  for  a uniform  basis  for  health  planning. 
Examples  of  this  are  the  exemption  of  federal 
facilities  and  the  “special  criteria”  for  assessing 
Health  Maintenance  Organization  (HMO)  certifi- 
cate of  need  applications  which  places  these  groups 
in  privileged  areas.  Such  exceptions  are  counterpro- 
ductive to  local  planning. 

PL  93-641  requires  HSAs  to  develop  and  imple- 
ment health  systems  plans  and  annual  implementa- 
tion plans  conforming  in  a general  sense  to  federally 
mandated  criteria,  which  may  or  may  not  bear 
some  relationship  to  specific  local  needs.  The  HSAs 
must  then  rely  on  their  persuasive  powers  to  gain 
community  support  to  carry  out  these  plans. 

Another  difficulty  is  that  resource  allocations 
(funds  and  personnel)  are  weighted  toward  urban 
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communities.  In  many  instances,  rural  HSAs  find 
themselves  unable  to  develop  needed  health  care 
service  because  they  are  barely  able  to  support 
minimal  programs  in  compliance  with  federal  re- 
quirements. 

“The  National  Guidelines  for  Health  Planning” 
and  the  “National  Health  Goals”,  together,  were 
supposed  to  form  a national  health  policy.  But  the 
guidelines  are  now  more  than  a year  old,*  and  the 
goals  have  not  been  published  up  to  October  of 
1979.  And,  from  the  reports  presented  to  the 
National  Gouncil  on  Health  Planning  and  Develop- 
ment, it  appears  delays  in  publishing  the  “National 
Health  Goals”  are  related  as  much  to  political  con- 
siderations as  to  redrafting  and  restating  the  goals 
that  were  circulated  more  than  a year  ago.  It  would 
appear  to  be  prudent  to  call  for  the  repeal  of  PL  93- 
641." 

Shapiro  and  Russell  have  demonstrated  some 
other  serious  problems  with  this  new  legislation. 
The  law  creates  a multitiered,  loosely  linked,  frag- 
mented, yet  interdependent  group  of  entities,  all  re- 
sponsible for  making  the  health  system  more  acces- 
sible and  cost  effective.  Health  System  Agencies 
(HSAs)  are  largely  federally  chartered,  private 
non-profit  agencies.  State  Health  Planning  and 
Development  Agencies  are  governmental,  and  the 
State  Health  Goordinating  Councils  (SHCC)  are  an 
amalgamation  of  both.  HSAs  do  the  planning. 
State  Agencies  regulate,  and  the  SHCC  is  supposed 
to  advise  and  coordinate  both.  If  the  health  system 
required  a powerful  force  to  balance  its  already 
fragmented  and  self-interested  nature,  then  PL 
93-641  has  not  created  such  a force.  What  we  may 
have  is  a planned  new  health  “non-system”  as  a pro- 
posed solution  to  the  present  health-care  unplanned 
“non-system”. 

The  confusion  engendered  by  this  bill  over  where 
the  power  and  responsibility  reside  in  this  law  is 
attested  to  by  three  current  law  suits  that  are  now 
pending  that  attack  the  law  as  unconstitutional : 
National  Association  of  Regional  Councils  vs 
Matthews,  Missouri  vs  Matthews,  and  North 
Carolina  vs  Matthews. 

Each  of  these  involves  the  Tenth  Amendment, 
and  claims  erosion  of  States’  powers  to  control  their 
health  planning  and  policy  processes. 

They  also  point  out  that  there  is  no  linkage 
between  planning  and  health  care.  Although  PL 
93-641  gives  planners  control  over  some  portion  of 
the  federal  contribution  to  health  care  (Public 
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Health  Service  programs  in  alcoholism,  community 
mental  health,  and  others)  this  amount  represents 
but  a miniscule  portion  of  the  nation’s  $120  billion 
annual  health  expenditures.  Major  health  financing 
programs  such  as  Medicare  and  Medicaid  are  not 
within  the  purview  of  the  agencies  established  by  PL 
93-641 . In  the  absence  of  a link  between  the  flow  of 
major  health  dollars  and  planning,  the  ultimate 
success  of  planning  is  in  jeopardy.^® 

H.  The  Truth  of  PL  93-641 

“The  priorities  enumerated  in  the  National  Health 
Planning  and  Resources  Development  Act,  when 
examined  one  by  one,  are,  for  the  most  part, 
laudable  and  acceptable.  They  are  generally 
consonant  with  the  policy  of  the  American  Public 
Health  Association,  although  the  Association’s 
Policy  Statement  is  more  direct  in  its  language  and 
implication.  But  taken  together  our  new  national 
priorities  are  in  conflict  with  one  another.  Better, 
more  equal  access  and  higher  quality  cannot  be 
obtained,  realistically,  at  a lower  cost  — even  at  the 
same  cost.  Something  has  to  give  — some  value.  To 
make  any  real  progress  in  achieving  the  goals 
enumerated  by  Congress,  a substantial  expansion 
and  change  in  control  would  be  necessary.  It  is  not 
clear  that  this  would  ultimately  mean  a govern- 
ment-managed National  Health  Service.  But  it  is 
clear  that,  if  all  the  priorities  were  to  be  attained, 
control  of  the  industry  would  have  to  be  wrested 
from  the  providers  and  transferred  to  the  con- 
sumers, who  would  hopefully  combine  democratic 
humanism  with  managerial  rationalism.  If  this 
really  happens,  it  is  hoped  that  government  will 
broker  the  transfer  and  not  assume  the  arrogance  of 
control.  We  may  not  all  like  the  results.”^® 

The  above  prediction  from  the  1975  issue  of  the 
American  Journal  of  Public  Health  would  seem  to 
have  been  truly  prognostic  in  light  of  the  following 
quote  taken  from  a speech  by  Governor  J.  Joseph 
Garrahy  August  16,  1979  appearing  before  the 
National  Blue  Cross  and  Blue  Shield  meeting  in 
Boston.  He  detailed  the  State’s  success  story  in  con- 
taining hospital  and  medical  care  costs.  He  specifi- 
cally outlined  the  nationally  acclaimed  prospective 
reimbursement  program,  where  the  State  Budget 
Office  and  Blue  Cross  negotiate  spending  limits 
with  the  hospitals  in  advance  of  each  hospital 
budget  year. 

He  said,  “1  think  it  is  fair  to  say  that  Rhode  Island 
has  been  a success.  The  State  is  saving  dollars, 
Medicaid  and  Medicare  are  saving  dollars.  Blue 
Cross  subscribers  are  saving  dollars,  and  the  hospi- 
tals are  proud  of  what  has  been  accomplished 
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through  this  voluntary  prospective  reimbursement 
program.  It  is  interesting  to  note,  and  I do  so  with  a 
great  deal  of  pride,  that  Rhode  Islanders  have  saved 
over  $34  million  in  avoided  hospital  costs  as  a direct 
result  of  our  prospective  reimbursement  program 
during  the  first  four  years  alone.  I am  also  proud  to 
note  that  the  current  rate  of  hospital  cost  increases 
(in  Rhode  Island)  is  lower  than  that  hoped  for  by 
the  legislation  put  before  the  Congress  on  this  same 
subject.” 

Paradoxically,  here  in  Rhode  Island  by  a volun- 
tary effort,  we  have  reduced  costs  below  that  hoped 
for  by  the  legislation  presently*  before  Congress. 
Despite  this  successful  voluntary  effort  the  state  is 
going  to  try  to  set  up  another  bureaucracy  with 
more  and  more  regulation  under  PL  93-641 . 

The  supposition  that  the  government  can  deliver 
medical  care  more  cost  effectively  is  the  argument 
advanced  by  health  planners.  If  this  situation  was 
not  of  such  great  importance  to  the  citizens  and 
patients  of  Rhode  Island,  one  could  find  great 
amusement  on  page  two  of  the  same  issue.  The 
article  is  titled  “Staggering  Costs  Cited  at  State- 
Run  Facilities”. 

Lucrative  labor  contracts,  militant  unions,  and 
persistent  and  costly  overtime  are  cited  by  state  offi- 
cials as  a major  cause  of  the  high  institutional  care 
in  Rhode  Island.  Taxpayers  are  now  spending 
(1980  Fiscal  Year)  : $36,420  annually  per  patient  at 
the  General  Hospital  of  the  Rhode  Island  Medical 
Center,  $34,982  annually  per  youngster  at  the 
Training  School,  $29,470  annually  per  patient  at 
the  Institute  of  Mental  Health,  and  $19,699  an- 
nually per  inmate  at  the  Adult  Correctional  In- 
stitution. 

A Providence  Journal  editorial  characterized  the 
high  costs  at  state  facilities  as  “appalling”.  The 
newspaper  urged  corrective  budget  and  administra- 
tive action  to  practices  which  are  a “peril”  to  every 
Rhode  Islander. 

It  would  appear  that  until  some  type  of  fiscal 
prudence  can  be  demonstrated  in  the  presently  run 
state  hospitals  and  other  facilities,  that  the  legisla- 
or  would  do  well  to  vote  his  present  SHCC  plan 
down  and  get  a new  one  based  on  more  thorough 
and  reliable  data.^' 

I.  A Suggestion  for  the  Possible  Solution  to  this 
Vexing  Problem  of  Health  Planning 

It  is  unfortunate  that  PL  93-641  has  all  the  in- 
gredients of  another  confrontation  instead  of  colla- 
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boration.  This  is  evident  from  the  way  the  various 
Health  System  Agencies  are  constituted.  The 
opinion  of  those  most  directly  affected  by  the  plan’s 
approach,  namely  the  physicians  and  providers  of 
medical  care,  do  not  seem  to  have  any  influence  on 
the  final  document  of  PL  93-641.  Health  planners 
in  Rhode  Island  and  most  other  states  have  chosen 
to  ignore  another  section  of  the  federal  law  which 
should  be  given  equal  consideration.  That  section 
under  the  congressional  findings  and  purposes  of 
PL  93-641  reads,  “Since  the  health  care  provider  is 
one  of  the  most  important  participants  in  any 
health  care  delivery  system,  health  policy  must 
address  the  legitimate  needs  and  concerns  of  the 
provider  if  it  is  to  achieve  meaningful  results;  and, 
thus,  it  is  imperative  that  the  provider  be 
encouraged  to  play  an  active  role  in  developing 
health  policy  at  all  levels”. 

As  stated  in  an  editorial  in  the  Western  Journal  of 
Medicine,  “In  spite  of  all  the  bluster  and  rhetoric  in 
high  places  it  appears  that  national  health  in- 
surance in  the  form  of  a nationalized  health  care 
system  is  now  a dead  issue  for  practical  purposes. 
And  the  reason  is  simple  enough.  It  has  finally 
become  evident  that  medical  and  health  care,  plus 
the  paraphernalia  of  yet  another  huge  federal 
bureaucracy  with  its  attendant  cumbersome  and 
costly  regulations,  will  certainly  cost  more  than  the 
nation  is  able  or  willing  to  pay  at  this  time  and 
probably  in  the  forseeable  future.  This  is  quite  dif- 
ferent from  the  situation  that  has  existed  for  the 
past  several  decades  which  has  been  characterized 
by  a more  or  less  continuing  power  struggle  for  and 
against  socialized  or  government  medical  care.  It 
may,  therefore,  be  time  to  reassess  the  power 
struggle  which  has  gone  on  for  so  long  and  to 
regroup  the  energies  of  all  concerned. 

“The  present  situation  would  appear  to  be  the 
result  of  long-standing  efforts  to  solve  things  by  the 
use  of  power.  At  best  there  has  been  indifferent  suc- 
cess from  anyone’s  standpoint.  This  may  be  at  least 
partly  because  power  in  both  government  and  in  the 
private  sector  is  so  divided.  In  government  it  is 
divided  among  legislative,  executive  and  judicial 
branches,  and  among  local,  state  and  national 
objectives  and  interests.  In  the  private  sector,  it  is 
divided  among  medicine  (which  is  even  divided 
within  itself) , other  segments  of  the  health  profes- 
sions, and  what  is  referred  to  as  the  health  care 
industry.  And  then  in  the  last  few  years  there  have 
been  attempts  to  give  power  to  the  people  through 
the  consumer  and  often  minority  dominated 
Comprehensive  Health  Planning  and,  more  re- 
cently, the  Health  Services  Agencies.  The  result  of 
all  this  had  been  somewhat  of  a standoff  with  no 
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one’s  objective  being  accomplished  in  spite  of  the 
expenditure  of  an  enormous  amount  of  time,  energy 
and  dollars  by  all  concerned. 

“Perhaps  the  time  has  come  to  turn  from 
emphasis  on  confrontation  among  the  adversaries 
toward  a greater  emphasis  on  efforts  at 
; collaboration.  As  it  is  now,  all  segments  are  more  or 
less  organized  for  survival  and  enhancement  of 
power  (and  not  the  least  among  these  are 
1 governmental  bureaucracies) , when  what  is  needed 
is  some  genuine  cooperation  and  common  effort  to 
get  a job  done.  It  would  seem  that  there  is  indeed  a 
! clear  need  and  opportunity  to  shift  from  confronta- 
tion to  cooperation  at  this  time  and  obviously  this 
will  require  a new  spirit  and  approach. 

“It  should  perhaps  be  noted  that  the  process  of 
organizing  as  things  get  more  complex  (as  they 
surely  have  done  in  the  health  care)  is  a natural 
phenomenon.  As  Teihard  is  said  to  have  pointed 
out,  matter  itself  tends  to  become  organized  into 
ever  increasingly  organized  systems  and  interrela- 
tions of  systems  when  observed  over  long  periods. 
This  becomes  more  easily  recognized  when  it 
reaches  the  molecular  and  cellular  levels  of  biology, 
and  it  certainly  happens  in  human  affairs  as  well.  In 
each  case  it  seems  to  occur  when  there  is  a need  to 
achieve  a more  efficient  use  of  energy  in  performing 
a needed  function.  It  is  therefore  suggested  the 
needed  next  step  in  health  care  is  to  overcome  the 
habit  of  confrontation,  which  has  dissipated  so 
much  of  time,  energy  and  dollars,  without  really 
accomplishing  anyone’s  objectives,  and  move  on 
toward  the  higher  levels  of  cooperation  and  colla- 
boration which  will  be  necessary  if  the  complex 
technological,  social,  economic  and  political  prob- 
lems of  medicine  and  health  care  are  ever  to  be 
dealt  with  efficiently  or  effectively. 

“This  is  a challenge  to  our  leadership  in  both  the 
public  and  private  sectors  — whether  at  the  local, 
state  or  national  levels.  It  seems  unlikely  that  much 
will  be  accomplished  until  there  is  a new  approach. 
If  there  is  a lesson  from  nature,  or  a model  from 
nature,  it  would  seem  that  collaboration  and 
cooperation  with  efficient  use  of  energy  and  re- 
sources and  each  contributing  to  the  success  of  the 
whole  is  the  key.  This  will  require  a number  of  rela- 
tively autonomous  sources  of  power,  not  only  in 
government  and  in  the  organizations  and  institu- 
tions of  the  private  sector,  but  perhaps  even  includ- 
ing physicians,  patients,  and  individual  citizens,  to 
pull  together  in  a spirit  of  good  will  and  direct  their 
energies  and  resources  to  the  accomplishment  of 
agreed  upon  solutions  to  agreed  upon  problems  in 
the  common  interest  of  all.’’^^ 
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Fiske  Fund  Prize  Dissertation  1979 


The  Benefits  and  Pitfalls  of 
Health  Planning 


William  J.  Waters,  PhD. 

A valid  assessment  of  health  planning  must  be  based 
on  a clear  understanding  of  the  following  essential 
factors:  1)  what  health  planning  is,  2)  how  it  has 
evolved,  3)  its  potential  benefits,  and  4)  its  poten- 
tial pitfalls.  This  assessment  of  health  planning 
takes  into  account  the  author’s  personal  experiences 
in  health  planning  and  the  major  health  planning 
texts  published  to  date  in  the  United  States. 

Definition 

Health  planning  is  the  practice  of  planning  applied 
to  health.  The  generic  practice  of  planning  involves 
four  fundamental  steps : 1)  analyzing  the  structure, 
process,  and  outcomes  of  the  subject  system,  2) 
establishing  ends  to  be  achieved,  3)  identifying  and 
selecting  means  to  be  implemented,  and  4) 
evaluating  the  extent  to  which  planned  actions  are 
successful  in  attaining  established  ends  or  goals.® 
These  fundamental  steps  can  be  accomplished  by 
addressing  the  following  questions:  1)  Where  Are 
We?  2)  Where  Do  We  Want  To  Go?  3)  How  Do  We 
Get  There?  and  4)  Did  We  Get  There?  These  four 
fundamental  steps  should  remain  the  same,  regard- 
less of  whether  one  is  planning  for  health,  national 
defense,  energy,  employment,  corporate  growth  or 
anything  else. 

Fiske  Fund  Prize  Dissertation  Awards  1979  were  presented  at 
the  Rhode  Island  Medical  Society  Annual  Meeting,  May  14, 
1980,  to  co-winners  William  J.  Waters,  PhD.  and  Charles  E. 
Millard.  MD. 

William  J.  Waters,  PhD,  Assistant  Director  — 
Health  Policy,  Rhode  Island  Department  of  Health, 
Providence,  Rhode  Island. 


Planning  is  an  adjunct  to  the  decision-making 
process.  The  purpose  of  planning  is  to  maximize 
rationality  in  decision-making.  Rationality  implies 
that  goals  are  explicit  and  means  are  consistent  with 
goals. 

Health  planning  involves  two  interconnected  sub- 
jects : 1 ) the  protection  and  promotion  of  the  health 
status  of  the  population  and  2)  the  effectiveness  and 
efficiency  of  the  health  service  delivery  system.  The 
protection  and  promotion  of  health  status  requires 
consideration  of  all  the  major  determinants  of 
health:  genetics,  lifestyle,  environment,  and  health 
services.  Analyzing  the  effectiveness  and  efficiency 
of  the  health  service  delivery  system  requires  appro- 
priate attention  to  access,  quality,  continuity  and 
cost.  Further,  all  the  resources  required  to  deliver 
health  services  (eg,  facilities,  manpower,  equip- 
ment, and  money)  must  be  accounted  for  in  the 
process.  Thus,  health  planning  focuses  on  all  inputs 
and  processes  which  affect  health.  The  ultimate 
object  of  health  planning  is  improving  health  itself. 

It  is  interesting  to  note  that  community  health 
planning  follows  essentially  the  same  process  for  the 
population  as  a whole  as  the  individual  physician 
follows  for  the  individual  patient:  1)  diagnosis,  2) 
prognosis,  3)  treatment,  and  4)  follow-up.  Neither 
process  alleviates  the  need  for  the  other  process. 
Rather,  the  clinical  process  and  the  planning  pro- 
cess complement  each  other. 

History 

Health  planning  can  and  should  take  place  on  vari- 
ous levels:  project,  program,  institution,  com- 
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munity.  This  paper  is  concerned  primarily  with 
community  health  planning.  Most  observers  mark 
the  beginning  of  formal  community  health  plan- 
ning in  the  United  States  with  the  passage  of  the 
Hill-Burton,  Hospital  Survey  And  Construction  Act 
(PL  79-725)  in  1946.  The  Hill-Burton  Act  required 
each  state  to  create  a Hospital  Planning  Council 
and  to  produce  a medical  facilities  plan  in  exchange 
for  federal  hospital  construction  funds.  In  1962,  the 
American  Public  Health  Association  and  the 
National  Health  Council  created  the  National  Com- 
mission On  Community  Health  Services.  The  Com- 
mission issued  a landmark  document  entitled 
Health  Is  A Community  Affair.  This  report  recom- 
mended that  each  community  should  develop  and 
maintain  an  action-planning  mechanism  for  health 
in  order  to  develop  a readiness  and  ability  to 
respond  to  health  needs  and  problems.^  Emerging 
from  the  work  of  the  President’s  Commission  On 
Heart  Disease,  Cancer,  And  Stroke,  the  Regional 
Medical  Programs  (RMP)  Act  (PL  89-239)  was 
passed  in  1965.  RMP  attempted  to  increase  the  rate 
of  diffusion  of  medical  knowledge  and  technology 
from  medical  centers  to  the  community-at-large. 
RMPs  planning  process  was  dominated  by  health 
professionals.  Around  the  same  period  (ie,  in 
1966),  Congress  passed  another  health  planning 
program,  the  Comprehensive  Health  Planning 
(CHP)  Act  (PL  89-749).  The  CHP  model  was 
more  closely  aligned  with  the  work  of  the  National 
Commission  On  Community  Health  Services.  The 
CHP  process  was  based  on  a consumer  majority. 

In  order  to  rationalize  the  confusing  patchwork 
of  health  planning  programs.  President  Gerald 
Ford  signed  the  National  Health  Planning  and  Re- 
sources Development  Act  (PL  93-641)  on  January 
4,  1975.  PL  93-641  combined  the  Hill-Burton, 
RMP,  and  CHP  programs  into  one  single  program 
based  on  the  CHP  model.  This  course  of  events  was 
predicted  because  the  CHP  model  conformed  to 
existing  geographic  boundaries  and  political 
structures  while  RMP  did  not.® 

Under  PL  93-641,  community  health  planning  is 
the  responsibility  of  Statewide  Health  Coordinating 
Councils  and  Health  System  Agency  Boards  across 
the  country.  These  groups  are  independent  bodies 
organized  for  the  sole  purpose  of  conducting  health 
planning  in  a participatory  manner  at  the  state  and 
local  levels.  They  include  professional  and 
consumer  representation  with  consumers  in  the 
majority.  Due  to  the  small  geographic  size  of  the 
state,  there  is  no  Health  Systems  Agency  (HSA) 
Board  in  Rhode  Island.  However,  Rhode  Island’s 
Statewide  Health  Coordinating  Council  must  meet 


the  same  representational  requirements  as  HSA 
Boards. 

In  any  event,  the  main  point  to  be  made  here  is 
that  health  planning  as  an  organized,  ongoing 
effort  is  still  embryonic  in  the  United  States.  Health 
planning  is  today  where  medicine  was  around  1800. 

Potential  Benefits 

The  potential  benefits  of  health  planning  are 
related  to  the  fundamental  steps  of  health  planning. 
The  first  step  of  planning,  systems  analysis  or  in- 
vestigation, should  produce  a clear  understanding 
of  the  history,  current  dynamics,  and  trajectory  of 
the  health  system.  This  improved  understanding  of 
healtn  trends  should  bolster  preparation  for  the 
future.  The  second  step  of  planning,  ends  establish- 
ment, should  help  to  clarify  the  community’s  goals. 
Clear  goals  are  essential  for  orderly  and  concerted 
progress.  You  cannot  decide  what  route  to  take 
until  you  know  where  you  want  to  go.  This  is  as  true 
for  communities  as  it  is  for  individuals.  The  third 
step  of  planning,  means  selection,  provides  an  op- 
portunity to  consider  a wide  range  of  options  for 
action.  A careful  assessment  of  the  advantages  and 
disadvantages  of  alternative  actions  should  result  in 
more  successful  goal  attainment  and  less  untoward 
side  effects.  The  fourth  step  of  planning,  interven- 
tion evaluation,  should  result  in  the  intelligent  use 
of  feedback.  Just  as  natural  systems  require  feed- 
back and  adaptation  in  order  to  maintain  viability, 
so  too  do  community  or  social  systems. 

The  faithful  application  of  the  fundamental  steps 
of  planning  should  facilitate  a more  effective  and 
efficient  allocation  of  resources.  This  is  particularly 
important  in  the  health  sector  where  the  traditional 
market  forces  of  supply  and  demand  do  not  exist  to 
the  extent  that  they  do  in  other  sectors  of  the 
economy.  In  the  health  sector,  the  consumer  does 
not  have  the  amount  of  knowledge,  choice,  and 
power  which  are  required  for  a competitive  market. 
This  situation  is  exacerbated  by  broad  third  party 
coverage  of  health  care  costs.  For  example,  over  90 
per  cent  of  hospital  costs  are  covered  by  various 
third  parties  (ie,  health  insurance  arrangements) . 
As  a result,  neither  the  consumer  nor  the  provider 
has  a strong  personal  incentive  to  economize  in  the 
use  of  health  resources.  Health  planning  is  needed 
in  order  to  adjust  for  these  market  imperfections. 

Health  planning  is  also  required  because  of 
limited  health  resources  and  growing  complexity  in 
the  health  industry.  The  dramatic  escalation  of 
health  care  expenditures  and  the  rapid  diffusion  of 
health  care  technology  necessitates  systematic 
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analysis.  Gaps  and  duplications  in  existing  health 
programs  must  be  identified.  The  cost/effectiveness 
of  new  programs  must  be  determined. 

One  of  the  main  benefits  of  planning  is  that  it 
encourages  society  to  shape  events  rather  than  just 
react  to  them.  The  ability  to  think  ahead  is  one  of 
man’s  most  unique  characteristics.  Health  planning 
is  an  expression  of  this  precious  gift  at  the  collective 
or  community  level. 

The  bottom  line  for  health  planning  was  ex- 
pressed well  by  Reinke.  He  said  “health  planning 
can  be  considered  effective  only  to  the  extent  that  it 
produces  a greater  contribution  to  health  status  per 
unit  of  resources  expended  than  would  have  been 
achieved  in  the  absence  of  planning.”® 

Potential  Pitfalls 

No  area  of  human  activity  is  without  problems. 
Some  of  the  major  shortcomings  associated  with 
health  planning  are  outlined  below.  By  identifying 
these  potential  pitfalls,  it  should  be  possible  to  cope 
with  them  in  a satisfactory  way. 

First,  some  believe  that  planning  is  inconsistent 
with  the  prevailing  American  decision-making 
model.  Planning  attempts  to  be  comprehensive  and 
rational  whereas  current  decision-making  in  the 
US  often  appears  to  be  disjointed  and  incre- 
mental. In  fact,  Lindblom  and  others  advocate 
“disjointed  incrementalism”  as  an  adaptive  strategy 
of  policy  making. However,  planning  does  not 
preclude  incremental  change.  Rather,  planning 
should  lead  to  more  cost/ effective  incremental 
changes. 

Second,  planners  will  always  face  a lack  of  objec- 
tive information  about  the  past,  present  and  future. 
For  example,  the  relative  paucity  of  good  epidemio- 
logic studies  inhibits  the  development  of  solid 
cost/effectiveness  comparisons.**  Also,  it  is  difficult 
to  predict  future  political  and  technological 
changes.  Further,  it  is  nearly  impossible  to  antici- 
pate all  the  consequences  of  planned  interventions. 
However,  decisions  must  and  will  be  made  despite 
the  lack  of  complete  information.  Planning  should 
improve  decision-making  by  at  least  making  the 
reasons  for  decisions  explicit  and,  therefore,  pub- 
licly testable. 

Third,  the  determination  of  collective  values  is 
problematic.  There  is  no  scientific  way  to  decide 
where  you  want  to  go.  Goal  setting  is  essentially  a 
normative  process.  The  aggregation  of  individual 
values  into  community-wide  values  is  particularly 
difficult  in  a heterogeneous  society.  However, 


planning  can  and  should  employ  participatory  tech 
niques  and  processes  to  insure  the  general  accepta- 
bility of  planning  goals. 

Fourth,  planning  requires  broad  political,  ad- 
ministrative, professional  and  public  support  in 
both  its  production  and  implementation  stages  in 
order  to  be  successful.  However,  some  view  the  con- 
temporary American  scene  as  being  hostile  to 
planning.  For  example,  Davidoff  believes  that 
rational  planning  will  not  be  effective  because  it  has 
no  political  or  other  constituency.*^  Therefore, 
planning  agencies  must  cultivate  support  for  their 
activities  and  their  recommendations. 

Fifth,  planning  is  sometimes  viewed  as  a threat  to 
personal  freedom.  Planning  is  often  associated  with 
more  centralized  decision-making.  Some  believe 
that  the  increased  security  and  equality  which  can 
come  with  planning  are  not  worth  the  price  which 
must  be  paid  in  terms  of  individual  prerogatives. 
Community  planning  does  require  a commitment  to 
place  the  overall  good  above  individual  desires  in 
some  instances. 

Sixth,  planning  raises  humanitarian  concerns. 
Planners  are  distant  from  patients  and  clients.  They 
do  not  experience  personal  problems  firsthand. 
Thus,  there  is  the  danger  of  impersonal,  insensitive 
recommendations  and  interventions.  This  danger 
requires  constant  vigilance,  but  it  can  be  minimized 
by  a planning  process  which  is  committed  to  human 
service. 

Seventh,  some  are  concerned  that  recommenda- 
tions established  in  the  health  planning  process  will 
become  rigid  prescription  which  will  not  bend  with 
changing  perceptions  and  times.  There  is  the  possi- 
bility that  health  planning  guidelines  and  criteria 
could  stifle  creativity  and  responsiveness,  if  they  are 
set  in  concrete.  However,  this  possibility  can  be 
avoided  if  health  planning  is  treated  as  a continuous 
process  which  requires  periodic  reexamination  and 
renewal. 

In  sum,  planning  in  general  and  health  planning 
in  particular,  like  all  human  activities,  is  fraught 
with  shortcomings  and  dangers.  Most  activities 
which  offer  the  potential  for  greater  benefits  are 
also  associated  with  greater  risks. 

Conclusions 

It  is  important  for  everyone  to  recognize  both  the 
potential  benefits  and  the  potential  pitfalls  of  health 
planning.  It  is  also  important  for  communities  to 
reach  a conclusion  as  to  whether  the  potential  bene- 
fits outweigh  the  potential  risks.  This  analysis  con- 
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eludes  with  a positive  view  of  health  planning  for 
the  following  reasons. 

Decisions  must  be  made  regardless  of  the  quality 
of  the  information  on  hand  at  any  time.  A decision 
to  do  nothing  is  still  a decision.  Since  planning 
promotes  open  and  explicit  decision-making,  better 
social  decisions  are  more  likely.  In  fact,  planning 
will  increase  the  demand  for  better  information. 

Wants  are  unlimited  while  resources  are  limited. 
Thus,  resources  will  be  allocated  or  rationed  in  any 
event.  The  planning  process  can  serve  to  produce  a 
more  rational  and  equitable  allocation  of  resources. 
In  the  health  system,  risks  are  consciously  shared 
through  social  mechanisms  such  as  health 
insurance.  Therefore,  classical  market  forces  based 
on  the  pursuit  of  individual  self-interest  do  not  allo- 
cate health  resources  in  a socially  optimal  fashion. 

Some  believe  that  planners  have  a vested  interest 
in  change.  Yet,  change  is  inevitable.  Planning 
attempts  to  shape  change  for  the  better.  Thus,  it  is 
more  correct  to  posit  that  planners  have  a profes- 
sional interest  in  managed  change.  Managed 
change  should  result  in  a more  effective  and  effi- 
cient distribution  of  resources  such  as  a better  distri- 
bution of  health  manpower  by  specialty  and  geo- 
graphic area. 

Social  evolution  is  a natural  force.  While  social 
evolution  can  be  slowed,  frustrated  and  delayed,  it 
cannot  be  entirely  blocked.  More  complex  social 
systems  require  more  centralized  and  sophisticated 
centers  to  collect  and  analyze  information,  as  is  also 
the  case  with  biological  systems.  Planning 
represents  society’s  attempt  to  cope  with  more 
interdependence  and  specialization.  Health 
planning  in  America  has  generally  lagged  behind 
the  growth  of  the  health  industry,  but  necessity  will 
give  rise  to  more  planning  here  as  well  as  elsewhere. 
Independent  fiefdoms  must  give  way  to  intercon- 
nected systems  in  the  health  field. 

Planning  does  not  have  to  be  as  rigid  as  some 
would  lead  us  to  believe.  Plans  can  and  should  be 


changed  as  better  information  becomes  available. 
Planning  can  and  should  be  conducted  in  a demo- 
cratic or  participatory  manner.  Planning  can  and 
should  be  imbued  with  our  highest  ideals  such  as 
personal  dignity,  freedom  of  choice  and 
humanitarian  concern. 

Alfred  Kahn  provides  us  with  an  appropriate  con- 
clusion on  planning : 

The  limitations  debated  are  real;  but  they 
obviously  must  be  regarded  as  helping  to  de- 
fine what  planning  is  and  how  it  may  be 
strengthened,  not  as  reasons  to  dismiss  it.‘^ 
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Feefii^vs 

Some  people  feel  that  I am  misused  and  overused 
and  that  Fm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
(decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  pe^le  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “weak,  ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 


Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  became  of  the  stories 
they’ve  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medicatkm  in  America  became 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  producf  information  on  Valium  (diazepam /Roche)  (jy , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  lU-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad|unc- 
fively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  m long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and'or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limned  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdravyal 
symptoms  have  been  reported  following  abrupt  discon- 
hnualion  of  benzodiazepines  after  continuous  use 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  Increased 
risk  of  congenital  malformations  as  sug- 
gested In  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
If  they  Intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau 
tions  indicated  m patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  fuhclion 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia 
hypotension,  changes  in  libido,  nausea  fatigue 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported,  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice,  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b I d to  q i d , alcoholism.  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q 1 d , adjunctively  in  convulsive  disorders,  2 to  10 
mg  b I d to  q i d Geuatnc  or  debilitated  patients  2 to 
2'/2  mg.  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions  ) Children  1 to 
2'/2  mg  lid  or  q i d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 

Supplied:  Valium  " (diazepam, 'Roche)  Tablets.  2 mg, 

5 mg  and  10  mg— bottles  of  100  and  500,  Tel-E-Dose " 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10.  Prescription  Paks  of  50.  available  in  trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 
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Research  Triangle  Park 
North  Carolma  27709 
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Dickens's  graphic  description  of  Fat  Joe,  a character  in  “Pickwick  Papers"  who  fell  asleep  at  the  most  inop- 
portune moments,  led  to  the  eponym  “Pickwickian  syndrome.  " Dickens  describes  the  fat  boy  at  dinner  in  the 
following  words:  “There  was  the  meat  pie  of  which  the  youth  had  spoken  so  feelingly;  and  there  were, 
moreover,  a steak  and  a dish  of  potatoes,  and  a pot  of  porter  . . . said  the  fat  boy:  ‘Oh  my  eye,  how  prime!  I 
am  so  hungry!  . . . plunging  into  the  pie  up  to  the  very  ferules  of  the  knife  and  fork  . . . (he)  ate  a pound  or  so 
of  steak  with  a sentimental  countenance  and  fell  fast  asleep.  ” 

For  more  on  obesity  see  pages  341,  351,  355. 
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The  wahie  of  your  estate 
couM  be  a lot  higher 

thanyou  think. 


home  $100,000 

GROUPUFE  $75,000 
INVESTMOns  $50^000 
^SONALUFE  $50,000 
SAVINGS  $10,000 
MiSCEllANEOUS 


You’ve  probably  grown  financially  in  the 
last  few  years.  Inflation  has  increased  the 
value  of  your  home.  And  when  you  add 
the  growth  in  your  life  insurance,  sav- 
ings and  investments,  it  probably 
means  that  you  measure  up  to  a lot 
more  than  you  thought  you  did. 

But  don’t  start  rejoicing  yet. 
Because  a bigger  estate  also  means  a 
higher  estate  tax  bracket.  Worse  yet, 
different  kinds  of  estate  tax  and  settle- 
ment problems  arise  as  the  level  of  your 
estate  rises.  Which,  when  all  is  said  and 
done,  could  mean  your  family  won’t  enjoy 
the  financial  security  you’ve  planned  for 
them.  Unless  you  see  us  now. 

Even  though  you  might  have  thought 
your  estate  was  not  large  enough  to  need 
a trust  department,  chances  are  you 
can  benefit  from  the  profession^  help 
we  at  InBank  can  give  you. 

For  example,  we  can  show  you  a way 
to  save  as  much  as  $37,000  in  taxes  on  a 
typical  $300,000  estate.  And  we  have  ideas 
to  help  build  and  protect  the  value  of  your 
estate  as  well. 

Add  up  the  value  of  your  estate.  We  think 
you’ll  be  surprised  to  learn  just  how  much 
you’ve  grown  financially.  And  how  much 
you  need  our  help.  Call  Gregory  Ahem  at 
(401)  278-6699,  or  write  to  him  at  Industrial 
National  Bank,  Trust  and  Investment 
Division,  100  Westminster  Street, 
Providence,  Rhode  Island  02903. 


$ INBRNK 

TRUST  AND  INVESTMENT  DIVISION 
Finaocial  minds  for  your  peace  of  mind. 


Blackstone 


Easier  for  you,  nicer  for  them. 


• Same'Day  Surgery  facilities  for  general  surgeons, 
gynecologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• General  anesthesia 

• Block  bookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  amhula- 
tory  surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory  Surgical  Care 

Call  728'3800  for  more  information  and  hookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 


If  you’re  disabled, 
what happens  to  your 
earning  power? 

Think  how  an  unexpected  accident  or  sickness 

could  halt  your  income  at  any  moment 

and  you’ll  realize  how  important  Disability  Income 
Insurance  can  be.  Now  ....  by  applying  for  this 
policy,  you  can  assure  yourself  of  steady,  con- 
tinuing income  ....  benefits  that  go  to  work  for 
you  when  you’re  disabled. 


This  policy  is 
Endorsed 
by: 

RHODE  ISLAND 
MEDICAL  SOCIETY 


As  a member  of  the  Rhode  Island  Medical  Society, 
you’ll  get  this  coverage  at  a cost  less  than  an 
individual  policy. 

For  specific  information  on  costs  and  coverage, 
write  or  phone  the  administrators. 


Administered  by: 


LESTER  L.  BURDICK,  INC. 


persona!  service 
since  1922 


10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 


ATTENTION:  W.  J.  Harrington 
(401)  739-1639 


Underwritten  by:  COMMERCIAL  INSURANCE  COMPANY,  100  Wood  Avenue  South.  IseNn,  New  Jersey  08830  <•  (201)  321-3800 


roven  power  of 


600  mg  Tablets 

One  tablet  ti.d. 


Please  see  the  following  page  for  a brief  summary  of  prescribing  information 
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Motrin " Tablets  (ibuprofen,  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema,  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin. 


Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing.  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension,  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  Motrin,  satety  in  patients  with  chronic  renal  failure  have 
not  been  done.  Motrin  can  Inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added.  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarirr; bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  In  4%  to  16%  of  the  patients. 

Incidence  Greater  Than  1%  (but  less  than  3%)  -Probable  Causal  Relationship 
Gastrointestinal:  Nauseaf  epigastric  painf  heartburnf  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence);  Central  Nervous  System:  Dizzinessf  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapulartype),  pruritus;  Special  Senses;  Tin- 
nitus; Metabolic/Endocrine:  Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation;  see  PRECAUTIONS). 

Incidence  Less  Than  1°/o-Probable  Causal  Relationship'" 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
blearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS);  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs’  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit;  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS);  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  r/o-Causal  Relationship  Unknown" 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri;  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e  g.,  epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gyne- 
comastia, hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia);  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Elenoch- 
Schbnlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

"Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

"Reactions  are  classified  under  "Probable  Causal  Relationship"  (PCR)  if  fhere  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under  "Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day.  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease;  Sug- 
gested dosage  is 300, 400,  or  600  mg  t.i.d.  or  q.i.d.  Mild  to  moderate  pain:  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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Ethics  and  the 
Surgical  Specialties 

Michael  E.  Scala,  MD  f 

Euthanasia,  abortion,  definition  of  death,  disconnect- 
ing lifesaving  machinery,  the  right  of  the  fetus,  in- 
formed consent,  and  death  with  personal  dignity. 
These  are  some  of  the  topics  of  current  concern  in 
medical  ethics,  which  address  those  life  problems 
which  produce  the  greatest  frustrations  and  fears. 

What  is  the  appropriate  position  of  the  surgeon  with 
respect  to  society’s  medical  ethical  dilemmas?  The 
surgeon  can  not  remain  aloof  from  medical  ethical 
problems,  sequestered  in  a Vitalium-methylmethacry- 
late  ivory  tower.  The  issues  concern  him  in  a much 
more  intimate  manner  than  he  has  been  willing  here- 
tofore to  admit.  Informed  consent  regarding  surgi- 
cal procedures  and  human  experimentation  stand  as 
the  Scylla  and  Charybdis  between  which  surgeons,  as 
all  physicians,  have  not  yet  charted  their  safe  course. 
The  journey  will  be  doubly  perilous  If  we  do  not  bring 
our  attitudes  into  sharp  focus  and  seek  solutions,  or, 
at  least,  recognize  the  problems. 

The  concept  of  Informed  consent  for  experiments 
involving  human  subjects  has  been  with  the  surgeon 
since  the  early  beginnings  of  modern  surgical  special- 
ization. Recently,  with  the  publicity  that  attended  the 
use  of  DSMO,  artificial  implants,  vessel  grafts,  and 
mechanical  hearts  as  experimental  materials,  the 
concept  has  become  of  pressing  concern.  The  story  of 
chymopapain  and  its  use  in  the  lysis  of  the  degen- 
erated nucleus  pulposus  is  a present-day  illustration 
of  an  old  problem. 

What  were  the  ethical  implications  of  the  use  of 
chymopapain,  potentially  harmful  to  human  subjects? 
Was  its  use  in  controlled  studies  the  application  of  a 
newer,  benign,  accepted  technique,  or  human  experi- 
ment? 

What  are  the  ethical  implications  of  using  phy- 
sicians and  patients  in  double  blind  experimental 
studies?  Does  the  consent  of  the  researcher  and 
subject  to  participate  in  the  study  meet  minimum  ethi- 
cal standards? 

We,  as  physicians,  should  be  greatly  concerned 
about  the  editorial  policy  of  scientific  journals,  and 
specifically  their  standards  for  accepting  advertising 
of  newly  developed  products.  Is  it  within  the  bounds  of 
duty  and  responsibility  for  journals  to  question  the 
quantity  and  quality  of  human  experiments  with  such 
products.  Perhaps  scientific  journals,  in  general, 
should  have  a board  of  consumer  affairs  for  this 
purpose  to  protect  practicing  physician  consumers, 
and  ultimately  the  patient  consumer. 


RIMS  • Membership  Count  • RIMS 


Total  RIMS  members 
Total  AMA  members. 

New  RIMS  members. 

Chester  A.  Chmielewski,  MD 
Pavel  Vancura,  MD 
Kenneth  W.  Burchard,  MD 
John  P.  Cooke,  PA 
Jeanne  Holtzman,  PA 


Apr.  31,  1981  May  31,  1981 
1,399  1,408 

583  591 

9 

W.  Martin  DeLuca,  PA 
Alfred  H.  Liddle,  III,  PA 
Joseph  A.  Massaro,  PA 
Robert  M.  Pearlman,  PA 


Obfuscation  by  Planning? 

Strategy: 

Hoping  to  cut  costs  and  free  beds  for  more  urgent 
cases,  a New  York  hospital  set  up  an  outpatient 
surgery  center,  where  patients  could  have  minor  oper- 
ations and  go  home  the  same  day.  But  New  York  State 
(footing  the  bill  for  Medicaid  patients)  imposed  a $100 
limit  on  what  it  would  pay  for  any  service  given  at  the 
center,  regardless  of  complexity  or  cost.  (The  state  has 
since  said  it  will  adjust  the  rate,  but  so  far  the  $100 
limit  remains.) 

Result: 

To  bill  for  services,  the  hospital  had  to  admit  some 
Medicaid  recipients  as  regular  in-patients  for  proce- 
dures that  would  have  cost  much  less  at  the  surgery 
center. 


The  nuances  of  human  experimentation  are  subtle. 
Most  clinical  research  activities  in  which  the  surgeon 
engages  hardly  seem  to  qualify  as  human  experi- 
mentation. Such  studies  range  from  experiments  that 
allow  every  other  patient  anticoagulants  or  antibiotics 
following  surgery,  to  the  trial  of  a new  hip  or  knee 
prosthesis.  Is  this  human  experimentation  without 
consent?  We  must  look  searchingly  into  our  souls  to 
decide  whether  we  bear  any  fault  in  such  cases,  even 
fault  without  malice.  One  can  peruse  volume  after 
volume  of  the  most  prestigious  surgical  journals,  clini- 
cal and  research,  filled  with  well-written  articles  with 
aims  and  observations  carefully  noted,  recording  of 
the  exact  amount  of  drugs  given  in  certain 
experiments,  pre-and  post-operative  findings  and  x-ray 
records;  yet  infrequently  will  an  article  record  informa- 
tion as  to  whether  or  not  the  experiments  are  ethical. 
There  are  no  notes  relating  to  protection  of  patients’ 

I 
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What  Are  the  Society’s.Objectives? 


In  March  of  this  year  opinions  on  policy  and 
operations  priorities  for  the  Rhode  Island  Medical 
Society  were  solicited  from  presidents  of  all  specialty 
societies  in  Rhode  Island.  No  questionnaire  was 
provided.  The  question  was  open,  What  do  you  think 
should  be  the  priority  goals  and  objectives  of  the 
Rhode  Island  Medical  Society? 

Replies  numbered  fifteen,  in  letter  form  of  from  one 
to  four  pages.  The  contents  have  been  digested  by  the 
Editor  of  this  Newsletter  with  the  following  results. 

Out  of  the  fifteen  responses,  the  single  most  unani- 
mous concern  was  with  issues  relating  to  the  financing 
of  medical  care.  A total  of  nine  members  were 
concerned  about  reimbursement  schedules  (Blue 
Shield),  Medicare/  Medicaid  cutbacks,  and  the  Reagan 
administration’s  proposed  system  of  block  grants  to 
states.  Concern  was  expressed  for  the  quality  of  care 
and  the  need  for  elimination  of  numerous  reimburse- 
ment inequities  under  present  schedules.  The 
predominant  view  was  that  the  Rhode  Island  Medical 
Society  must  take  a strong  leadership  role  in  this  area. 

Seven  members  directed  comments  to  aspects  of 
the  Rhode  Island  Medical  Society’s  internal 
organization.  Several  of  these  expressed  confidence  in 
the  ability  of  the  new  executive  director  to  effect 
needed  changes.  Specific  suggestions  included 
recommendations:  1)  to  limit  committee  size;  2)  to 
institute  salaries  for  officers;  3)  to  proceed  with  plans 
to  computerize  Society  operations;  and  4)  to  exercise 
greater  budgetary  restraint. 

Proactive  planning  for  effective  delivery  of  medical 


care  services  was  next  in  order  of  mention  by  respon-. 
dents.  Endorsement  of  the  Rhode  Island  Chapter,' 
American  Academy  of  Pediatrics  child  health  plan  and  i 
a proposal  to  improve  home  nursing  care  were  two  ' 
specific  recommendations.  ! 

Membership,  legislation,  and  publications  each 
gained  four  mentions.  PAs  and  women  physicians,  it 
was  suggested,  should  be  encouraged  to  become 
members  and  to  participate.  Society  social  events 
specifically  for  new  members  were  recommended,  as 
were  regular  mailings  from  the  Society  to  all  non- 
members in  the  state.  Some  issues  of  particular  legis- 
lative interest  were  mandatory  jailing  of  the  drunken 
driver  and  privileged  communications  statutes. 
Society  sponsored  social  activities  for  physicians  to 
get  acquainted  with  legislators  were  recommended. 
On  public  relations,  it  was  generally  agreed  that  the 
Society  should  do  more  advertising  of  its  activities, 
and  should  communicate  information  on  diseases  and 
major  health  issues  to  the  public. 

Three  responders  urged  that  the  Society  develop  in 
writing  long  range  policy  and  positions  to  guide  its 
“voice”  in  the  medical  community. 

Better  utilization  of  AMA  resources,  improvement  of 
the  Society’s  liaison  with  the  Staff  Physicians  Associa- 
tion of  Rhode  Island  (SPARI),  development  of  the 
Rhode  Island  Medical  Society  building  facilities  for 
members’  comfort,  and  many  other  specific  thoughts 
warrant  “honorable  mention”  (one  or  two  votes  each) 
in  the  survey. 


How’s  That  Again?  Department 

In  Maryland,  the  state  required  hot  water  in  patients’  rooms  to  be  kept  between  110  and 
125  degrees  Fahrenheit,  while  federal  regulation  mandates  that  the  temperature  not  exceed  1 10 
degrees. 


Ethics  and  the  Surgical  Specialties  (continued) 

rights  by  outside  non-interested  parties.  Were  patients 
properly  instructed  so  as  to  be  able  to  give  an  en- 
lightened informed  consent? 

I am  not  talking  about  informed  consent  from  the 
point  of  view  of  possible  litigation  or  avoiding  malprac- 
tice liability.  My  consideration  is  of  a deontological 
nature,  one  of  what  is  the  moral  behavior  or  conduct  to 
pursue,  not  in  light  of  intentions  or  the  good  of 
society,  but  in  terms  of  right  and  virtue  as  it  applies  to 
the  individual  involved. 

Special  attention  must  be  directed  towards  the 
protection  of  retarded  children  who  cannot  determine 
themselves  when  enough  surgery  is  enough,  for  the 
uncorrectable  musculo-skeletal  problems  associated 
with  cerebral  palsy,  meningomyelocele,  and  a myriad 
of  congenital  abdominal  and  cardiac  deformities.  The 
temptation  may  be  to  perform  ambitious  surgery  for 


such  patients,  raising  false  expectations  in  parents 
as  to  what  can  be  accomplished  realistically. 

It  would  seem  that  now  is  the  time  to  examine  these 
issues  critically.  To  remain  trustworthy  and  trusted,  we 
must  display  a keen  awareness  and  be  in  the  vanguard 
of  clinicians  seeking  answers.  We  will  have  reneged 
on  the  trust  that  has  been  placed  in  us  by  our  patients 
if  we  respond  in  any  other  manner  except  that  which 
clearly  and  beyond  any  doubt  demonstrates  our  con- 
cern to  be  entirely  a reflection  of  patients’  needs.  We 
must  be  willing  to  grapple  and  agonize  with  basic  de- 
finitions, fundamental  ethical  reasonings,  and  re- 
assessments of  our  technical  capabilities  as  they 
interface  with  the  desires,  the  needs,  and,  above  all, 
the  rights  of  society  and  individual  citizens,  our  pa- 
tients. 


Interview  of  the  Month 

Norman  A.  Baxter,  PhD 


(This  month’s  interview  features  questions  and  answers  with 
; Dr.  Norman  A.  Baxter,  who  was  appointed  to  the  position  of 
'Executive  Director  of  the  Rhode  island  Medical  Society  in 
May  1981) 

Q.  Dr.  Baxter,  what  were  the  factors  which  in- 
fluenced you  to  apply  for  and  to  accept  the  position  of 
chief  administrative  officer  of  the  Rhode  Island  Medi- 
cal Society? 

A.  My  background  in  administrative  work  is  princi- 
pally in  universities.  While  a change  from  a university 
organization  to  administrative  work  for  a medical 
society  may  seem  an  out  of  the  ordinary  transition, 
this  is  not  the  case  in  my  particular  circumstances.  As 
Vice  President  for  Academic  Affairs  at  Little  Rock  Uni- 
versity in  Arkansas  I developed  curricula  in  the  health 
professions,  including  a degree  program  in  nursing  in 
cooperation  with  Saint  Vincent’s  Infirmary  in  Little 
Rock,  a program  in  physical  therapy  in  conjunction 
with  the  Mayo  Clinic  in  Rochester,  Minnesota,  and  a 
medical  records  librarian  program  with  Baptist 
Hospital  in  Memphis,  Tennessee.  Throughout  these 
efforts  the  university  cooperated  closely  with  health 
institutions  in  the  city,  forming  the  numerous  liaisons 
which  made  the  development  of  the  programs  pos- 
sible. 

Another  reason  I chose  to  accept  this  position  is  the 
physicians  I met  during  the  job  interviews.  Their  prob- 
lems and  ambitions  interested  me,  and  I believed  that 
I could  effectively  help  physicians  to  accomplish  the 
Rhode  Island  Medical  Society’s  goals. 


0.  Your  experience  with  health  care  issues,  then, 
reaches  back  over  a number  of  years.  Were  you  also 
involved  with  the  health  professions  in  your  later 
positions  with  the  University  of  Nevada  and  as 
President  of  California  State  University  at  Fresno? 


Norman  A.  Baxter,  PhD 


Q.  Were  there  unique  social  and  medical  needs  in 
the  San  Joaquin  Valley? 

A.  Most  of  the  problems  existing  resulted  directly 
from  poor  hygiene  and  eating  habits  among  the 
migrant  farm  worker  population  made  up  principally  of 
Mexican-Americans.  There  are  taboos  in  the  Mexican- 
American  culture  which  make  the  delivery  of  medical 
care  to  these  people  difficult.  Access  to  medical  care 
is  an  extremely  complex  matter  involving  social, 
economic,  geographical,  and  also  cultural  factors. 


A.  While  I served  as  a consultant  to  the  University  of 
Nevada  in  Reno  in  1968-1969,  the  university  was  in  the 
midst  of  establishing  a medical  school.  My  job  in- 
cluded criss-crossing  the  state,  working  closely  with 
Nevada  State  Medical  Society  representatives  to  buiid 
support  for  the  school.  I had  to  be  very  familiar  with 
health  delivery  system  needs,  in  general,  and  medical 
society  operations,  in  particular.  As  President  of 
California  State  University  at  Fresno  from  1970-1980 
health  related  projects  were  major  concerns.  A public 
university’s  domain  of  influence  is  wide.  I secured  and 
led  in  the  administration  of  a large  federal  grant  to 
study  California’s  health  manpower  needs,  coordin- 
ated community  efforts  to  establish  a health  education 
center,  the  San  Joaquin  Valley  Health  Consortium,  and 
became  one  of  its  founders  and  directors.  It  was 
because  of  these  developments  that  Fresno  was  later 
able  to  attract  the  funds  to  establish  a medical  school 
at  the  VA  Medical  Center,  a few  miles  from  our  univer- 
sity campus.  We  had  demonstrated  that  the  area  pro- 
vided resources,  including  clinical  subjects,  which  did 
not  exist  elsewhere. 


Q.  One  of  the  most  Immediately  visible  contrasts 
between  your  previous  positions  and  your  present 
position  is  in  sheer  size  of  the  respective  organiza- 
tions. Discounting  the  size  difference,  do  you  recog- 
nize similarities  between  your  responsibilities  at 
California  State  University  and  the  Rhode  Island 
Medical  Society? 

A.  Yes,  most  definitely.  My  job  at  the  California  State 
University  was  administration,  at  the  interface  between 
a team  of  professionals  and  the  community  which  they 
served.  Here,  in  a similarly  supportive  position,  I will  be 
working  on  the  same  kinds  of  problems  and  goals  exist- 
ing at  precisely  the  same  point  of  contact. 
Organizations  act  to  fulfill  specific  functions,  and  there 
are  basic  strategies  — legislative,  legal,  and  public  rela- 
tions — to  accomplish  them,  which  are  the  same 
regardless  of  the  size,  location,  or  purposes  of  the 
institution. 

(continued  next  page) 
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RIMS  Running  Conference 

A.  A.  Savastano,  MD0 

This  spring  the  Rhode  Island  Medical  Society  Com- 
mittee on  Medical  Aspects  of  Sports  sponsored  an 
educational  program  for  the  public  on  “Medical 
Aspects  of  Running”.  Twelve  physicians  presented 
talks  on  a variety  of  subjects,  including  problems  such 
as  chest  pains,  gastric  disturbances,  and  knee,  hip, 
and  ankle  joint  injuries  when  running.  Also  featured 
was  a panel  discussion  on  how  an  athlete  chooses  for 
himself  the  suitable  exercise  among  the  graduated 
levels  of  walking,  jogging,  running,  and  racing. 

The  participants  were  Joseph  A.  Chazan,  MD; 
Joseph  Fitzgerald,  MD;  Louis  Fuchs,  MD  ; William 
Garrahan,  MD  *>■  ; Dario  Herrera,  MD  >•  ; Kenneth 
Knowles,  MD  r ; Ernest  Lowe,  MD;  John  A.  Pella,  MD; 
A.  A.  Savastano,  MD  ; Walter  Thayer,  MD;  Paul 
Thompson,  MD;  and  Paul  Welch,  MD  f . 

The  session  was  planned  and  organized  by  the  Com- 
mittee on  Medical  Aspects  of  Sports.  It  is  anticipated 
that  this  will  become  an  annual  event. 


Dr.  Kenneth  Knowles  (left)  in  discussion  with  conference  at- 
tendee. 


Peripatetics 


• Newly  elected  officers  of  the  Rhode  Island  Thoracic 
Society  are  William  M.  Corrao,  MD,  President;  John  A. 
Pella,  MD,  Vice  President;  and  Mohammad  Khan,  MD, 
Secretary -T  reasurer. 

• Mary  Ann  Passero,  MD  T'  is  a newly  elected  director 
of  the  Rhode  Island  Lung  Association. 

• Michael  E.  Scale,  MD  ® has  been  appointed  Asso- 
ciate Attending  in  the  Department  of  Orthopedic 
Surgery  at  the  Hospital  for  Joint  Diseases  Orthopedic 
Institute  at  the  Beth  Israel  Medical  Center  in  New  York 
City. 

• At  its  meeting  on  June  13,  1981  Howard  S.  Sturim, 
MD  was  elected  President  of  the  New  England  Society 
of  Plastic  and  Reconstructive  Surgeons. 

• Fiorindo  A.  Simeone,  MD  ‘Tj  is  Vice  President  of  the 
American  Heart  Association. 


• David  C.  Lewis,  MD  has  been  appointed  to  a 4-year 
term  as  a member  of  the  National  Advisory  Council  on 
Alcohol  Abuse  and  Alcoholism,  the  advisory  body  to 
the  National  Institute  on  Alcohol  Abuse  and  Alcohol- 
ism. 

• Former  Surgeon -in -Chief  H.  Tom  Randall,  MD 
has  been  honored  by  the  presentation  of  a por- 
trait of  him  to  Rhode  Island  Hospital  by  William 
Thompson,  MD  T for  the  surgical  staff  and  present 
and  former  surgical  residents. 

• Stephen  J.  Richman,  MD0has  been  elected  a Fel- 
low of  the  American  College  of  Surgeons. 

• Georges  Peter,  MD  was  one  of  13  participants  at  a 
Consensus  Conference  on  Reye’s  Syndrome  in  March 
in  Bethesda,  Maryland. 


Interview  of  the  Month 

(continued) 

Q.  How  have  you  found  social  and  political  forces  to 
affect  an  organization’s  policy  and  activity? 

A.  Any  organization  exists  within  its  social  and  poli- 
tical context.  Particularly  since  the  1960s  the  academic 
world  has  become  politicized,  to  the  degree  that  a uni- 
versity administrator  today  functions  in  the  same 
milieu  as  the  elected  official.  He  must  be  extremely 
sensitive  to  changing  social  and  political  structures. 
Now  the  Rhode  Island  Medical  Society  leadership  is 
being  called  upon  to  respond  to  social,  political,  and 
also  technological  changes  of  unprecedented  signifi- 
cance to  the  profession.  As  political  forces  become 
more  numerous,  and  as  society  changes  its  expecta- 


tions of  individuals  and  of  organizations,  they  of  course 
must  change  and  adapt.  The  challenge  to  the  Rhode 
Island  Medical  Society  is  to  develop  the  measures  that 
will  enable  it  and  the  profession  to  adapt  to  and  at  the 
same  time  to  shape  the  evolving  political  and  economic 
environment. 

Q.  On  the  subject  of  change,  Dr.  Baxter,  you  are  also  ex- 
periencing this  in  your  personal  life  by  geographical  re- 
location. Are  you  looking  forward  to  living  in  Rhode 
Island? 

A.  New  England  is  historically  and  geographically 
very  appealing  and  attractive  to  me.  Our  three  children 
were  born  in  New  England.  Mrs.  Baxter  and  I enjoyed 
California,  but  we  are  also  looking  forward  to  living  here 
again. 
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AMA  House  of  Delegates  Approves  RIMS  Resolution 


At  the  meeting  of  the  AMA  House  of  Delegates  held  in 
Chicago  June  7 to  11,  1981  a resolution  submitted  by 
the  Rhode  Island  Medical  Society  pertaining  to  Patient 
Signatures  for  Medicare  Payments  was  approved  with 
some  minor  amendments. 

The  resolution  called  for  the  American  Medical 
Association  to  support  a proposal  of  the  US  Bureau  of 
Program  Policy  permitting  physicians  of  all  specialties 
to  utilize  the  patient  signature  on  hospital  admission 
records  for  the  HCFA-1490  request  for  Medicare  pay- 
ment. 


Presently,  hospitals  are  not  required  to  obtain  the 
patient’s  signature  on  each  separate  billing  form  when 
submitting  a claim  to  Medicare  on  a HCFA-1554 
Provider  Billing  for  Patient  Services  by  Physician. 
Likewise  specialists  with  limited  patient  contact  may 
use  the  patient  signature  contained  in  the  hospital  ad- 
mission records  when  completing  HCFA-1490  request 
for  Medicare  payment. 

It  was  pointed  out  that  requiring  some  physicians  to 
obtain  patient  signatures  while  not  requiring  others  to 
do  so  is  discriminatory.  _ 


Council  Briefs 


Meeting  June  1, 1981 

Charles  E.  Millard,  MD  Presiding 

• Voted  to  appoint  Herbert  F.  Hager,  MD  T official 
Parliamentarian  of  the  Rhode  Island  Medical  Society 
Council  and  House  of  Delegates. 

• Heard  a report  by  Charles  E.  Clapp  II,  Esq,  Society 
Legal  Counsel,  on  the  RIMS  Insurance  Brokerage  Cor- 
poration. 

• Heard  a report  by  Peter  D.  T.  Clarisse,  MD  Chair- 
man, Public  Laws  Committee,  on  the  recently  con- 
cluded legislative  session. 

• Voted  to  acknowledge  with  appreciation  Stanley  D. 
Simon,  MD  for  his  efforts  for  the  Society  as  one  of 
its  representatives  on  the  board  of  SEARCH.  Dr.  Simon 
has  recently  resigned  this  position  after  years  of 
service. 

• Voted  to  authorize  the  President  to  review  and  study 


all  appointed  committees  and  report  back  to  the 
Council  with  his  findings. 

• Voted  to  form  four  new  committees  upon  the  recom- 
mendation of  the  President:  Medical  Legal  Discussion 
Committee;  Incentive  Reimbursement  Committee; 
Medical  Society  Blue  Shield  Cooperative  Committee; 
Voluntary  Health  Plan  Committee. 

• Heard  a report  by  the  President  on  a telephone  poll 
approving  expenditure  of  $1,500  to  employ  Mr.  E. 
James  Stergiou  to  provide  actuarial  consultant  ser- 
vices in  discussions  of  the  Joint  Underwriting  Associa- 
tion’s request  for  a 21%  rate  increase. 

• Voted  to  appoint  the  President  to  serve  as  the  Editor 
of  the  Rhode  Island  Medical  Society  Newsletter. 

• Heard  a report  by  the  President  on  a meeting  with 
Mr.  Thomas  Caldarone,  Director  of  Business  Regula- 
tion, on  a Blue  Shield  request  for  a rate  increase. 

• Heard  reports  from  the  district  societies. 


Resolutions:  Governor’s  Conference  on  Aging 

Two  resolutions  approved  by  the  Governor’s  Conference  on  Aging  address  health  issues: 


Direct  Assignment/Publishing  of  Doctors  Fees 

Be  it  resolved; 

That  all  doctors  fees  be  posted. 

That  any  extraordinary  charge  or  service  be  discussed  with  the 
patient  prior  to  administering  the  service  or  treatment. 

That  all  doctors  be  required  to  inform  patients  of  reimburse- 
ment from  third  party  payors:  Medicare,  Blue  Cross,  Blue 
Shield  and  private  insurance  companies  and  whether  this  reim- 
bursement is  full  or  partial  payment  for  services  rendered. 

In-Home  Services 

Be  it  resolved; 

That  the  Rhode  Island  General  Assembly  appropriate  the  sum 


of  $1,500,000  to  the  Department  of  Elderly  Affairs  to  expand  In- 
Home  Services  to  the  elderly  in  the  following  areas; 

To  expand  Elderly  Day  Care  Centers 

To  redefine  target  areas  in  the  Home  Repair  Program  and  to 
make  available  low  interest  home  repair  loans  to  elderly 
homeowners. 

To  provide  counseling,  transportation,  meal  programs,  home- 
makers and  other  services  evenings,  week-ends  and  holidays. 

To  increase  the  income  eligibility  for  In-Home  Services  to  the 
elderly. 

Be  it  further  resolved: 

That  third  party  payments  from  Medicare  and  other  insurance 
companies  be  authorized  for  Elderly  Day  Care  and  other  In- 
Home  Services. 
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A Working  Day  Priority  List 


Frank  M.  D’Alessandro,  MD 

The  following  is  a list  of  nny  daily  responsibilities  in 
the  order  of  their  importance:  Acute  life  and  death 
emergencies:  Very  ill  patients;  Hospital  patients;  Medi- 
cal consultations  to  other  physicians;  Very  urgent 
telephone  messages;  Important  telephone  messages; 
Hospital  procedures,  outpatients;  Hospital  records 
(urgent),  and  hospital  meetings  (committee  assign- 
ments); Office  patients  every  15  minutes;  Office 
messages  (urgent);  Routine  telephone  messages,  tele- 
phone treatments,  medical  follow-up;  Questions 
regarding  patient  care;  Interview  and  adjust  office 
personnel  and  procedures;  Review  all  lab  work  person- 
ally, review  and  read  EKGs,  chest  x-ravs;  Review 


patients’  records  pulled  for  attention  and  stat  reports; 
Sign  hospital.  Blue  Cross,  Medicare  payment  forms; 
Dictate  letters  to  referring  physicians;  Sign  forms  for 
temporary  disability  for  patients  to  obtain  funds;  Read 
current  daily  mail,  medical  letter,  medical  communica- 
tions from  other  physicians,  labs,  pharmacies;  Dictate 
forms  for  patients’  retirement  and  disability  benefits; 
Sign  and  complete  forms  for  lab  work,  welfare;  Dictate 
letters  to  lawyers;  Dictate  letters  to  insurance  com- 
panies, answer  inquiries;  Complete  patients’  insurance 
forms;  Complete  ongoing  medical  reviews  for  govern- 
ment, pharmaceutical  companies;  Make  important 
telephone  calls  of  a personal  nature;  Read  medical 
journals  and  attend  meetings  to  stay  current. 


This  and  That . . . 

• There  were  12,512  births  in  Rhode  Island  in  1980, 
yielding  a rate  of  13.6  per  1,000  estimated  population. 
The  number  of  births  increased  by  two  per  cent  and 
the  rate  four  per  cent  above  1979.  The  lowest  number 
and  rate  on  record  was  in  1975  when  10,953  births  were 
recorded  for  this  period  and  a rate  of  11.8.  The  largest 
number  of  births  since  1958,  when  quarterly  reports 
were  first  published,  was  19,322  observed  in  1961. 

• Current  Opinions  of  the  Judiciai  Council  of  the 
AMA,  a companion  to  Principles  of  Medical  Ethics 

adopted  at  the  1980  Annual  Meeting,  is  now  available. 
The  new  volume  replaces  Opinions  and  Reports  of  the 
Judicial  Council.  To  order,  write  AMA  Order  Dept.,  OP- 
122,  PO  Box  821,  Monroe,  Wl  53566.  Cost  is  $4  each  for 
1-10  copies.  (Please  include  $1.50  per  order  for 
handling). 

• The  Connecticut  State  Medical  Society  and  the  New 
Haven  County  Medical  Association  have  joined  the 
AMA  in  a petition  to  the  US  Supreme  Court  to  hear 
arguments  against  the  Federal  Trade  Commission’s 
(FTC’s)  order  on  physician  advertising.  The  purpose  of 
the  petition  is  to  “uphold  the  efforts  of  the  medical  pro- 
fession to  establish  responsible  ethical  standards  in 
the  public  interest.” 

• An  Ad  Hoc  Committee  on  Women  Physicians  in 
Organized  Medicine  was  appointed  by  the  Board  of 
Trustees  to  monitor  the  involvement  of  women  physi- 
cians and  to  give  further  study  to  the  recommenda- 
tions of  a similar  ad  hoc  committee  that  presented  its 
final  report  at  the  1980  Interim  Meeting. 

• If  you  are  thinking  of  buying  or  selling  a medical 
practice,  you  will  be  interested  in  the  new  AMA 
booklet  Valuing  a Medical  Practice.  It  covers  assets 


from  earnings  and  equipment  to  leases  and  good  will. 
To  order  write  AMA  Order  Department,  OP-117,  PO  Box 
821,  Monroe,  Wl  53566.  The  booklet  costs  $5  each  for 
one  to  ten  copies.  There  is  a handling  charge  of  $1.50 
for  orders  of  $10.99  or  less  and  $2  for  orders  of  $11  or 
more. 

• A Massachusetts  study  shows  that  fewer  than  4 
per  cent  of  children  age  4 and  over  are  put  in  seatbelts 
while  about  50  per  cent  of  parents  put  infants  in 
restraining  devices. 

• There  may  be  a $3-billion  market  for  recombinant 
DNA  in  the  United  States  by  1990,  according  to  Inter- 
national Resource  Development,  Inc.,  a Norwalk, 
Connecticut  market  research  firm. 

• The  JCAH  has  established  a 24-hour  national 
Hotline  service  to  improve  communications  between 
JCAH  and  members  of  the  health  care  field.  The  toll- 
free  Hotline  number  is  800-621-8007. 

• A directory  of  more  than  250  national  health  or- 
ganizations headquartered  in  Washington,  D.C.,orthat 
have  offices  in  Washington,  is  available  for  $4  from  the 
National  Health  Council,  70  W.  40th  St.,  New  York,  N.Y. 
10018. 

• Complimentary  copies  of  the  revised  version  of 

Quick  Guide  to  AMA  Services  are  available.  The  Guide 
is  based  on  those  requests  most  frequently  received 
by  AMA  staff  and  is  categorized  by  subject.  Contact 
the  Office  of  Medical  Society  Relations,  AMA  Head- 
quarters, 535  North  Dearborn  Street,  Chicago,  IL  60610, 
(312)751-6000.  _ 


One  Sentence  Essay 


The  test  of  a first-rate  intelligence  is  the  ability  to  hold  two  opposing  ideas  in  the  mind  at 
the  same  time  and  still  retain  the  ability  to  function. 


. . . F.  Scott  Fitzgerald 
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PRESIDENT’S  CORNER 


Protect  Our  Patients  — Participate 


For  those  born  in  the  1950s  it  can  be  said  that  more 
has  happened  in  their  lifetime  more  changes  of 
every  kind  -and  more  has  been  accomplished  than 
in  the  entire  history  of  mankind  up  to  that  time.  In 
thirty  years  human  knowledge,  the  substance  of 
education,  has  more  than  doubled.  The  speed  by 
which  man  is  able  to  travel  has  increased  from  500 
mph  to  25,000  mph.  Man  has  traveled  deeper,  into 
the  Mariana  Trench,  and  higher,  to  the  moon,  than 
was  ever  dreamed  possible.  More  energy  has  been 
used  in  these  30  years  than  in  the  1900  years  since 
the  birth  of  Christ.  More  words  have  been  com- 
municated, more  books  published,  than  in  the  first 
four  hundred  years  after  the  discovery  of  printing. 
The  population  increase  in  the  last  30  years  equals 
the  total  human  population  of  the  world  two 
hundred  years  ago. 

Despite  all  of  these  advances,  man  stands  closer  to 
total  annihilation  than  ever  before  in  history.  The 
power  unleased  by  man  during  this  period,  while 
having  unlimited  potential  to  further  his  welfare, 
has  created  such  profound  threats  to  his  well-being, 
that  society  as  a whole  is  psychologically  insecure. 

The  Western  world,  and  especially  the  United 
States,  is  now  in  a social  upheaval  of  unparalleled 
proportions.  The  standards  of  our  behavior, 
individual  freedom,  relationships  with  each  other, 
and  respect  and  acceptance  of  authority  and  our 
very  patterns  of  living  are  now  undergoing  the  most 
profound  alterations.  The  rapidity  of  change  of 
events,  attitudes,  and  standards  is  so  great  that  the 
impact  of  these  upheavals  on  society  as  a whole  and 
on  the  individual  has  been  awesomely  powerful.  In 
the  past,  changes  of  such  proportions  evolved  over 
decades  or  centuries,  rather  than  in  just  a few  years. 

One  of  the  most  striking  changes  in  modern 
society  is  the  brevity  of  our  relationships  with 
people,  places,  and  things.  The  average  duration  of 
residence  in  one  place  in  our  cities  is  now 
approximately  three  years.  In  the  past,  people 
characteristically  resided  in  one  place  for  several 
decades  or  an  entire  lifetime.  This  fact  is  probably 
accounted  for  by  the  very  rapid  turnover  in  jobs  in 
industry,  which  runs  at  an  estimated  30  to  40  per 
cent  per  year.  All  of  these  factors  are  having  a 


Charles  E.  Millard,  MD 


profound  effect  on  the  physician  and  his 
relationship  with  his  patient,  his  place  in  society, 
and  the  attitude  of  the  public  toward  him. 

Most  of  the  drugs  that  we  presently  employ  were 
discovered  in  the  last  two  decades.  Most  of  the  tech- 
nological procedures  now  employed  in  clinical 
medicine  were  unknown  30  years  ago.  Medical 
knowledge  has  doubled  in  this  same  period,  medical 
education  is  rapidly  changing  in  its  aims  and  doc- 
trines, and  there  are  changing  concepts  in  care 
because  of  these  advances. 

Thirty  years  ago  there  was  an  average  of  three 
ancillary  support  persons  per  physician ; today  there 
are  twenty;  and  in  five  more  years  it  is  estimated 
that  the  number  will  be  twenty-five. 

In  the  face  of  all  of  these  evolving  changes,  the 
medical  profession  must  be  ready  to  accommodate 
to  the  times.  We  should  not  make  changes  merely 
for  the  sake  of  change,  but  neither  should  we 
resolutely  oppose  them. 

We  in  medicine  must  change  our  posture  — we 
can  no  longer  maintain  the  status  quo  when  all 
around  us,  every  fact  of  life,  is  changing.  We  cannot 
maintain  the  anachronistic  position  of  the  physician 
as  he  existed  thirty  years  ago  and  expect  to  be  toler- 
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ated  by  society  today.  There  are  too  many  third 
parties  involved,  and  their  demands  and  opinions 
must  be  respected  and  heeded.  We  failed  to  offer  a 
reasonable  and  sensible  counter  proposal  to  Medi- 
care, and  consequently  a law  was  enacted  which  has 
proved  to  have  many  of  the  flaws  predicted  by  the 
medical  profession.  However,  because  we  stead- 
fastly refused  to  compromise  or  to  become  active 
participants  and  leaders,  we  defaulted  in  our  role  of 
leadership.  This  must  not  happen  again,  we  must 
now  become  active,  vocal,  and  vigorous  leaders  in 
any  and  all  future  proposals  that  affect  the  delivery 
of  medical  care.  To  paraphrase  the  title  of  a book, 
“No  Profession  Is  an  Island”. 

We  would  be  wise  to  take  cognizance  of  the 
advice  once  offered  by  John  Gardner,  who  said:  “I 
am  always  puzzled  by  people  who  talk  as  though  ad- 
vocates of  change  were  just  inventing  ways  to 
disturb  the  peace  in  what  would  be  an  otherwise 
tranquil  community.  We  are  not  seeking  change  for 
the  sheer  fun  of  it.  We  must  change  to  meet  chal- 
lenges of  altered  circumstances.  Change  will  occur 
whether  we  like  it  or  not.  It  will  either  be  a change 
in  a good  and  healthy  direction  or  change  in  a bad 
and  regrettable  direction.  There  is  no  tranquillity 
for  us.” 

If  medicine  is  to  have  the  influence  it  should  have 
in  shaping  the  future  health  care  system,  new  part- 
nerships must  be  forged  within  medicine  and  with 
government  and  other  outside  interests.  Funda- 
mental changes  are  needed  that  require  an  over- 


riding concern  for  the  public  interest,  not  the  vested  j 
interest  of  any  group.  i 

I 

This  new  administration  is  hopeful  of  starting  our  i 
Society  down  this  road.  We  must  remember,  I 
however,  that  we  must  not  be  discouraged  by  resist- 
ance or  obstacles  placed  in  our  path.  This  potential 
resistance  was  aptly  described  by  Maurice 
Maeterlinck,  who  said:  “At  every  crossway  on  the 
road  that  leads  to  the  future,  every  progressive  spirit 
is  opposed  hy  a thousand  men  appointed  to  guard  i 
the  past.”  Please  join  us  in  this  new  and  exciting 
challenge.  Help  us  to  protect  our  patients  — partici- 
pate in  your  local,  and  state,  and  national  societies. 
Become  active  and  make  the  views  of  the  medical 
society  known  to  your  local,  state,  and  federal 
representatives.  In  protecting  our  patients,  we  shall 
be  protecting  ourselves,  because  they  will  then  be  on 
our  side.  Remember  that  famous  phrase,  “There  go 
the  people,  I must  follow  them,  I am  their  leader.” 

The  motto  of  this  administration  is  “Protect  our 
Patients  — Participate”.  All  of  our  actions  and 
efforts  must  be  directed  to  this  end,  or  all  else  is  lost. 

Charles  E.  Millard,  MD 
President 
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Surgery  for  Morbid  Obesity 


Published  elsewhere  in  this  issue  of  the  Journal  are 
two  papers  which  were  part  of  a Symposium  on  the 
subject  of  morbid  obesity  presented  by  Brown  Uni- 
versity and  the  Rhode  Island  Chapter  of  The 
American  College  of  Surgeons  in  November  1979. 

The  first  paper,  by  Warren  Francis,  addresses  the 
procedure  of  jejunoileal  bypass.  It  analyzes  the  re- 
sults in  85  patients  operated  on  at  the  Rhode  Island 
Hospital.  While  61  per  cent  of  the  cases  had  good 
results  as  measured  by  adequate  weight  loss  and  no 
persistent  metabolic  deficit,  the  reciprocal  39  per 
cent  had  patently  poor  results.  The  cases  were  very 
carefully  studied,  including  metabolic  workup,  and 
the  results  well  documented.  The  procedure  has  not 
been  used  at  the  Rhode  Island  Hospital  since  1977. 
This  report  puts  a few  more  nails  in  the  coffin  of  a 
now  discredited  and  generally  abandoned  opera- 
tion. 

The  paper  by  Felder  and  Amaral  from  The 
Miriam  Hospital  reports  on  72  patients,  who  had  a 
variety  of  gastric  procedures,  with  61  followed  for  a 
year  or  more.  These  results,  which  must  be  con- 
sidered preliminary,  are  generally  favorable  both  as 


The  Dissemination  of  Medical  News 


. Most  good  news  transpires  and  it  is  difficult,  if  not  impossible,  to 
pin-point  the  moment  of  its  occurrence.  It  didn’t  occur  ; it  came  about : 
it  developed. 

“This  is  a baffling  newspaper  problem. 

“There  is  no  good  news  like  the  discoveries  of  medical  science.  These 
great  gifts  to  mankind  are  not  come  upon  suddenly;  they  are  not  im- 
mediately provable.  The  report  of  such  events,  if  events  they  may  be 
called,  is  the  source  of  long-standing  mutual  distrust  and  suspicion 
between  doctors  and  newspaper  men.  Each  profession  has  tried  to 
understand  the  other,  and  indeed  much  progress  has  been  made.  Each 
has  tried  to  adopt  itself  to  the  other’s  techniques  with  doubtful  result  . . . 

“The  nature  of  good  news  is  subtle  and  elusive.  The  reader  must  know 
how  to  read  it,  but,  more  importantly  for  us,  we  should  learn  how  to 
report  it.” 


(From  an  editorial  in  the  publication  of  the  New  England  Society  of  Newspaper 
Editors.  The  American  Editor,  Volume  1 . Number  2.  July,  1957.) 


to  clinical  results  and  morbidity  and  mortality 
(none) . However,  the  operation  is  not  devoid  of 
both  early  and  late  complications.  Their  series  has 
grown  since  this  report,  and  it  would  be  worthwhile 
to  compare  their  present  results  with  this  earlier 
evaluation. 

Two  cases  of  late  postoperative  spontaneous 
gastric  perforation  were  recently  reported  at  a local 
clinic.  The  literature  is  now  replete  with  reports  of  a 
growing  experience  with  gastric  operations. 
Opposed  to  the  good  results  are  anastomotic  leaks, 
obstruction,  staple  line  disruptions,  visions  (in  both 
bypass  and  stapling  procedures) , pulmonary 
embolus,  leaking  or  extrusion  of  various  tubes, 
fistulas,  suture  extrusions,  mineral  and  other  de- 
ficiencies, and  cases  where  the  patient  has  out-eaten 
the  initial  good  weight  result.  It  is  too  early  to 
conclude  that  gastric  operations  for  obesity  are  here 
to  stay.  Caution  should  be  the  watch  word.  Good 
follow-up  as  exemplified  in  both  of  these  papers  will 
eventually  answer  the  questions. 

Seebert  J.  Goldowsky,  MD 


The  observations  of  the  editors  of  the  New 
England  region  twenty-four  years  ago  are  most  sig- 
nificant after  reading  a lengthy  comprehensive 
review  in  the  February  24th  issue  of  the  New  York 
Times  by  reporter  Jonathan  Friendly  on  a contro- 
versy among  editors  of  certain  medical  journals, 
medical  reporters,  and  medical  researchers.  The 
situation  was  allegedly  provoked  by  Doctor  Arnold 
Reiman,  editor  of  The  New  England  Journal  of 
Medicine,  who  is  reported  as  contending  that  much 
of  what  now  passes  for  medical  news  in  the  lay  press 
is  the  unverified  and  often  overly  optimistic  hy- 
pothesis of  researchers. 

The  public  would  get  more  reliable  information. 
Doctor  Reiman  is  reported  as  saying,  if  reporters  for 
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the  lay  and  medical  press  would  wait  until  research 
has  been  verified  through  a process  of  peer  review, 
and  published  in  scientific  journals  such  as  his  own 
New  England  Journal  of  Medicine. 

The  Times  review  of  the  controversy  reports  that 
critics  of  Doctor  Reiman’s  policies  and  opinions 
state  that  to  enforce  his  views  he  has ; 

— Encouraged  researchers  not  to  talk  to  reporters 
about  their  work  in  progress ; 

— Suggested  that  sponsors  of  medical  meetings  at 
which  doctors  present  talks  on  their  work  not 
encourage  press  coverage ; 

— Vigorously  enforced  The  New  England  Journal’s 
policy  of  not  publishing  papers  that  have  appeared 
elsewhere  “in  substance”  — that  is,  with  the  sup- 
porting data  and  graphic  materials. 

The  profit  motive,  and  the  right  of  the  public  to 
know  how  research  is  progressing  when  financed  by 
government  funds,  also  crept  into  critics’  bill  of 
complaints.  News  reporters  felt  that  they  are  quite 
competent  to  decide  what  is  sound  medical  news 
without  waiting  for  medical  journal  support.  They 
also  expressed  resentment  that  physicians  doing 
research  in  what  might  be  considered  newsworthy 
arenas  will  not  talk  publicly  lest  their  scientific  re- 
port with  supporting  data  be  rejected  for  publica- 
tion in  The  New  England  Journal.  Some  reporters 
even  were  listed  as  thinking  that  Doctor  Reiman’s 
policies  for  the  Journal  were  put  forward  in  an  effort 
to  establish  himself  as  arbiter  of  what  is  and  is  not 
worth  reporting. 

The  controversy  apparently  came  to  a head  and 
into  the  general  public  arena  when  Gail  McBride, 
editor  of  the  medical  news  section  of  the  Journal  of 
the  AMA,  published  an  editorial  attacking  Doctor 
Reiman’s  recommendations  as  “unrealistic  and 
elitist”.  This  attack  was  fueled  by  other  critics,  in- 
cluding reporters  for  competing  medical  publica- 
tions as  well  as  the  lay  press,  and  even  some  physi- 
cian researchers. 

Neither  Doctor  Reiman  nor  The  New  England 
Journal  of  Medicine  need  any  defense  of  their 
policies  either  by  this  writer  or  the  Rhode  Island 
Medical  Journal. 

Physicians  throughout  the  world  have  long  recog- 
nized The  New  England  Journal  of  Medicine  as  one 
of  the  finest,  if  not  the  finest  clinical  medical  publi- 
cation in  existence.  It  features  original  scientific 
articles  which  are  extremely  well  edited.  It  is  indeed 
an  “elite”  journal,  and  it  is  fortunate  to  have  at  its 
helm  a scholar  of  the  caliber  of  Doctor  Reiman 
who,  like  every  editor  of  a scientific  journal  of 
repute,  must  continuously  make  decisions  to  publish 


with  the  realization  that  the  importance  of  the 
article  does  not  depend  on  rarity — always  a news- 
worthy arena  - as  much  as  on  authenticity. 

The  New  England  Journal  of  Medicine  un- 
doubtedly turns  away  as  much  advertising  as  it 
accepts;  therefore  the  allegation  by  some  that  a 
profit  motive  is  involved  in  its  editorial  policies 
borders  on  the  ridiculous.  That  the  public  and  the 
public  policy-makers  need  to  know  how  federal 
money  is  spent  by  medical  researchers  is  realistic, 
but  not  to  the  extent  that  a news  reporter  is  quali- 
fied to  sit  in  judgement  on  the  value  of  the  step-by- 
step  investigation  of  the  subject  and  draw  conclu- 
sions before  the  final  results  are  published  for  peer 
review  evaluation. 

Through  the  years  progress  has  been  made  in  the 
development  of  better  understanding  between 
physicians  and  news  reporters  regarding  news  cover- 
age of  day-to-day  medical  occurrences.  In  addition 
we  have  had  for  years  physician  newspaper 
columnists  with  their  advice  on  general  health 
problems  and  their  practical  answers  to  questions 
from  readers.  We  now  also  have  physicians  as 
medical  advisers  for  television  programs  on  the 
national  networks,  and  physician  commentators  on 
both  national  and  local  television.  But  the  problem 
of  the  science  writer  and  the  physician. , researcher, 
as  exposed  in  The  New  England  Journal 
controversy,  is  an  entirely  different  matter.  We  have 
resolved  to  a good  extent  the  acute  problem,  but  the 
Times  story  indicates  anew  that  the  chronic 
problem  still  seeks  a solution. 

A century  ago  Robert  Louis  Stevenson  pointed 
out  that  “the  business  of  life  is  mainly  carried  on  by 
means  of  this  difficult  art  of  literature,  and  accord- 
ing to  a man’s  proficiency  in  that  art  shall  be  the 
freedom  and  fullness  of  his  intercourse  with  other 
men.” 

Literature  is  indeed  a difficult  art  that  attracts 
writers  who  may  be  categorized  into  three  different 
classes  — men  of  genius  who  see  for  themselves  and 
originate ; men  of  talent  who  travel  along  the  paths 
opened  by  the  great  originators,  pointing  out  many 
side  paths  and  shorter  cuts,  and  arranging  and 
modifying  the  data  so  as  to  produce  new  results ; 
and  men  who  distribute  the  knowledge  where  it 
might  not  otherwise  penetrate.  The  first  two  classes, 
for  our  purpose,  may  be  listed  as  the  researchers 
and  producers ; the  third  the  journalists  and  news 
reporters  — the  distributors. 

Since  the  extension  of  the  known  to  the  unknown, 
of  the  apparent  to  the  unapparent,  gives  us  Science, 
the  researcher  must  qualify  his  statements,  indicate 
existing  elements  of  doubt,  and  carefully  delineate 
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his  conclusions.  The  news  writer  faces  the  task  of 
recording  the  total  story,  stripped  as  far  as  possible 
of  academic  nomenclature,  in  terms  understand- 
able to  the  average  reader  of  the  newspaper. 

One  of  the  first  and  foremost  science  writers, 
David  Dietz  of  the  Scripps-Howard  papers,  clearly 
saw  the  issues  involved  decades  ago  when  he  stated  ; 

“In  the  spirit  of  science  lies  the  only  hope  of  mankind,  for  the  scientist  is 
not  afraid  of  truth,  knowing  there  is  no  monopoly  upon  it.  He  is  con- 
cerned for  mankind's  future  . . . , 

"It  is  the  reporter's  task  to  translate  the  language  of  science  for  com- 
prehension by  the  layman.  Not  only  must  he  tell  what  science  is  doing, 
but  he  must  also  explain  the  significance  and  effect  of  scientific  ad- 
vancement and  progress  . . . . ’ 

With  such  sound  advice  repeated  in  varied  forms 
by  news  editors  through  the  years,  with  journalism 
disabusing  itself  of  the  stigma  of  a poor  brother 
status  of  literature,  and  now  offering  itself  as  the 
impetus  for  an  academic  career  for  the  talented 
writer,  it  does  seem  that  in  this  age  a better  bridge 
of  communication  should  have  been  built  between 
the  physician  researcher  and  the  science  news 
writer. 

But  apparently  the  problem  of  understanding 
between  the  two  still  exists.  Few  medical  researchers 
ever  speak  in  positive  terms.  Their  efforts  may  be 
directed  towards  a certain  goal,  but  they  are 
extremely  cautious  about  claiming  credit  for  having 
reached  it.  Generally,  their  preliminary  studies  are 
reported  to  their  colleagues,  either  through 
scientific  journals  or  by  lectures  at  medical  society 
meetings.  Too  often  have  they  seen  news  stories  in 
the  lay  press  crediting  them  with  completing 
something  which  they  have  only  begun.  One  has 
only  to  review  the  overselling  by  the  press  of  the 
story  on  the  trial  run  of  the  Salk  vaccine  in  1955,  as 
ably  recounted  by  Mrs  Frances  Burns,  the 
outstanding  medical  writer  for  the  Boston  Globe  at 
the  time,  or  recall  the  misunderstandings  which 
accompanied  the  release  of  Doctor  Kinsey’s 
findings,  and  of  recent  vintage  the  public 
controversy  created  by  the  use  of  laetrile,  to  see 
what  happens  when  the  gears  of  newspaper 
techniques  fail  to  mesh  with  those  of  science. 


Warren  Davis,  the  second  director  of  Science 
Service,  the  first  agency  dealing  only  in  scientific 
news  and  responsible  for  making  American 
newspapers  scientific-minded,  compiled  many  years 
ago  a list  of  “Stories  To  Be  Careful  Of’  for  would-be 
writers  of  scientific  articles  (including  medical 
ones)  for  the  public  press.  At  the  time  he  warned 
that,  in  general,  stories  on  the  list  “should  not  be 
used  until  they  are  thoroughly  checked  and 
investigated  by  several  competent  specialists  in  the 
subject.  These  are  not  forbidden  stories  (he  stated) 
for  some  of  the  impossible  things  of  today  may! 
become  possible  tomorrow,  but  scientific  discoveries' 
rarely  come  nowadays  from  accident  or  inspiration. 
They  are  usually  the  result  of  systematic  research  of  ; 
many  investigators.” 

This  No-Man’s  Land  between  the  two  professions; 
was  perceptively  staked  out  by  Doctor  R.  Finley' 
Gayle,  Jr,  president  of  the  American  Psychiatric 
Association  at  a conference  of  that  organization, 
the  press,  and  the  public  held  the  same  year  when  j 
the  Salk  trial  run  was  in  the  news.  He  stated  : \ 

“There  is  a conflict  between  scientific  truth  and  what  may  be  called  1 
literary  truth.  The  psychiatrist,  as  scientist,  needs  to  qualify  his  state-  '• 
ments,  indicating  existing  elements  of  doubt,  and  carefully  delimit  his  \ 
conclusions.  The  (news)  writer  hopes  to  tell  a direct,  simple,  and  * 
complete  story  - and  the  fewer  qualifications  the  better.  The  psychia-  1 
trist  deals  with  abstract  ideas:  he  proceeds  in  his  thinking  from  the  1 
general  to  the  particular.  The  average  person  goes  from  the  particular  [ 
to  the  general,  and  understands  an  abstract  idea  best  if  it  comes  to  him  ; 
through  the  device  of  a story,  a personal  situation,  without  too  many  ifs,  , 
ands  and  huts.” 

Perhaps  Stevenson  had  a proper  answer  when  he 
said  that  “in  literature,  as  in  conduct,  you  can  never 
hope  to  do  exactly  right.  All  you  can  do  is  make  sure 
as  possible;  and  for  that  there  is  but  one  rule. 
Nothing  should  be  done  in  a hurry  that  can  be  done 
slowly.” 

John  E.  Farrell,  ScD 
Managing  Editor  Emeritus 
Rhode  Island  Medical  Journal 
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So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact 
NME  today. 

We  II  help  establish  your  practice. 

And  solve  your  primary  cares. 

For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  wilshire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (215)  479-5526. 

nHTionRL 
ERTERPRISeS,  IRC. 

The  Total  Health  Care  Company. 

An  Equal  Opportunity  Employer  M/F 


PHYSICIANS 

R.  I.  DEPT.  MENTAL  HEALTH, 
RETARDATION  AND  HOSPITALS 

Division  of  Substance  Abuse 
Alcohol  Unit 

PHYSICIANS:  The  Alcohol  Unit  is  looking 
for  Physicians  to  provide  coverage  at  our  60 
bed  in-patient  unit  during  nights,  weekends 
and  holidays.  Present  remuneration  is 
$15.00  per  hour  night  duty,  holiday  or  week- 
end coverage.  Please  send  resume  or  call: 

Arthur  L.  Nagle,  ACSW  Administrator 
Alcohol  Unit, 

Division  of  Substance  Abuse 
R.  I.  Medical  Center 
Box  8281 

Cranston,  Rhode  Island  02920 
Telephone:  401  464-2656 

An  Equal  Opportunity  Employer 


Are  You  Moving? 

If  you’re  moving  soon,  please  let  us 
know  at  least  six  weeks  before  you 
move. 

Send  Change  of  address  to: 

RHODE  ISLAND  MEDICAL  JOURNAL 
106  Francis  Street 
Providence,  Rl  02903 

Name 

Old  Address 

Street 

City State  ....  Zip 

New  Address 

Street 

City State  ....  Zip 


EXPERIENCED  PHYSICIAN 

For  busy,  growing,  walk-in  practice 
in  southern  R.  I.  coastal  village. 

Growing  community  with  large 
industrial  complex  nearby. 
Currently  20,000  visits  yearly. 

Good  growth  potential 

Salary  - Benefit  Package 
Negotiable. 

Send  C.  V.  to 

MEDICAL  ADMINISTRATOR 

7260  Post  Road 
N.  Kingstown,  R.l.  02852 


For  Rent 

Barrington:  147  County  Road. 

Ideal  location  for  professional,  medical 
and/or  dental  office.  1100  square  feet.  Also 
possibility  of  sharing  another  medical  suite  on 
a part-time  basis.  Off-street  parking.  Call  247- 
0130 


GREENVILLE  MEDICAL  CENTER 

7 SMITH  AVE.,  GREENVILLE,  R.l.  02828 
Finished  office  available 
Desirable  location  for  Internist, 
Family  Practitioner,  and  other 
Specialties 

401/331-7171 


Acute  pain 

is  no  laughing  matter. 


The  first  prescription  for 
the  first  days  of  acute 


acute  pai 

Empirin'c  Codeine 


Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  ^ 


phosphate,  30  mg,  (Warning  — may  be  habit-forming). 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherallv 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  In  one  of  the 
following  strengths  No  2 — 15  mg,  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming.) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine. 

WARNIN6S: 


Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  tn 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administril 
tion  of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  othi| 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  Subject  to  the  Federal  Cot',] 
trolled  Substances  Act  i' 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  tor  tf 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  shout  ' 
be  cautioned  accordingly. 


Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  genet! 
anesthetics,  phenofhiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressartts  (including  alcohol)  concomi, 
tantly  with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  thi 
dose  of  one  or  both  agents  should  be  reduced. 


Use  in  pregnancy;  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  developmeiti  1 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potentia 
benefits  outweigh  the  possible  hazards. 


PRECAUTIONS: 


Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  ti'i 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  Of  head  tfijury,  other  intracranial  lesionsa ; 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  thi 
clinical  course  ot  patients  with  head  injuries.  1 


Acute  aMofflinal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  a 
clinical  course  in  patients  with  acute  abdominal  conditions.  ; 


Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasa : 
polyps  are  more  likefy  to  be  hypersensitive  to  aspirin. 


Special  risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  m the  eidefly  oi 
' ibilitated,  and  those  with  severe  impairment  of  hepatic  or  rena!  function,  hypotfiyroWism,  Addison's  disease,  prostatic 
frophy  or  urethral  stricture,  peptic  ulcer,  or  coagulatsph  disorders, 

REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  inctude  light-headedness.  dizziness,; 
.sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more  profflinent  in  ambubtoiy  than  « notiambufatofy  patients  and 
“ Tie  of  these  adverse  reactions  may  be  alleviated  if  the  patient  ties  down  Other  adverse  reactions  include  euphoria, ; 
phoria,  constipation,  and  pruritus.  ‘ 

most  frequently  observed  reactions  to  aspirin  include  headache,  ve,1igp,  ringing  In  tte  ears,  mental  confiision,  drowst-;: 
i,  sweatmg,  thirst,  nausea,  and  vomiting.  OcasipMf  patients  atpwiefice  gastric  ifritation  and  bleeding  with  asprin.,  j: 
le  patients  are  unable  to  take  salicylates  without  developing  nausea  and  vomitiBg.  Hypersensitivity  may  be  manifested  by  1 
ssli  or  even  an  anaphylactic  reaction.  Wh  these  exceptions,  most  of  the  side  8#Ss  occur  after  repeated  adminisfra-'  ■ 
arge  doses.  ■ 


E AND  AOilNISTRAHON;  Dosage  shotiW  be  adjusted  atcordisg  to  the  severity  of  the  pain  and  the  response  fit  #41 
•ft  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recotninerided  belpw  tn  cases  of  more  severe  pain  or  in  1; 
itients  who  have  become  tolerant  td  the  anafgesic  effect  d nsicotics,  Empirin  with  Codeiite  to  gtven  erally.  The,usiBi  i' 
>e  lor  Empirin  with  Codeine  No,  2 and  No.  3 is  one  or  two  tafeWs-everyfour  bBors  as  f^uired.  The  qsusf  adult  dose  ] 
rin  with  Codeine  No.  4 is  one  tablet  every  four  hours  as  repaired.  • ' ■ z !! 


DRU«  INTERACTIONS;  Tne  ONS  dewessant 
etfeeto.Pf  Empirin  with  Codeine  may  be. 
dditfvs^  with  that  of  other  CtC  depressants, 
:8  WAWS8S. 
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Small  Bowel  Bypass  for  Morbid  Obesity 


Surgery  for  this  Disorder  Remains  a 
Dangerous  Method  of  Losing  Weight 


Warren  W.  Francis,  MD 

Surgery  is  probably  the  most  dangerous  way  to  lose 
weight.  This  is  the  first  thing  that  I tell  all  patients 
referred  to  me  for  weight  reduction  operations. 
Dieting  is  much  safer,  but,  unfortunately,  patients 
who  are  morbidly  obese  and  reach  my  office  have 
usually  failed  with  many  diets  over  many  years. 

What  is  morbid  obesity?  To  those  of  us  involved 
in  the  selection  of  patients  for  bypass  surgery,  a 
morbidly  obese  patient  is  one  who  is  at  least  one 
hundred  pounds  over  his  or  her  ideal  weight,  with 
no  correctable  endocrine  abnormality. 

Modern  surgical  palliation  of  morbid  obesity 
began  in  1954  when  Kremen'  was  the  first  to  report 
the  concept  of  bypassing  much  of  the  absorptive 
surface  of  the  small  intestine  to  promote  weight  loss. 
Payne^  in  1956  started  performing  and  in  1963  pub- 
lished the  results  of  jejeunocolic  bypass,  the  first  of 
the  operative  procedures  proposed.  The  upper 
jejeunum  was  anastomosed  to  the  ascending  colon, 
the  plan  being  to  restore  bowel  continuity  when  a 
reasonable  weight  reduction  had  been  achieved. 
Weight  loss  was  obtained,  but  at  the  expense  of 


From  the  Department  of  Surgery,  Rhode  Island  Hospital  and 
the  Section  on  Surgery,  Brown  University,  Read  at  Symposium 
on  Surgery  in  Morbid  Obesity,  sponsored  by  the  Section  on  Sur- 
gery, Brown  University  and  the  Rhode  Island  Chapter  of  the 
American  College  of  Surgeons,  George  Auditorium,  Rhode 
Island  Hospital,  November  17,  1979. 


Warren  W.  Francis,  MD,  Surgeon,  Rhode  Island 
Hospital,  Providence,  Rhode  Island;  Clinical  As- 
sistant Professor  of  Surgery,  Brown  University 
Program  in  Medicine,  Providence,  Rhode  Island. 


intractable  diarrhea,  severe  electrolyte  imbalance, 
and  hepatic  failure.  The  procedure  was  abandoned. 

Over  the  following  years,  Payne, ^ Scott," 
Salmon,®  and  others  modified  the  operation,  ana- 
stomosing the  jejeunum  to  the  terminal  ileum  thus 
retaining  the  function  of  the  terminal  ileum  and 
ileocecal  valve  in  an  effort  to  slow  transit  time, 
lessening  diarrhea,  controlling  fluid  and  electrolyte 
loss,  and  allowing  absorption  of  vitamin  to 
occur  in  the  terminal  ileum.  Additionally,  reflux  of 
colonic  contents,  including  bacteria,  into  the  small 
bowel  was  avoided. 

Two  types  of  small  bowel  bypass  evolved,  one 
where  the  proximal  jejeunum  was  anastomosed  to 
the  side  of  the  terminal  ileum  (the  Payne  pro- 
cedure) and  the  other  where  an  end-to-end  anasto- 
mosis was  made  between  proximal  jejeunum  and 
terminal  ileum  while  the  bypassed  segment  of  small 
intestine  was  anastomosed  to  the  colon  for  drainage 
(the  Scott  operation).  Those  preferring  the  latter 
procedure  felt  that  better  weight  loss  was  obtained 
because  reflux  into  and  absorption  from  the  by- 
passed small  bowel  was  avoided. 

The  magic  number  was  found  to  be  about  45  to 
50  centimeters,  or  approximately  18  inches,  of 
small  bowel  in  continuity  from  the  ligament  of 
Treitz  to  the  ileocecal  valve.  More  than  that  failed 
to  provide  adequate  weight  loss  and  less  led  to  a 
marked  increase  in  morbidity. 

Ideally,  over  an  18-24  month  period  patients 
returned  to  within  10  or  20  per  cent  of  their  ideal 
weight  and  stabilized.  Stabilization  was  due  to  the 
ability  of  the  functioning  segment  of  bowel  to  im- 
prove its  absorptive  capacity. 
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Body  composition  studies  to  determine  what  is 
actually  lost  vary.  Scott*  has  demonstrated  that  both 
fat  and  lean  tissue  are  lost  in  the  early  postoperative 
months,  but  that  after  six  months  fat  is  lost  in 
preference  to  lean  tissue. 

What  really  happens  and  why?  How  does  a small 
bowel  bypass  provide  weight  loss  and  why  do  some 
patients  develop  bypass  related  complications? 
Ravitch’  expressed  this  very  neatly.  Weight  loss 
following  small  bowel  bypass  is  the  result  of  con- 
trolled malnutrition,  and  the  bypass  related  compli- 
cations are  the  progressive  penalties  paid. 

Penalties 

Probably  the  most  serious  potential  penalty  is  liver 
disease.  With  protein  and  calorie  malnutrition, 
patients  may  lose  weight  too  rapidly  developing 
nausea,  anorexia,  aversion  to  meat,  and  general 
malaise.  Liver  function  tests,  first  the  SCOT, 
become  abnormal,  and  rapid  therapy  is  essential  to 
prevent  progression  of  hepatic  insufficiency  to 
hepatic  failure  or  cirrhosis.  A high  protein  diet, 
enteral  hyperalimentation,  and  sometimes  intra- 
venous amino  acids  with  5 per  cent  glucose  are 
necessary  and  vital.  Failure  to  reverse  the  symptoms 
and  the  abnormal  liver  function  tests  with  these 
measures  makes  reanastomosis  with  restoration  of 
bowel  continuity  mandatory. 

Hepatic  insufficiency  less  commonly  may  also  re- 
sult from  bacterial  overgrowth  in  the  bypassed  small 
bowel  with  absorption  of  endotoxins  and  other  toxic 
metabolites  which  effect  the  liver.®  Prompt  treat- 
ment with  Flagyl®  or  tetracycline  to  control  those 
bacteria  as  well  as  ensuring  a high  protein  diet  and 
enteral  hyperalimentation  may  at  times  reverse  this 
type  of  hepatic  insufficiency. 

Preferential  carbohydrate  rather  than  protein 
absorption  has  also  been  suggested  as  a possible 
cause  of  hepatic  failure  in  these  patients.  Any  use  of 
alcohol  greatly  increases  the  possibility  of  liver  com- 
plications, and  patients  are  warned  to  avoid  its  use 
entirely.  Another  penalty  is  the  development  of 
urinary  oxalate  calculi  which  may  form  because  of 
interference  with  normal  bile  salt  absorption  from 
the  shortened  bowel.  Renal  failure  from  a non- 
specific nephritis  has  been  described.  This  may  be 
reversible  if  recognized  early  and  bowel  continuity 
restored. 

Bypass  enteritis,  the  “bloats  and  blahs”,  a 
syndrome  of  bloating,  abdominal  cramps,  and 
general  malaise  is  also  secondary  to  the  endotoxic 
effects  from  bacterial  overgrowth  in  the  bypassed 
small  bowel.  Treatment  with  Flagyl®  or  tetra- 
cycline here  also  may  suffice,  but  reanastomosis  is 


necessary  when  the  condition  becomes  resistant  to 
medical  therapy.  Other  gastrointestinal  tract  penal- 
ties include  anal  fissures  and  hemorrhoidal  symp- 
toms associated  with  early  or  recurrent  diarrhea. 
The  endotoxins  previously  mentioned  may  also  lead 
to  a type  of  migratory  arthropathy  as  well  as 
troublesome  dermatitis. 

Metabolic  acidosis  and  electrolyte  imbalance  may 
occur  with  postoperative  diarrhea,  but  this  usually 
happens  early  and  is  controllable.  Persistent  or 
recurrent  diarrhea  most  commonly  results  from 
dietary  “cheating”,  eating  fatty  foods  or  consuming 
large  quantities  of  fluid.  Most  patients  average  2-6 
bowel  movements  per  day  by  the  fourth  postopera- 
tive month,  provided  that  they  do  not  cheat  on  their 
diets. 

Anemia  and  various  vitamin  deficiencies  may 
appear  and  require  treatment  with  additional  iron, 
B,2,  and  other  vitamins.  Cholelithiasis  is  another 
penalty  reported,  but  many  of  these  morbidly  obese 
patients  have  already  formed  stones  prior  to  their 
bypass  surgery. 

Rewards 

In  addition  to  the  penalties,  this  controlled  mal- 
nutrition of  small  bowel  bypass  surgery,  however, 
does  offer  a few  rewards.  Patients  do  lose  weight, 
their  serum  lipid,  triglyceride,  and  cholesterol  levels 
are  decreased,  glucose  tolerance  curves  are  im- 
proved, blood  pressure  may  return  to  acceptable 
levels,  low  back  and  other  arthritic  problems  in  the 
lower  extremities  are  palliated,  pulmonary  function 
is  improved,  and  the  social,  economic,  and  psycho- 
logical changes  are  additional  rewards. 

To  determine  accurately  the  final  balance  of 
penalties  and  rewards  is  extremely  difficult.  The 
patients  themselves  are  anything  but  unbiased  re- 
porters, often  accepting  potentially  serious  penalties 
and  significant  inconveniences  to  maintain  their 
new  self-image,  a reward  achieved  by  them  at 
considerable  cost  and  suffering. 

It  is  also  important  to  remember  that  morbid 
obesity  itself  is  a serious  disease  of  unknown 
etiology,  associated  with  a high  incidence  of  incapa- 
citating and  lethal  complications.  Only  one  out  of 
seven  of  the  truly  morbidly  obese  reach  their  life 
expectancy.  Social  and  economic  problems  abound. 
And,  alas,  medical  therapy  has  little  to  offer  in  the 
long  run. 

Therefore,  although  the  penalties  associated  with 
a small  bowel  bypass  procedure  certainly  sound 
terrible,  surgery  of  any  variety  for  morbid  obesity 
must  be  evaluated  rather  like  the  question  “How  is 
your  wife”  and  the  reply  “Compared  to  Whom”! 
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One  might  expect  that  an  operation  developed  in 
the  196()s  and  extensively  performed  since,  one  of- 
fering a unique  approach  toward  palliation  of  a 
serious  disease,  would  have  been  thoroughly  re- 
ported and  evaluated  by  the  late  1970s.  It  certainly 
has  been  extensively  reported,  but  a consensus  as  to 
its  value  has  not  been  reached.  Series  reported  by 
DeWind  and  Payne,’  Scott,’”  Halverson,"  and 
Ravitch^  recounting  their  experience  reveal  an 
operation  that  can  be  performed  with  an  acceptable 
operative  morbidity  and  mortality,  but  one  leading 
to  major  complications  requiring  a high  read- 
mission rate.  Fair  weight  loss  is  reported. 
Unfortunately,  lack  of  similar  criteria  for  success 
leads  to  conclusions  varying  with  the  individual 
authors’  personal  prejudices. 

RIH  Experience 

During  the  years  1970  through  1977,  a carefully 
monitored  series  of  85  patients  underwent  small 
bowel  bypass  procedures  for  morbid  obesity  at  The 
Rhode  Island  Hospital  (RIH).  In  essentially  all 
patients  the  same  operation  was  performed,  an  end- 
to-end  jejeuno-ileostomy,  anastomosing  fourteen 
inches  of  proximal  jejeunum  to  four  inches  of  ter- 
minal ileum  with  drainage  of  the  bypassed  segment 
into  the  transverse  colon.  A Surgical  Metabolic 
Clinic  was  established  in  1972  to  assist  in  the  pre- 
operative evaluation  and  postoperative  follow-up. 
In  1974  a protocol  was  developed  to  ensure  similar 
and  satisfactory  standards  for  patient  selection.  Pre- 
and  post  operative  body  composition  studies  were 
performed  in  the  early  cases,  and  results  were  pub 
lished’^  in  1976.  A further  report  on  free  amino 
acid  changes  in  plasma  and  muscle  was  published 
more  recently.’^ 

The  Rhode  Island  Hospital  series  consists  of  73 
females  and  12  males  ranging  in  age  from  19  to  56. 
The  operations  were  performed  with  an  annual  fre- 
quency as  shown  (Table  1).  Twelve  surgeons  were 
involved,  but  3 accounted  for  75  per  cent  of  the 
operations.  The  average  length  of  hospital  stay  was 
15.2  days,  decreasing  markedly  in  the  later  years. 


Table  1.  RIH:  Operations  Performed 

1970 

1 

1971 

1 

1972 

5 

1973 

20 

1974 

19 

1975 

17 

1976 

14 

1977 

8 

Pre-ojierative  weight  averaged  297  pounds  or  115 
per  cent  above  ideal  weight.  The  early  postoperative 
complications  were  within  accepted  standards 
(T  able  2) . The  single  in-hospital  death  occurred  in 
1971,  our  second  {tatient,  and  resulted  from  sepsis 
and  peritonitis  following  a blind  loop  obstruction. 

The  readmission  rate  was  significant,  61  out  of 
the  85  patients  in  the  series  having  been  readmitted 
at  least  once.  Many  had  multiple  admissions  for 
minor  or  major  complications,  while  a few  were  for 
plastic  skin  excisions  only. 

Five  patients  died  (Table  3) . The  one  in-hospital 
death  has  been  previously  mentioned.  The  other 
four  are  listed. 

Urinary  calculi  have  appeared  in  16  per  cent  of 
the  patients.  Most  required  only  medical  treatment. 
The  eight  serious  hepatic  complications  are  shown 
in  Table  4.  Four  were  alcohol  induced  including  the 
one  death.  All  the  living  have  responded  well  to 
medical  therapy.  The  possibility  of  future  cirrhosis 
must  be  considered,  however,  especially  in  the 
group  who  may  return  to  their  alcoholic  habits. 


Table  2.  RIH:  Early  Postoperative 

Complications 

Wound  infections 

12 

14% 

Dehiscence 

1 

Urinary  tract  infection 

12 

14% 

Deep  thrombophlebitis 

1 

Pneumonitis 

2 

Atelectasis 

17 

Table  3.  RIH:  Mortality  6%  (5  Patients) 

In  hospital  post-operative  1 patient 

Closed  loop  obstruction  with  sepsis 

Out  of  hospital  early  post-operative  2 patients 

Six  weeks  — probably  pulmonary  embolus 
Six  weeks  — acute  focal  myocarditis 

Late  2 patients 

Hepatic  failure  alcohol  induced 
Carcinoma  colon 


Table  4.  RIH:  Hepatic  Complications  9% 

Hepatic  insufficiency  — alcohol  induced 

1 Death 

2 Responded  medical  therapy 
1 Responded  reanastomosis 

Hepatic  insufficiency  — no  alcohol 

0 Deaths 

1 Responded  medical  therapy 

3 Responded  reanastomosis 
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Eighteen  patients  (21  per  cent)  have  undergone 
reanastomosis  with  or  without  gastric  bypass.  The 
reasons  for  restoration  of  bowel  continuity  are 
shown  in  Table  5.  A relatively  high  incidence  of 
bypass  enteritis  resistant  to  medical  therapy  is 
noted.  The  two  patients  under  the  miscellaneous 
category  were  reanastomosed  and  converted  to 
gastric  bypass  elsewhere  in  the  country,  one  for 
“gall  stones”  and  the  other  because  “small  bowel 
bypass  is  a bad  operation”. 

As  had  been  previously  mentioned,  identification 
of  a good  result  is  difficult.  In  the  Rhode  Island 
Hospital  series,  a good  result  was  defined  as 
adequate  weight  loss  and  no  persistent  metabolic 
deficit  (Table  6) . Sixty-one  per  cent  of  the  patients 
in  this  series  fell  into  that  category.  In  the  group  of 
patients  with  “good”  results,  the  weight  loss 
averaged  41  per  cent  of  their  preoperative  weight. 


Table  5.  RIH:  Reanastomosis  with  or  without 
Gastric  Bypass  21% 

Hepatic  insufficiency 

4 patients 

Bypass  enteritis 

5 patients 

Poor  weight  loss 

2 patients 

Anemia 

1 patient 

Crohn’s  disease  (acute) 

1 patient*'* 

Diarrhea,  uncontrolled 

2 patients 

Arthritis  (also  psychiatric) 

1 patient 

* Miscellaneous 

2 patients 

Table  6.  RIH;  Good  Results 

Adequate  weight  loss  with  no 
persistent  metabolic  deficit 

61% 

Conclusions  and  Comment 

The  Rhode  Island  Hospital  experience  with  small 
bowel  bypass  surgery  for  morbid  obesity  is  not 
unlike  that  of  other  reported  series.  Non-bypass  re- 
lated morbidity  can  be  kept  at  an  acceptable  level, 
and  careful  appropriate  follow-up  allows  the  early 
detection  of  serious  metabolic  complications  in  time 
for  medical  therapy  or  restoration  of  bowel 
continuity.  The  high  readmission  rate,  however, 
approaches  the  unacceptable.  This  is  compounded 
by  the  possibility  of  losing  patients  to  adequate 
followup,  an  important  consideration.  It  appears 
that  the  best  one  can  say  is  that  small  bowel  bypass 
is  a dangerously  mediocre  operation  for  a very  bad 
disease  of  unknown  etiology  for  which  there  is  no 
satisfactory  medical  treatment. 

No  small  bowel  bypasses  have  been  done  at 
Rhode  Island  Hospital  since  1977,  giving  us  a 


chance  to  observe  our  own  long-term  results  while 
also  compiling  a comparable  series  of  gastric 
bypasses. 

If  the  operation  is  to  be  done  at  all,  it  probably 
should  be  done  by  a surgeon  with  a special  interest 
in  the  problem  and  one  who  is  ready  to  assume  the 
role  of  family  doctor  for  those  patients.  Further- 
more, such  surgery  should  be  done  in  a hospital 
with  a program  designed  to  monitor  patient  selec- 
tion and  follow-up. 

Relatively  long  term  follow-up  of  small  bowel 
bypass  patients  has  been  reported  here  and 
elsewhere.  The  long  term  results  of  gastric  bypass 
procedures  are  not  yet  available.  It  is  not  known 
whether  liver  disease  will  appear  with  the  gastric 
variety  of  malnutrition,  or  whether  the  gastric 
pouches  will  enlarge  to  prevent  that  complication 
and  allow  patients  to  regain  their  weight.  It  is 
known  that  it  takes  longer  to  do  a gastric  bypass 
safely  and  properly  and  that  there  is  a higher  rate  of 
early  serious  complication.  It  is  also  known  that 
staples  can  come  out,  and  that  gastric  outlet  ob- 
struction can  occur! 

Surgery  of  either  variety  remains  the  most  dan- 
gerous way  I know  of  to  lose  weight. 
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Gastric  Surgery  for  Morbid  Obesity: 
Experience  with  72  Consecutive  Patients 


Gastric  Procedures  Appear  To  Have  a Favorable 
Outlook,  But  Must  Still  Be  Considered  Investigational 


Martin  E.  Felder,  MD,  FACS 
Joseph  F.  Amaral,  MD 

Significant  weight  loss  in  morbidly  obese  patients 
may  provide  not  only  the  possibility  of  a return  to  a 
more  normal  social  and  physical  life  style,  but, 
more  importantly,  a great  improvement  in  their 
health.  Drastic  reduction  in  weight  is  associated 
with  an  accompanying  reduction  in  insulin  require- 
ments in  diabetics,  a decrease  in  hypertension,  and 
improvement  in  joint  disease,  skin  disease,  and 
pulmonary  and  cardiac  function.  Most  overweight 
people,  however,  are  not  successful  with  diets  or 
other  medical  forms  of  treatment,  and  it  is  to  these 
people  that  surgery  is  offered. 

The  first  attempt  at  surgical  weight  reduction 
was  a jejunocolic  shunt,  described  by  Payne  and 
DeWind  in  1963.*  Due  to  severe  metabolic 
derangements  observed  in  these  patients,  the  pro- 
cedure was  modified  to  a jejunoileal  bypass.  With 
significant  contributions  from  others,  the  jejun- 
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oileal  bypass  became  the  standard  procedure  for 
surgical  weight  loss  in  morbidly  obese  people  in  the 
1960s.  It  was  soon  obvious,  however,  that  the  pro- 
cedure was  associated  with  unwelcome  and  some- 
times serious  metabolic  derangements,  including 
hypocalcemia,  hypomagnesemia,  and  severe 
diarrhea.  In  addition,  late  metabolic  problems  in- 
cluding liver  failure,  calcium  oxalate  nephro- 
lithiasis, bypass  enteritis,  vitamin  B 12  malabsorp- 
tion, and  a host  of  other  problems  rendered  this 
procedure  less  than  desirable. 

In  the  late  1960s,  Mason  advised  the  use  of  gastric 
bypass  for  weight  reduction.^  This  procedure  was 
not  associated  with  the  severe  metabolic  derange- 
ments seen  in  jejunoileal  bypass,  and  produced 
comparable  results  with  regard  to  weight  loss.  By 
the  late  1970s,  the  jejunoileal  bypass  had  been 
abandoned  by  most  surgeons  throughout  the  coun- 
try and  the  gastric  bypass  had  become  the  standard 
procedure  for  surgical  weight  loss  in  the  morbidly 
obese  population. 

A vast  variety  of  gastric  surgical  procedures  were 
developed  for  weight  reduction.  All  were  based  on 
three  objectives:  1)  limited  intake  of  food,  2)  pro- 
longed satiety,  and  3)  normal  digestion  and  absorp- 
tion. 

The  creation  of  a small  gastric  pouch  limits  the 
amount  of  food  an  individual  can  ingest  at  one 
sitting.  A small  outflow  from  this  pouch  delays 
emptying,  resulting  in  prolonged  satiety.  Finally, 
the  lack  of  significant  alteration  of  the  small  bowel 
results  in  essentially  normal  digestion  and  absorp- 
tion. The  objectives  were,  therefore,  translated  into 
a small  pouch  and  small  stoma  (Fig  1).  Through 
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Figures  1-9.  Principle  and  Techniques  To  Achieve  a Small  Pouch  and  Small  Stoma 


2.  GASTRIC  BYPASS  3.  GASTRIC  BYPASS 

(Mason)  > (Alden) 


4.  GASTRIC  BYPASS 
roux-en-Y 
(Griffen) 


5.  GASTROPLASTY 
(Mason) 


6.  GASTROPLASTY 
greater  curvature 
(Gomez) 


7.  GASTROPLASTY 
lesser  curvature 


8.  GASTRIC  PARTITIONING 
(Pace-Carey) 


9.  GASTROPLASTY 
anterior  gastrogastrostomy 
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the  years,  this  became  more  obvious.  The  pouch 
size,  which  was  originally  12()ml  gradually 
decreased  to  30ml.  I'he  stomal  size  was  also  re- 
duced to  approximately  12mm  or  less  from  an  or- 
iginal 20mm. 

In  the  original  gastric  bypass  performed  by 
Mason  in  1966,  after  transecting  the  stomach  and 
leaving  approximately  a 120ml  pouch,  a loop 
gastrojejunostomy  was  performed  with  a 20mm 
stoma  (Fig  2).  Alden  advocated  use  of  a stapling 
device  to  partition  the  pouch  from  the  gastric 
remnant.^  The  procedure  was  similar  to  Mason’s 
original  procedure,  but  the  gastric  suture  lines  have 
been  eliminated  (Fig  3).  Griffen  then  advocated 
the  use  of  a Roux-en-Y  to  eliminate  the  problem  of 
bile  gastritis  and  afferent  loop  obstruction  (Fig  4) 

Since  the  ultimate  aim  of  the  procedure  was  to 
create  a small  pouch  and  a small  stoma,  investiga- 
tors attempted  various  modifications  of  the  stomach 
operation  to  achieve  these  objectives  without  the 
need  for  gastrojejunostomy.  A gastroplasty  tech- 
nique was  developed  in  1971  by  Mason,  whereby 
after  placement  of  a number  34  bougie  in  the 
stomach  on  the  greater  curvature  side  the  stomach 
was  transected  to  the  tube  and  oversewn  (Fig  5) . In 
this  manner,  a small  pouch  and  small  stoma  were 
produced  and  the  gastric  continuity  was  essentially 
normal.  To  simplify  this  procedure  even  further, 
Gomez  then  developed  a greater  curvature 
gastroplasty  technique  in  which  a staple  line  was 
used  without  transecting  the  stomach  (Fig  6).®  A 
variation  of  this  procedure  (Fig  7)  provides  for 
placement  of  the  stomal  outflow  on  the  lesser  curva- 
ture rather  than  on  the  greater  curvature.  Pace  and 
Garey  believed  that  the  procedure  could  also  be 
performed  by  placing  a staple  line  completely  across 
the  stomach  after  three  staples  had  been  removed  in 
the  center.  This  resulted  in  a stoma  centrally 
located  in  the  stomach  (Fig  8)  . Others  advocated  a 
gastroplasty  with  anterior  gastrogastrostomy  (Fig 
9) . Because  of  the  large  number  of  procedures 
available,  the  gastric  bypass  and  gastroplasty  tech- 
nique must  still  be  considered  as  investigational.  To 
date  no  procedure  has  proved  to  be  clearly  superior 
to  others. 

As  of  1979,  we  had  performed  gastric  procedures 
for  weight  reduction  in  72  patients,  61  of  whom  had 
been  followed  for  one  year  or  more.  These  patients 
have  had  a variety  of  procedures  including  the 
original  Mason  gastric  bypass,  the  Alden  gastric 
bypass,  the  anterior  gastrogastrostomy,  and  most 
recently  the  lesser  curvature  gastroplasty.  Most  cases 
in  this  series  have  had  a gastric  bypass  procedure 
rather  than  a gastroplasty.  Numbers  are,  however, 
too  small  to  make  any  comparisons.  Of  these  72 


patients,  59  were  female  and  13  were  male,  with  an 
age  range  of  14  to  59  years.  Average  preoperative 
weight  in  females  was  292  pounds,  in  males  342 
pounds,  and  overall  301  pounds. 

In  our  72  patients,  we  have  had  no  perioperative 
deaths.  Pulmonary  embolus  accounted  for  0.5 
percent  operative  mortality  at  the  University  of 
Iowa  and  Kansas  (Table  1).  Peritonitis  was  the 
cause  of  death  in  1-1.6  per  cent  of  patients  and  res- 
piratory failure  in  less  than  0.5  per  cent  of  patients. 
Early  postoperative  revision  was  also  associated  with 
an  increased  mortality. 


Table  1.  Perioperative  Mortality 


U. of  Iowa  U.  of  Kansas 

No.  Patients  % No.  Patients  % 


Pulmonary  Embolism 

5 

800* 

0.6 

2 

400 

0.5 

Peritonitis 

11 

620 

1.6 

4 

400 

1.0 

Resp.  Failure 

0 

1 

400 

0.3 

Early  Post  Revision 

2 

115 

1.7 

0 

Late  unrelated 

23 

800* 

2,9 

3 

400 

0.8 

'gastroplasty  included 


Perioperative  morbidity  included  wound  infec- 
tion in  1.4  per  cent  of  our  patients  as  compared  to 
approximately  4.3  — 13.5  per  cent  in  other  series 
(Table  2).  Hernia  occurred  in  9.8  per  cent  of  our 
patients  as  compared  to  6.2  per  cent  at  the  Univer- 
sity of  Iowa.*  A splenectomy  is  an  everpresent  threat 
when  one  is  doing  gastric  surgery.  In  our  series,  four 
patients  or  5.6  per  cent  required  incidental  splen- 
ectomies. Fortunately,  intraabdominal  abscesses 
have  not  been  a problem  in  our  series,  with  an 
incidence  of  1.4  per  cent  as  compared  to  2.8  per 
cent  at  the  University  of  Kansas  and  6.2  per  cent  at 
the  University  of  lowa.^  As  with  all  other  innova- 
tions in  surgery,  centers  where  the  procedures  are 
pioneered  often  have  higher  complication  rates, 
and  this  may  prevail  in  the  present  instance  also. 
We  have  simply  learned  from  their  mistakes.  Of  the 
minor  complications  in  our  series,  atelectasis  and 
seroma,  not  unexpectedly  have  been  relatively 
common  with  incidences  of  5.6  per  cent  each 
(Table  3). 

Major  complications  in  the  first  72  patients  in- 
cluded two  definite  pulmonary  emboli  (2.7  per 
cent)  and  two  possible  pulmonary  emboli  (2.7  per 
cent) , somewhat  fewer  than  one  would  expect  in  the 
massively  obese  (Table  4).  This  is  probably  attri- 
butable to  the  use  of  minidose  heparin,  TED  stock- 
ings, and  early  ambulation.  Respiratory  failure  re- 
quiring tracheostomy  occurred  in  only  one  patient, 
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Table  2.  Perioperative  Morbidity 

No. 

U.  of  Iowa 
Patients 

% 

No. 

U.  of  Kansas 
Patients 

% 

No. 

Felder 

Patients 

% 

Wound  infection 

91 

658 

13.5 

17 

400 

4.3 

1 

72 

1.4 

Hernia 

41 

658 

6.2 

7 

72 

9.8 

Splenectomy 

11 

511 

6.2 

22 

400 

5.5 

4 

72 

5.6 

Subdiaphragmatic 

Abcess 

11 

511 

6.2 

7 

400 

2.8 

1 

72 

1.4 

Table  3.  Minor  Complications 


Table  4.  Major  Complications 


4 (5.6%)  Atelectasis 

1 (1.4%)  Hematoma 
4 (5/6%)  Seroma 

2 (2.8%)  Superficial  Wound  Separation 

3 (4.2%)  Urinary  Tract  Infections 


2 (2.8%)  Dehiscence  with  evisceration 

1 (1.4%)  Post  operative  hemorrhage 

2 (2.8%)  Possible  pulmonary  emboli 
2 (2.8%)  Definite  pulmonary  emboli 
1 (1.4%)  Respiratory  failure 

1 (1.4%)  Permanent  tracheostomy 


Table  5.  Pouch  and  Stoma  Complications 

No. 

L).  of  Iowa 
Patients 

% 

No. 

U.  of  Kansas 
Patients 

% 

No. 

Felder 

Patients 

% 

Leak 

25 

620 

4.0 

10 

400 

2.5 

0 

72 

— 

Ulcer 

19 

653 

2.9 

7 

400 

1.8 

2 

72 

2.8 

Bile  gastritis 

6 

511 

1.0 

1 

400 

0.3 

1 

72 

1.4 

Obstruction 

42 

800 

5.3 

8 

400 

2.5 

3 

72 

4.2 

Re-admission 

Vomiting 

42 

811 

8.2 

7 

72 

9.8 

Re-operative 

Obstruction 

47 

702 

6.7 

3 

72 

4.2 

Table  6.  Readmissions 

Table  7.  Weight  Loss  at  12  Months 

Re- 

Felder 

103  lbs. 

(58-184) 

Patients 

admissions 

Mason 

77  lbs. 

Dehydration 

9 

19 

Hornberger 

107  lbs. 

Revision 

6 

6 

Infection* 

1 

17 

Acute  overeating 

1 

1 

Gastric  Bezoar 

1 

1 

(‘self-inflicted) 

358 


Rhode  Island  Medical  Journal 


who  subsequently  required  a permanent  tracheo- 
stomy. Dehiscence  with  evisceration  occurred  in  two 
patients,  but  subclinical  dehiscence  with  subsequent 
ventral  herniation  is  more  common,  having 
occurred  in  7 of  the  72  patients  (9.8  per  cent) . 

Our  incidence  of  pouch  and  stomal  complications 
is  the  same  as  those  reported  elsewhere.  We  had  no 
anastomatic  leaks  or  pouch  leaks.  Stomal  ulcer,  bile 
gastritis,  stomal  obstruction,  readmission  for  vomit- 
ing, and  reoperation  due  to  obstruction  have  all 
occurred  with  essentially  the  same  frequency  as  re- 
ported in  other  studies  (Table  5) . 

Due  to  the  small  pouch  size  that  is  created  in 
these  patients,  dehydration  is  the  most  common 
reason  for  readmission.  In  some  cases,  the  dehydra- 
tion is  based  solely  on  the  lack  of  adequate  fluid 
intake,  but  in  others  stomal  obstruction  is  the  cause. 
This  must  be  ruled  out  in  each  case  of  dehydration 
by  history,  Gastrografin®  swallow,  and  endoscopy  if 
necessary.  As  noted  previously,  we  have  had  three 
patients  in  whom  stomal  obstruction  has 
necessitated  revision.  In  total,  6 of  our  72  patients 
have  required  revisions.  Two  patients  had  a staple 
line  dehiscence  and  one  bile  gastritis  necessitating 
revision.  Acute  overeating  in  one  patient  necessita- 
ted readmission  for  gastric  decompression.  One 
patient  also  developed  a gastric  bezoar  requiring  re- 
admission. One  of  our  patients  was  readmitted  17 
times  for  treatment  of  subcutaneous  abscesses  of  the 
abdominal  wall,  anterior  thighs,  and  upper 
extremities.  It  was  subsequently  learned  that  these 
abscesses  were  the  result  of  self-inflicted  injections 
of  milk  and  therefore  were  not  related  to  the  gastric 
procedure.  It  is  our  impression  that  the  overall 
incidence  of  readmission  is  significant.  A few 
patients,  however,  account  for  the  relatively  high 
incidence  of  readmissions  seen.  In  our  series,  12 
patients  required  a total  of  44  readmissions.  If  we 
eliminate  the  patient  with  17  admissions  for  self- 
inflicted  abscesses,  11  (15.2  per  cent)  of  our  72  pa- 
tients required  a total  of  27  readmissions.  As  inci- 
cated  above,  the  greatest  problem  was  dehydration. 


which  is  either  due  to  inadequate  Iluid  intake  alone, 
or  is  secondary  to  stomal  obstruction. 

Tbe  ultimate  end  of  this  procedure  is  weight  loss, 
and  it  is  with  that  goal  in  mind  that  the  efficacy  of 
this  procedure  must  be  judged.  Of  our  72  patients 
reported  in  tins  series,  postoperative  weights  at 
twelve  months  were  available  in  61  patients.  In 
these  61  patients,  the  average  weight  loss  after  one 
year  was  103  pounds,  with  a range  of  from  58  to  184 
pounds.  Mason  at  the  University  of  Iowa,  reported 
an  average  weight  loss  of  77  pounds,  and  Horn- 
berger  107  pounds  (Table  7) . 

Conclusion 

We  have  presented  our  results  in  72  patients  in 
whom  we  have  performed  gastric  procedures  for 
weight  reduction  prior  to  1979.  We  have  made  no 
attempt  to  determine  whether  there  is  any  differ- 
ence in  results  or  complications  between  gastric 
bypass  or  gastroplasty.  On  the  average,  our  patients 
had  a preoperative  weight  of  301  pounds.  Average 
weight  loss  after  one  year  was  103  pounds.  Many 
patients  have  had  significant  reduction  in  their 
medical  problems  as  well.  We  have  had  no 
perioperative  deaths,  and  both  early  and  late  com- 
plications have  been  relatively  minimal.  The  major 
problems  are  dehydration,  postoperative  atelectasis, 
wound  seromas,  and  subsequent  ventral  hernias.  It 
is  our  judgment  that  gastric  procedures  for  weight 
loss  are  effective  in  most  patients. 
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Errata 

There  were  several  incorrect  or  incomplete  entries  in  “Bibliography  Briefs”,  Rhode  Island  Medical  Journal  64 

(5)  : 260-264  (May  1981) . The  following  is  a corrected  listing  of  students  whose  entries  previously  contained 
errors  or  omissions. 


CARLISLE,  David:  Los  Angeles,  California;  Greenwich  High 
School  (CT)  ; Wesleyan  University;  University  of  California 
Los  Angeles,  Harbor  Hospital ; Medicine 

CHANG,  Michael:  Brussels,  Belgium;  Mason  City  High 
School  (lA);  Brown  University;  Harvard  University,  Mt. 
Auburn  Hospital ; Medicine  (Primary) 

DENICOFF,  Kirk:  Potomac,  Maryland;  Winston  Churchill 
(MD)  ; Brandeis  University;  Mt.  Sinai  School  of  Medicine, 
Mt.  Sinai  Hospital;  Medicine 

LIANG,  Carol:  Providence,  Rhode  Island;  Lincoln  School 
(RI)  ; Brown  University;  Brown  University,  The  Miriam 
Hospital;  Medicine 

NEUMANN,  Paul:  Brooklyn,  New  York;  Stuyvesant  High 
School  (NY)  ; Brown  University,  Albert  Einstein  School  of 
Medicine;  Pathology 

PEREZ,  Robert:  San  Juan,  Puerto  Rico;  Canisius  High  School 
(NY);  Williams  College;  State  University  of  New  York  at 
Buffalo,  Buffalo  General  Hospital;  Surgery 

POWEL,  Tanya:  San  Francisco,  California;  El  Cerrito  High 
School  (CA)  ; Brown  University;  Brown  University,  The 
Miriam  Hospital;  Medicine 

RABKIN,  Charles:  Silver  Spring,  Maryland:  Springbrook 
High  School  (MD)  ; Brown  University;  University  of  Colorado, 
Affiliated  Hospitals ; Medicine 

REUTER,  James:  Fort  Lee,  New  Jersey;  Xavier  High  School 
(NY);  Brown  University;  New  York  University,  University 
Medical  Center;  Surgery 

REVKIN,  James:  East  Greenwich,  Rhode  Island:  East 
Greenwich  High  School  (RI)  ; Williams  College;  Columbia 
University,  Presbyterian  Hospital;  Medicine 


ROBBINS,  John:  Atlantic  Beach,  New  York;  Woodmere 
Academy  (NY)  ; Brown  University;  Albert  Einstein  School  of 
Medicine,  Montefiore  Hospital  Center;  Surgery 

ROLNICK,  Esther:  Wynnewood,  Pennsylvania;  Lower 
Marian  Sr . High  School  (PA);  Brown  University ; University  of 
Pennsylvania,  Graduate  Hospital ; Medicine 

ROSENBERG,  Mitchell:  Oceanside,  New  York;  Oceanside  Sr. 
High  School  (NY)  ; Brown  University;  Albert  Einstein  School 
of  Medicine,  Montefiore  Hospital  Center;  Medicine 

ROSENSTEIN,  Michael:  Providence,  Rhode  Island;  Moses 
Brown  (RI)  ; Brown  University;  Yale  University,  Yale-New 
Haven  Hospital ; Pathology 

ROTENBERG.  Fred:  Providence,  Rhode  Island;  Moses 
Brown  (RI)  ; Washington  University;  Brown  University,  The 
Miriam  Hospital;  Medicine 

SOMMERVILLE,  Lynn:  Freemon,  California;  Mission  San 
Jose  High  School  (CA)  ; Brown  University;  Tufts  University, 
Newton-Wellesley  Hospital ; Medicine 

TAKVORI AN-SACHS , Carol:  Philadelphia,  Pennsylvania; 
Belmont  Senior  High  School  (MA)  ; MIT;  Boston  University, 
Boston  University  Hospital;  Physical  Medicine  & Rehabili- 
tation 

TYSON,  Yvonne:  Baltimore,  Maryland;  Western  High  School 
(MD)  ; Federal  City  College;  University  of  California  Los 
Angeles,  Martin  Luther  King  Hospital ; Family  Practice 

WALSH,  Brian:  Forestville,  Connecticut:  Bristol  Central  High  i 
School  (CT)  ; Brown  University;  Harvard  University;  ! 
Brigham  & Women’s  Hospital ; Obstetrics/Gynecology  i 
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(eromammogram  showing 
idenocarcinoma  of  the  left  breast 
confirmed  by  surgery 

-or  more  on  mammography 
see  page  387 
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The  Less  Common  Etiologies  of  Hyperthyroidism,  An  Algorithmic  Approach 


387  Mammographic  Exposures  in  Rhode  Island:  A Report  on  the  Rhode  Island  BENT  Study 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society, ’’“overuse,”  “misuse,”  and  “abuse,”  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 
you’ve  heard,  as  a result,  “Doctor,  I don’t  know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you’ll  come  away  with  a confirmation  of  your  knowledge  that  I ant  a safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (w  , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 


Valiumcg 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications;  Management  ot  anxiety  disorders,  or  short- 
term relief  ot  symptoms  ot  anxiety  Anxiety  or  tension 
associated  with  the  stress  ot  everyday  lite  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  ot  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad|unclive 
ly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuroh 
disorders,  athetosis,  stift-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) 

The  ettectiveness  of  Valium  (diazepam  Roche)  m long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  ot  the  drug 
for  the  individual  patient 

Contraindicated;  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  ot  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  in  convulsive 
disorders,  possibility  ot  increase  in  frequency  and/or 
severity  ot  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de 
pressants  Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy:  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions;  If  combined  with  other  psycholropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  m association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  IS  unclear 

Side  Effects:  Drowsiness,  contusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  m salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to 
10  mg  b I d to  q i d . alcoholism,  10  mg  I i d or  q i d 
in  first  24  hours,  then  5 mg  lid  or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q I d , adjunctively  in  convulsive  disorders.  2 to  10  mg 
bid  to  q I d Geriatric  or  debilitated  patients  2 to 
2V2  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated  (See  Precautions  ) Children  1 to  2'/2  mg 
t I d or  q I d initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  6 months) 

Supplied:  Valium^'  (diazepam/Roche)  Tablets.  2 mg, 

5 mg  and  10  mg  — bottles  of  100  and  500.  Tel-E-Dose' 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  m boxes  containing  10  strips 
of  10.  Prescription  Paks  of  50.  available  in  trays  of  10 


Roche  Laboratories 

ROCHE  / Division  of  Hoffmann-La  Roche  Inc 
^ Nutley.  New  Jersey  07110 


"help  you 
establish  a 
successful 
practice" 


Our  goal  at  National  Medical  Enterprises  is 
to  help  you  establish  a comfortable  and 
successful  Primary  Care  practice. 

Where  you  want  it. 

HOW  you  want  it. 

It'S  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

So  whether  you're  interested  in  solo, 
partnership  or  a group  practice,  you  should 
contact  NME. 

We  re  the  experts! 

For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  Wlishire  Bivd.,  Los  Angeles.  California  90025. 

Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis'^ 


Brief  Summary. 

Consult  the  package  literature  tor  prescribing 
information. 

Indications  and  Usage;  Ceclor*  (cetaclor,  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication;  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics. 

Warnings;  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE). 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions;  If  an  allergic  reaction  to  cetaclor  occurs, 
the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  supennfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  anliglobulm  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive  reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest*  tablets  but  not  with 
Tes-Tape“  (Glucose  Enzymatic  Test  Strip.  USP.  Lilly). 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antitertility  effects  were  seen  m reproduction  studies 
m mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy — Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillin>re$istant  stroins  of 
Haemophilus  influenzae—a  reoognized 
complicationi  of  bocferloi  bronchifis*-~are 
sensitive  to  treatment  with  Ceclor.’^ 

In  clinical  triais,  patients  with  bacterial  bronchitis 

pneumoniae,  K Influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci],  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.’’ 

Oclor 

CBfoclor 


Putvules®,  250  and  mg 


Adverse  Reactions;  Adverse  effects  considered  related 
to  cetaclor  therapy  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  In 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritls,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic — Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40). 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 1n  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  (iosobor] 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS 
pneumoniae  or  H influenzae  ® 

Note  Ceclor*  (cefaclor)  is  contraindicated  In  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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3 Antimicrob  Agents  Chemother , 73. 584, 1978 

4 Antimicrob  Agents  Chemother,  72  490,  1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler 
and  R Luthy),  II:  880  Washington.  D C American 
Society  for  Microbiology,  1978 

6 Antimicrob  Agents  Chemother . 73  861 . 1978 

7 Data  on  file,  Ell  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  G L Mandeil,  R G Douglas,  Jr.  and  J.E 
Bennett),  p 487  New  York:  John  Wiley  & Sons.  1979. 


Additional  information  available  to 
the  profession  on  reguest  from 
Ell  Lilly  and  Company. 
Indianapolis.  Indiana  46285 
BiUSSy  Mystries,  loc. 

Carolina.  Puerto  Rico  00630 


100061 


Rhode  Island 

Medical 


August  1981 

Volume  64,  Number  8 


Journal 


EDITORIAL  STAFF 

John  E.  Farrell,  ScD 

Managing  Editor  Emeritus 


Seebert  J.  Goldowsky,  MD  Karen  Challberg 

Editor-in  Chief  Managing  Editor 


EDITORIAL  BOARD 

Guy  A.  Settipane,  MD 

Chairman 

Stanley  M.  Aronson,  MD 

Contributing  Editor 

Paul  Calabresi,  MD 
Herbert  Fanger,  MD 
Pierre  M.  Galletti,  MD,  PhD 

OFFICBRS 

Charles  E.  Millard,  MD 

President 


‘John  F.  W.  Gilman,  MD 
‘Samuel  V.  Just,  MD 
‘James  B.  Leach,  Jr.,  MD 
Robert  V.  Lewis,  MD 

Joseph  Amaral 

Student 


William  F.  Varr,  Jr.,  MD 

Vice  President 

Melvin  D.  Hoffman,  MD 

President-Elect 


'Member  of  Publications  Committee 

‘Peter  L.  Mathieu,  Jr.,  MD 
‘Jay  M.  Orson,  MD 
‘Sumner  Raphael,  MD 
Henry  T.  Randall,  MD 

Julianne  Ip,  MD 

Resident 


David  R.  Hallmann,  MD 

Secretary 

Erminio  Cardi,  MD 

Treasurer 


DISTRICT  AND  COUNTY  PRISIDENTS 


Alexander  Arvanitidis,  MD 

Bristol  County  Medical  Society 

William  F.  Varr,  Jr.,  MD 

Kent  County  Medical  Society 

Peter  D.  T.  Clarisse,  MD 

Newport  County  Medical  Society 

Richard  G.  Bertini,  MD 

Pawtucket  Medical  Association 


Frank  G.  De  Luca,  MD 

Providence  Medical  Association 

Joseph  J.  O’Neill,  MD 

Washington  County  Medical  Society 

Roger  J.  Fontaine,  MD 

Woonsocket  District  Medical  Society 


lode  Island  Medical  Journal  is  owned  and  published  monthly  by  the  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence  Rhode  Island  02903  Ph^  401-331-3207 
ngle  Copies  $1  OO-Subscriptions  $10.00  per  year  (Members  of  the  Rhode  Island  Medical  Society,  $5.00  annually).  Second  Class  postage  at  Providence,  Rhode  Island 


iSN  0363-7913 


works  well  in  3rour  office .. . 

NEOSPORUr  Ointment 

(pofymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It’s  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad -spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN-  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracln-neomycin) 

Effective  • Economici^  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3,5  mg  neomycin  base):  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1 /2  oz  and  1 /32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  therea/ter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

3^  / Byrroyghs  Wellcome  Co. 

/ Research  Triangle  Park 
WiSSecmi  / North  Carolina  27709 
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Are  you 
protected  from 
employee  embezzlement? 

The  Office  Protection  Plan  (TOP)  gives  you  one 
low-cost  policy  that  covers: 

• Destroyed  accounts  receivable 

• Employee  dishonesty  and  embezzlement 

• Destroyed  patient  charts 

• Office  liability 

• Personal  injury 

• Office  equipment 

• Practice  interruption 

Plus  many  other  significant  risks  faced  by 
physicians.  And  TOP  covers  these  risks  fully  . . . 
adequately  ...  so  you  need  not  worry  again 
about  loss.  For  more  information  on  TOP,  call 
Don  Marcum  at  (401)  421-6900. 


ESTABLISHED  1879 

Starkweather  & Shepleymc 

Representing  the  World’s  Major  Insurance  Companies 

155  South  Main  Street,  Providence,  RI  02903  Telephone  (401)  421-6900 
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CANCER  COnniTTEE  ON  TUHOR  REGISTRIES 

Rhode  Island  Medical  Society's  Cancer  Committee  will  submit  to  the 
House  of  Delegates  meeting  in  September  the  following  resolution: 

"The  Rhode  Island  Medical  Society  endorses  the  program  of  the  Amer- 
ican College  of  Surgeons  for  development  and  approval  of  cancer  pro- 
grams and  registries T and  encourages  all  hospitals  within  the  state 
of  Rhode  Island  to  develop  and  seek  approval  for  such  programs  and 
in-hospital  tumor  registriesn  in  hopes  of  promoting  the  development 
of  a centralizGd  Statewide  Tumor  Registry." 


IHfll  FISKE  FUND  PRIZE  DISSERTATION 

RIMS  IHfll  Fiske  Fund  Prize  Dissertation  subject  is  "Possible  Financial 
and  Medical  Solutions  to  the  Medicaid  Problem".  The  deadline  for  sub- 
mission of  entries  is  December  ISt  IHfll.  For  more  information  about 
manuscript  requi remen ts n contact  Miss  Judi  Zimmern  Librariann  Rhode 
Island  Medical  Societyn  IDU  Francis  Streetn  Providencei  Rhode  Island 
□ 2HD3  or  call  -CMDl}  331-3ED7. 


APPOINTMENT  TO  HPC  BOARD 

Norman  A.  Baxtern  PhDn  Executive  Directorn  Rhode  Island  Medical  Societyn 
has  been  appointed  a member  of  the  Board  of  Directors  of  the  Health 
Planning  Counciln  Inc.  IHPC>. 


RIMS  CME  SYMPOSIA 

Rhode  Island  Medical  Socioty  sponsored  fall  symposia  topics  will  be: 

September  IHfil  "Cancer  Control  and  Treatment"  by  Banice  M.  Uebber-. 
Roger  L.  Brotmann  Francis  J.  Cummingsn  and  Daniel  Urobleskin  MDs. 

October  7-,  IHfll  "Indications  for  Surgical  Treatment  of  Coronary  Artery 
Disease"  by  John  Yashari  MD  and  David  Uilliamsn  MD. 

November  M IHfll  "The  Control  of  Alcoholism"  by  Roswell  Johnson-.  MD  and 
LeClair  Bissell-.  MD. 

December  E-.  IHfll  "Availability  and  Appropriate  Use  of  Blood  Component 
Therapy"  by  Mario  G.  Baldini-.  MD. 

For  more  information-,  call  -CMOII  331-3EU7. 


HEALTH  riANPOUER 


At  the  TGgular  meeting  of  the  Statewide  Health  Coordinating  Council  CSHCO 
held  July  E-,  ITfll  testimony  was  presented  for  the  Rhode  Island  (ledical 
Society  by  Paul  B*  Metcalfn  Jr-n  MD  requesting  that  a study  of  the  users 
of  Self-Helpn  Inc*n  East  Providencei  Rhode  Island  should  precede  a deci- 
sion on  the  facility's  application  for  manpower.  {The  Federal  Division 
of  Health  Professions  Analysis  has  recently  begun  a review  of  its  guide- 
lines for  designating  medically  underserved  areas.} 


PERIPATETICS 

James  B.  Leachn  Jr.T  flD  and  John  J.  O'Brienn  flD  have  been  selected  for 
Fellowship  in  the  American  College  of  Radiology  in  honor  of  their  special 
contributions  to  the  medical  profession. 

New  Dean  of  hedicine  in  the  Brown  University  Program  in  Nedicine  is  David 
S.  Greern  MD. 

Joseph  L.  Dowlingn  Jr.i  HD  has  been  named  president  of  the  New  England 
Ophthalmological  Society. 

Daniel  J.  Hansonn  (ID  has  been  appointed  radiologist-in-chief  of  the  Rhode 
Island  Hospital. 

The  Uilliam  S.  Stone  Lectureship  Award  has  been  presented  by  the  American 
Trauma  Society  to  Fiorindo  A.  Simeonen  ABt  HSct  HDt  ScD  for  his  outstand- 
ing professional  achievements  in  the  field  of  military  trauma. 


AUXILIARY  NEUS 

Kent  County  Medical  Society  Auxiliary  members  worked  and  contributed  to 
Health  Fair  IHflln  held  at  the  Kent  County  YMCA  on  April  11t  ITfll.  The 
Fair  was  sponsored  by  the  YMCAt  Kent  County  Memorial  Hospitaln  Kent  County 
Memorial  Hospital  Auxiliary!  Warwick  Senior  Citizens-«  the  Warwick  Rotary! 
and  the  Kent  County  Medical  Society  Auxiliary. 

{Reported  by  Mrs.  Jane  Van  Haaren!  President!  Kent  County  Medical  Society 
Auxiliary} 


RHODE  ISLAND  CENTER  FOR  ATTITUDINAL  SUPPORT  {RICAS} 

Patients  with  catastrophic  illness  residing  in  the  Rhode  Island  area 
are  eligible  to  use  the  services  of  the  Rhode  Island  Center  for  Attitu- 
dinal  Support  {RICAS}!  a non-profit  community  service  project  of  the 
Providence  Section!  National  Council  of  Jewish  Women.  The  center  offers 
peer  group  processes  in  which  patients  and  their  families  help  and  learn 
from  each  other  in  an  accepting!  non- j udgmental  atmosphere.  RICAS  pres- 
ently has  three  groups  in  progress  --  an  adolescent  group!  one  composed 
of  parents!  and  another  for  afflicted  adults.  There  is  no  charge  for 
the  Center's  services.  Interested  parties  should  contact  the  Center  by 
writing  to  RICAS!  IMOD  Pawtucket  Avenue!  Rumford!  Rhode  Island  DETlb  or 
by  calling  moi}  MBM-mbb. 


End  ANNUAL  "MEDICAL  FOLLIES 


The  Rhode  Island  Medical  Political  Action  Committee  IRIMPAO  will  hold 
its  second  annual  "Medical  Follies"  vaudeville  show  on  September  Etn  ITfll 
at  7:30  p-m*  in  Alumni  Halln  Brown  University!  Providence!  Rhode  Island- 
A patron  donation  is  $2S-00!  which  includes  two  tickets-  Individual 
tickets  are  $S-00  per  person-  Discount  tickets  for  students  and  senior 
citizens  are  $2-S0  per  person-  Reservations  may  be  made  by  calling  the 
Rhode  Island  Medical  Society  Executive  Office!  IMOl}  331-3ED7- 


End  STATE  HEALTH  PLAN 

In  response  to  the  Rhode  Island  State  Planning  and  Development  Agency  re- 
quest for  preliminary  recommendations  with  respect  to  a second  Rhode 
Island  State  Health  Plan  the  Rhode  Island  Medical  Society  has  urged  that 
new  planning  efforts  address  the  "impact  of  increased  access  to  health 
care!"  "availability  of  nursing  home  beds!"  and  "appropriateness  of  reg- 
ulatory strategies-" 


HMOs  HAVE  ADMINISTRATIVE  PROBLEMS 

A survey  of  170  US  companies  has  found  that  more  than  flS  per  cent  offer 
employees  the  option  of  joining  an  HMO!  but  on  the  average  only 
S per  cent  of  eligible  employees  choose  this  option-  Also!  employers 
reported  major  administrative  problems  in  dealing  with  HMOs-  These  in- 
clude the  difficulty  of  reconciling  different  billing  and  enrollment 
information!  often  with  costly  computer  reprogramming  involved!  the  ab- 
sence of  standardized  forms  and  procedures!  and  the  difficulty  of  ob- 
taining utilization  information  and  other  reports  from  the  HMOs-  The 
study  recommends  that  the  HMO  industry  "standardize  its  requirements! 
benefits!  forms  and  reports"  and  supply  "employers  with  timely  invoices! 
enrollment  data  and  utilization  reports-" 

{From  Blue  Cross  + Blue  Shield  Associations!  BCA  Telecommunications!- 


COMMERCIAL  CARRIER  VERSUS  PHYSICIAN-OUNE D COMPANY 

The  Florida  Medical  Association  is  urging  physicians  buying  malpractice 
insurance!  when  choosing  between  a commercial  carrier  and  a physician 
owned  company!  to  compare  the  philosophy!  structure!  and  scope  of  busi- 
ness of  the  two  entities-  "The  primary  emphasis  for  commercial  insurance 
companies  has  been  profit  --  the  physician-owned  companies  emphasize  mak- 
ing insurance  available  - - - the  control  of  the  commercial  company 
generally  rests  with  its  foreign  stockholders  --  in  the  physician-owned 
company  the  control  lies  with  its  physician/owners  - - - commercial 

carriers  settle  claims  slowly  as  it  means  a longer  period  of  time  to 
hold  the  premium  dollar  --  physician-owned  companies  have  a splendid 
record  as  to  the  closing  and  disposition  of  claims-" 

{From  Reciprocal  Reporting!  administered  by  Professional  Insurance 
Management  Co-  {PIMCOl!  sponsored  and  endorsed  by  the  Florida  Medical 
Association} 


GROUP  PRACTICE  STATISTICS 


Preliminary  data  compiled  by  the  AIlA's  Division  of  Survey  and  Data  Re- 
sources shows  that  the  number  of  group  practices  rose  sharply  in  the 
n7Ds  --  from  biB?!  in  ITbl  to  lOnTbE  in  nSUT  an  increase  of 


OBFUSCATION  BY  PLANNING 
SHCC  Plan  Says: 

"Approximately  MD  obstetrical/gynecologic  beds  and  flO  pediatric  beds 
should  be  removed  from  service  promptly.  Where  occupancy  patterns  make 
it  appropriate  the  supply  of  other  categories  of  beds  Imedical-surgicall 
should  be  reduced  on  a basis  of  analysis  of  individual  hospital  and  re- 
gional needs-" 

{Rhode  Island  Health  Plan  - ITfiDn  fl-lEMI 
On  the  Other  Hand: 

Studies  completed  in  IHfll  by  Arthur  D-  Littlen  Inc-  for  the  Hospital 
Association  of  Rhode  Island  recommend  a net  reduction  of  ED  maternity 
bedsT  a net  reduction  of  UE  pediatric  bedsn  and  a net  increase  of  S3 
medical-surgical  beds- 

{flaternityn  Pediatricn  and  Nedical-Surgical  Bed  Needs  in  Rhode  Island 
Hospitals!  June  IHflln  p3fi} 


RIMS  NEMBERSHIP  COUNT 


May  31-.  ITfll 

Total  RIMS  Members  IMDfl 
Total  AMA  Members  7EE 
New  RIMS  Members 


June  30!  ITfll 

mil *  * 

7Eb 

S 


*Count  shows  S new  members  minus  two  members  {one  moved  out-of-state! 
one  deceased!- 


New  Members:  Joseph  C-  Cambio!  MD!  Joseph  A-  DiLorenzo!  MD!  Elizabeth 
A-  Welch!  MD!  John  A-  Widness!  MD!  Ernest  N-  Zuena!  MD- 


otrin 


600  mg  Tablets 

One  tablet  ti.d. 


Please  see  the  following  page  for  a brief  summary  of  prescribing  information 


The  Upjohn  Company  • Kolamozoo.  Michigan  49001  USA 


wl  The  L'pphn  Companv 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema,  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin. 

Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  It  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing.  Fluid  retention  and  edema  have  been  associated  with  Motrin:  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension.  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary, Prospective  studies  of  /Wofr/V),  safety  in  patients  with  chronic  renal  failure  have 
not  been  done.  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added.  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarir?.' bleeding  has  been  reported  In  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 


Incidence  Greater  Than  1%  (but  less  than  3%)  -Probable  Causal  Relationship 
Gastrointestinal:  Nauseaf  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence):  Central  Nervous  System:  Dizziness/  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapular  type),  pruritus:  Special  Senses:  Tin- 
nitus: Metaholic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation:  see  PRECAUTIDNS). 

Incidence  Less  Than  1°/o-Probable  Causal  Relationship" 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests: 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma:  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomafa,  and/or  changes 
In  color  vision)  (see  PRECAUTIDNS):  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit.  Cardiovascular; 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIDNS):  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 


Incidence  Less  Than  1°/o-Causal  Relationship  Unknown" 

Gastrointestinal:  Pancreatitis,  Central  Nervous  System;  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri:  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions:  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis: 
Hematologic:  Bleeding  episodes  (e  g.,  epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gyne- 
comastia, hypoglycemic  reaction:  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia):  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schbnlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

*"Reactions  are  classified  under  "Probable  Causal  Relationship"  (PCR)  if  fhere  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under  "Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day.  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease:  Sug- 
gested dosage  is  300, 400,  or  600  mg  t.i.d.  or  q.i.d.  Mild  to  moderate  pain:  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain. 

Caution:  Eederal  law  prohibits  dispensing  without  prescription. 
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. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 


Ibnuate  Dospan 

(diethylpropion 
hydrochloride  USP) 


75  mg  controlled-release  tablets 


Tenuate  ® 

(diethylpropion  hydrochloride  USP) 

Tenuate  Dospan  ® 

(diethylpropion  hydrochloride  USP) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 


the#1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adjunct  in  a prescribed  dietary  regi- 
men. Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Precautions 
and  Adverse  Reactions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.^  And  the  unique  chemistry 
of  Tenuate  provides  “. . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.”  ^ Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 


Tenuate -it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell  Dow 

’Registered  Trademarks  of  MERRELL-NATIONAL  LABORATORIES  Inc.. 

Cayey.  Puerto  Rico  00633 
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Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjuTict  (a  tew  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
of  drug  abuse  During  or  within  14  days  following  the  administration  of  monoamine  oxidase  in- 
hibitors. (hypertensive  crises  may  result) 

WARNINGS'  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect  rather  the  drug  should  be  discontinued  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle,  the  patient  should  therefore  be  cautioned  accordingly  When  central  nervous  sys- 
tem active  agents  are  used . consideration  must  always  be  given  to  the  possibility  of  adverse  in- 
teractions with  alcohoi  Drug  Dependence  Tenuate  has  some  chemical  and  pharmacologic 
similarities  to  the  amphetamines  and  other  related  stimulant  drugs  that  have  been  extensively 
abused  There  have  been  reports  of  subjects  becoming  psychologically  dependent  on  diethyl- 
propion  The  possibility  of  abuse  should  be  kept  in  mind  when  evaluating  the  desirability  of  in- 
cluding a drug  as  part  of  a weight  reduction  program  Abuse  of  amphetamines  and  related  drugs 
may  be  associated  with  varying  degrees  of  psychologic  dependence  and  social  dysfunction 
which  in  the  case  of  certain  drugs,  may  be  severe  There  are  reports  of  patients  who  have  in- 
creased the  dosage  to  many  times  that  recommended  Abrupt  cessation  following  prolonged 
high  dosage  administration  results  in  extreme  fatigue  and  mental  depression,  changes  are  also 
noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication  with  anorectic  drugs  include  se- 
vere dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and  personalty  changes.  The  rnost 
severe  manifestation  of  chronic  intoxications  is  psychosis,  often  clinically  indistinguishable  trom 
schizophrenia  Use  in  Pregnancy  Although  rat  and  human  reproductive  studies  have  not  indi- 
cated adverse  effects  the  use  of  Tenuate  by  women  who  are  pregnant  or  may  become  pregnant 
requires  that  the  potential  benefits  be  weighed  against  the  potential  risks.  Use  in  Children 
Tenuate  is  not  recommended  tor  use  m children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  tor  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered  to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  rnay 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  teasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Carcfrovascu/ac  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain  arrhythmia  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation  nervousness,  restlessness,  dizziness,  iitteriness.  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting . abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis.  erythema  Endocrine  Impotence,  changes  m libido, 
gynecomastia,  menstrual  upset  Hematopoietic  System  Bone  marrow  depression  agranulo- 
cvtosis,  leukopenia  Miscsllsneous:  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria.  increased  sweating,  and  polyuria 

DDSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride)  One  25  mg  tablet 
three  times  daily  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  m children  under  12  years 
of  age  „ 

OVERDOSAGE'  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperretlexia. 
rapid  respiration  confusion,  assaultiveness,  hallucinations,  panic  states.  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  ot  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamine  (Regitine')  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension , if  this  complicates  Tenuate  overdosage 
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nuQT  think  your 

financial 
future  IS  secure. 

could  be 
dead  wrong. 


You  may  think  you’ve  taken  care  of  your  family’s  financial  future,  but 
did  you  know  that  if  you  have  no  will,  the  state  has  one  for  you,  and 
you  probably  won’t  like  it?  Or  that  if  your  will  was  written  before  1976, 
it  may  not  allow  your  family  to  benefit  from  changes  in  tax  laws,  which 
could  cost  them  money?  Worse  yet,  if  your  will  is  poorly  written,  it 
might  result  in  an  expensive  court  contest  and  cause  a delay  in  your 
family  getting  money  to  which  they  are  entitled.  The  point  is, 

\ building,  preserving  and  distributing  your  assets  is  a job  so 

V tough  that  most  people  need  help  from  professionals, 

like  those  at  InBank. 


We’ll  help  you  build  your  estate  now  with  the 
appropriate  investment  strategies  and  tax-saving 
plans.  Later,  we’ll  help  you  preserve  your  hard 
earned  dollars  by  using  tax  shelters,  and  offering 
sound,  prudent  financial  advice.  Finally,  when 
it  comes  to  planning  for  the  distribution  of 
your  estate,  we’ll  make  sure  that 
your  will  takes  advantage  of  all 
available  tax  savings.  Then  we’ll 
execute  it  professionally,  according 
to  your  wishes. 

Call  us.  We’ll  make  sure  your 
family’s  financial  future  is  secure, 
top  to  bottom.  Call  Gregory  Ahem 
at  (401)  278-6699,  or  write  him 
at  Industrial  National  Bank, 

Trust  and  Investment  Division, 

100  Westminster  Street, 

Providence,  Rhode  Island  02903 


X INBRNK 


TRUST  AND  INVESTMENT  DIVISION 


And  if  you  consider  the  values  of  your  home, 
your  savings,  insurance  and  investments,  you’U 
probably  find  that  you’re  worth  a lot  more  than 
you  think  and  could  benefit  from  the  expert 
advice  available  at  InBank. 


Fuiancial  miiids  for  your  peace  of  miud. 


PRESIDENT’S  CORNER 


Protect  Our  Patients  — Participate 


Part  a 


The  need  for  physicians  to  protect  their  patients 
increases  with  evolving  socioeconomic  changes.  We 
must  speak  up  on  any  issue  to  anyone  whose 
proposals  we  feel  will  affect  our  patients.  Only  in 
this  way  can  we  maintain  the  respect  and 
admiration  which  our  predecessors  have  enjoyed 
for  many  decades.  Further,  we  must  not  only 
respond  to  the  initiatives  of  others,  but  must  lead 
the  way  to  better  health  care. 

The  Challenge  Is  Already  at  Hand 

There  is  a paradox  in  medicine.  Sickness  differs 
from  other  social  problems.  For  example,  if  crime 
is  reduced,  the  nation  needs  fewer  prisons. 
However,  if  disease  is  prevented  — by  improved 
nutrition,  immunizations,  better  life-styles,  or 
other  means  — the  need  for  medical  care  does  not 
decline.  People  who  live  longer  develop  many 
chronic  metabolic  diseases.  Persons  over  65  years  of 
age  use  four  times  as  many  hospital  days  as  do 
younger  people.  People  over  75  have  a still  greater 
need  of  hospitalization.  This  is  important  in  Rhode 
Island  where  in  1981  12  per  cent  of  our  population 
are  over  65  years  of  age.  This  percentage  will  not 
exist  in  most  other  states  until  around  the  year  2000. 

Further,  in  Rhode  Island  we  have  a high 
incidence  of  cancer.  With  our  increasing  ability  to 
detect  this  disease,  more  surgical,  chemotherapeu- 
tic, and  radiological  care  is  being  provided.  These 
trends  also  have  contributed  to  increasingly  high 
hospital  occupancy  rates. 

People  will  always  want  to  utilize  health  care 
that  promises  a longer,  healthier  life  and  relief 
from  pain  and  suffering.  With  constantly 
advancing  medical  technology  offering  such  to 
fulfill  this  promise,  the  demand  for  care  will  be 
infinite. 

Increased  Costs  of  Advancing  Technology 

The  problem  of  the  increasing  costs  of  medical 
technology  is  best  illustrated  by  some  examples. 
Coronary  bypass  operations  might  benefit  up  to 
4,000,000  persons.  The  procedure  costs  about 
$10,000.  If  only  half  of  these  people  were  operated 


Charles  E.  Millard,  MD 


upon  the  cost  would  be  $20  billion  — roughly  17 
per  cent  of  all  current  medical  expenditures.  Other 
operations  and  procedures  such  as  organ 
transplants,  renal  dialysis,  prosthetic  hips  and 
knees,  and  lens  replacements  will  raise  the  costs  to 
astronomical  figures.  The  University  of  Chicago 
Center  for  Health  Administration  Study  reported 
that  the  one  per  cent  who  are  beneficiaries  of  these 
medical  procedures  account  for  25  per  cent  of  all 
medical  expenditures.  Kidney  patients,  who 
constitute  less  than  one-fifth  of  one  per  cent  of  all 
persons  eligible  for  Medicare,  account  more  than 
4 per  cent  of  all  Medicare  expenditures. 

The  Schroder  Report 

Proponents  of  cost  containment  suggest  that  the 
costs  of  medical  care  could  be  lowered  if  physicians 
used  services  more  efficiently.  This  argument 
assumes  that  some  services  currently  provided 
either  are  unnecessary  or  have  little  benefit  and 
that  physicians  will  be  willing  to  curtail  their  use  of 
these  services. 

When  providing  care  for  critically  ill  patients, 
however,  the  decision  to  limit  services  may  be 
extremely  difficult. 
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Studies  reported  by  Schroder  in  the  Journal  of 
the  American  Medical  Association  (April  10, 
1981)  have  shown  that  a high  proportion  of 
hospital  care  is  devoted  to  a relatively  small  per- 
centage of  patients.  To  determine  the  degree  to 
which  high-cost  illness  is  terminal  illness,  survival 
data  were  obtained  on  a random  sample  of  776 
adult  high-cost  patients  (hospital  bill  $4,000  or 
more)  from  nine  acute-care  hospitals  in  the  San 
Francisco  Bay  area.  Two  years  after  discharge,  at 
least  34  per  cent  of  the  high-cost  patients  had  died. 
These  patients  accounted  for  39  per  cent  of  the 
hospital  charges  incurred  by  the  whole  group 
studied.  Among  the  factors  significantly  associated 
with  death  were  a diagnosis  of  cancer  (62  per  cent 
of  deaths) , age  older  than  64  years  (44  per  cent  of 
deaths)  and  hospital  bill  of  $10,000  or  more  (48 
per  cent  of  deaths) . These  data  suggest  that  large 
amounts  of  medical  care  are  consumed  by  patients 
with  unfavorable  prognoses. 

The  Physician’s  Responsibility 

The  physician’s  dilemma  arises  from  the 
introduction  of  national  policies  directed  at 
containing  costs  by  inducing  physicians  to  limit 
care  that  may  be  ineffective.  (Early  efforts  at 
control  of  costs  concentrated  on  medical  services 
thought  to  be  excessive,  such  as  unnecessary 
surgery  and  laboratory  tests.)  Now,  cost 
containment  efforts  will  encounter  the  reality  that 
is  demonstrated  by  Schroder’s  data  large 
amounts  of  medical  care  are  consumed  by  patients 
with  unfavorable  prognoses.  The  aging  of  our 
population  with  increased  chronic  diseases  will 
certainly  intensify  the  problem. 

A physician  has  the  duty  to  do  that  which  is 
beneficial  and  therapeutic  for  his  individual 
patient.  To  expect  a physician  in  his  medical 
practice  to  adhere  to  governmental  priorities  in  the 
allocation  of  scarce  health  resources  conflicts  with 
his  primary  responsibility  to  his  patients. 

Physicians  Must  Become  Ombudsmen  for  Their 
Patients 

Although  health  promotion  may  well  extend  life,  it 
hardly  can  be  expected  to  reduce  the  need  for 


medical  care  in  the  long  run.  The  present  push  for 
preventive  medicine  must  be  encouraged. 
However,  as  Doctor  Theodore  Cooper  so  aptly 
pointed  out:  “We  must  understand,  and  remind 
those  in  political  power,  that  prevention  alone 
cannot  accomplish  our  medical  aims,  certainly  not 
in  this  century  and  certainly  not  without  new 
research.  For  the  foreseeable  future  millions  will 
need  acute  medical  care.  Prevention  and  cure  are 
compatible  concepts,  not  alternatives.” 

Patients  are  completely  bewildered  by  the  com- 
plexities of  the  medical  world.  Proposals  which 
appear  to  be  beneficial  may  be  downright 
dangerous.  The  allocation  of  resources  can 
produce  only  one  result  — the  rationing  of  medical 
care  with  the  ultimate  potential  of  euthanasia. 

As  Reinhardt  has  stated  so  lucidly:  “We  have 
two  dissimilar  ethics  systems  in  one  enterprise.  One 
states  that  people  are  entitled  to  services  regardless 
of  their  ability  of  pay.  Tbe  other  states  that  people 
are  entitled  only  to  services  they  can  afford.  The 
basic  question  is,  ‘Who  or  what  shall  be  excluded 
from  the  benefits  of  modern  medical  treatment?’ 

“We  must  examine  our  health  care  goals. 
Without  a definition  of  goals,  the  health  care 
debate  in  the  United  States  will  generate  consider- 
able heat  and  little  light.  We  must  ask  the 
question,  ‘What  problems  prevent  the  achievement 
of  what  is  best  for  the  patient?”’ 

It  is  time  for  the  renewed  commitment  of 
American  medicine  to  a leadership  role  in  the 
formulation  of  a national  health  policy.  The 
profession  has  lapsed  into  a defensive  posture.  We 
must  think  and  lead.  We  owe  it  to  our  patients.  We 
must  provide  a positive  input  for  our  government. 
Only  then  can  we  protect  our  patients. 

Supreme  Court  Justice  Louis  Brandeis  pointed 
out  the  necessity  for  such  a posture  when  he  said, 
“Experience  should  teach  us  to  be  most  on  guard  to 
protect  liberty  when  the  government  purposes  are 
beneficent.  Men  born  to  freedom  are  naturally 
alert  to  repel  invasion  of  their  liberty  by  evil- 
minded  rulers.  The  great  dangers  to  liberty  lurk  in 
the  insidious  encroachments  by  men  of  zeal,  well- 
meaning  and  without  understanding.”  ■ 


374 


Rhode  Island  Medical  Journal 


EDITORIALS 


Abortion  ■ Quo  Vadis? 


Since  the  landmark  Supreme  Court  decisions  in 
1973  of  Roe  vs  Wade  and  Doe  vs  Bolton,  the  right  to 
abortion  during  the  first  two  trimesters  of  preg- 
nancy has  been  the  law  of  the  land.  Since  then, 
there  has  also  been  a rising  crescendo  of  controversy 
as  to  the  morality  of  abortion  and  a storm  of  activity 
involving  attempts  to  block  reimbursement  or  to 
outlaw  abortion  on  the  one  hand,  and  to  fight  for 
preservation  of  the  privilege  as  a civil  right  on  the 
other. 

The  May  1,  1981  issue  of  Hospitals,  the  publica- 
tion of  the  American  Hospital  Association,  carried 
an  analysis  of  the  legal  background  of  abortion  by 
Arthur  H.  Bernstein,  a prominent  hospital 
attorney.  Titled  “The  Legal  Right  to  Abortion : 
What’s  Left?”,  the  article  is  a legal  and  case  study  of 
the  present  status  of  the  abortion  issue.  He  states 
that  the  “Right  to  abortion  persists.  Irrespective  of 
the  issue  of  whether  government  must  or  may  fin- 
ance abortion  for  the  medically  indigent,  women  cur- 
rently do  have  the  right  to  an  abortion  as  derived 
from  provisions  of  the  US  Constitution.”  Senate 
Joint  Resolution  19  was  introduced  to  initiate  the 
procedure  to  amend  the  Constitution  to  define  life 
as  beginning  at  the  moment  of  conception.  To 
become  effective  the  amendment  would  have  to  be 
ratified  by  36  state  legislatures  within  7 years.  Bern- 
stein believes  that  the  amendment  faces  heavy  odds. 

His  case  summaries  lead  to  the  following  conclu- 
sions. A husband  may  not  veto  an  abortion.  A court 
may  not  intervene  in  the  decision  of  a minor  to  have 
an  abortion,  unless  in  the  judge’s  view  the  minor 
lacks  understanding  and  her  best  interests  would  be 
served  by  not  having  the  procedure.  The  parents 
could  then  make  the  ultimate  decision.  An  appeals 
court  has  enjoined  use  of  a 24-hour  waiting  period 
and  a “frightening”  consent  form  in  Massachusetts. 
Similar  delaying  procedures  and  consent  forms  were 
struck  down  in  Illinois  and  Nebraska. 

In  a 1979  decision  the  Supreme  Court  ruled  that 
physicians  as  well  as  patients  have  constitutionally 
protected  rights  to  be  free  from  government  restric- 


tions in  their  judgment  pertaining  to  treatment  of 
prospective  abortion  patients. 

A state  court  in  New  Jersey  found  that  it  was 
within  a state’s  jurisdiction  to  protect  the  health  of 
abortion  patients  by  limiting  the  type  of  abortion 
which  may  be  performed  on  an  outpatient  basis 
after  the  first  trimester.  A federal  appellate  court 
ruled  that  applicable  health  standards  may  be  en- 
forced as  long  as  the  clinical  licensing  laws  are 
“abortion  neutral”. 

Recent  news  events  will  have  some  impact  on 
these  emotional  issues.  The  AMA  Board  of  Trustees 
recently  decided  to  oppose  vigorously  legislation  in 
Congress  which  would  establish  that  human  life 
begins  at  conception.  Doctor  James  H.  Sammons, 
Executive  Vice  President  of  tbe  AMA,  stated:  “The 
legislation  is  founded  on  the  idea  that  a scientific 
consensus  exists  that  life  begins  at  the  time  of  con- 
ception. We  will  go  up  there  (to  Congress)  to  say 
that  no  such  consensus  exists.” 

A current  poll  by  the  Washington  Post  and  the 
ABC  television  network  indeed  shows  that  there  is 
very  little  consensus  about  any  of  this.  The  poll 
sampled  a group  of  1533  persons.  Projections 
indicate  that  one  of  every  three  Americans  opposes 
legislation  that  would  make  abortion  murder.  More 
than  one-half  of  the  group  know  a woman  who  has 
had  an  abortion,  and  40  per  cent  know  at  least  two 
women  who  have  had  one.  One  woman  in  14  had 
had  an  abortion  (probably  a low  figure) , and  the 
subjects  include  both  political  liberals  and  conserva- 
tives. Forty  per  cent  approved  abortion  on  demand, 
and  an  additional  thirty-four  per  cent  approved 
abortion  under  most  circumstances.  Eighty-eight 
per  cent  approved  abortion  where  a woman’s  life 
was  endangered,  82  per  cent  in  rape  or  incest,  84 
per  cent  if  a woman  might  suffer  health  damage,  70 
per  cent  if  there  was  a chance  of  a deformed  infant, 
and  73  per  cent  when  a woman’s  mental  health  was 
endangered.  Almost  three-fourths  of  these  surveyed 
believed  that,  if  all  abortions  were  outlawed,  most 


August,  1981  — Vol.  64 


375 


women  wanting  an  abortion  would  find  a way  to  get 
one. 

Bernstein  was  not  sure  that  the  pro-abortionists 
would  necessarily  prevail.  State  legislatures  and 
Congress  are  under  great  pressure  to  limit  or  deny 
abortion,  and  President  Ronald  Reagan’s  views  are 
known.  A change  in  the  make  up  of  the  Supreme 
Court  could  result  in  a change  in  the  ground  rules. 


Fees  and  Costs 

In  the  April  27,  1981  issue  of  the  A MA  Newsletter, 
a publication  from  the  office  of  the  AMA  Executive 
Vice  President,  two  items  were  juxtaposed  which 
give  food  for  thought.  One  noted  that  physicians’ 
fees  increased  0.9  per  cent  in  March  according  to 
the  Bureau  of  Labor  Statistics  Consumer  Price 
Index.  The  increase  in  physicians’  services  costs 
exceeded  the  percentage  increases  in  the  all  items 
component  (0.7  per  cent)  and  the  all  services  com- 
ponent (0.8  per  cent) . In  the  past  12  months,  how- 
ever, the  physicians’  services  index  has  risen  10.7  per 
cent,  while  the  all  services  index  has  risen  11.9  per 
cent  and  the  all  items  index  has  increased  10.6  per 


Longevity  of  Physicians 

A recent  list  of  obituaries  in  JAMA  (issue  of  March 
6,  1981)  caught  my  eye  because  it  was  lengthier 
than  usual,  containing  151  entries  on  three  pages. 
Having  learned  that  symphony  conductors  live 
longer  than  their  contemporaries,  I was  curious  to 
investigate  this  sample  to  learn  how  doctors 
compare  with  that  elite  group.  A sample  of  151 
should  approach  statistical  significance.  Included  in 
the  group  were  139  males  and  12  females.  Age  at 
death  ranged  from  30  (a  female)  to  100  (a  male) . 

The  average  age  at  death  for  the  whole  group  was 
69.8  years.  That  for  the  139  men  was  also  69.8, 
while  that  for  the  women  was,  surprisingly,  68.9. 

In  the  general  community,  life  expectancy  has 
now  exceeded  70  years  for  both  sexes,  with  women 
generally  outlasting  men  by  several  years.  A visit  to 


For  example,  the  Supreme  Court  recently  further 
confused  the  issue  by  upholding  a Utah  statute  that 
requires,  “notification”,  but  not  necessarily  “con- 
sent”, of  the  parents  of  a minor  who  is  neither 
“mature”  nor  emancipated,  before  an  abortion 
could  be  performed. 

Thus  the  pot  boils. 

Seebert  J.  Goldowsky,  MD 


cent.  On  the  whole,  this  is  not  a bad  showing. 

The  adjacent  item  reported  that  the  New  York 
Joint  Underwriting  Association  (physicians’  mal- 
practice insurance)  had  filed  for  a 367.8  per  cent 
rate  increase,  and  the  Medical  Malpractice  Insur- 
ance Association  of  New  York  (physician-owned 
professional  liability  company)  had  filed  for  a 71 
per  cent  rate  increase.  It  was  stated  that  in  both 
cases  premiums  had  not  kept  pace  with  the  increas- 
ing costs. 

SeebertJ.  Goldowsky,  MD 


any  nursing  home  or  assemblage  of  the  elderly 
brings  out  this  discrepancy  strikingly.  Since,  how- 
ever, the  youngest  to  die  was  a female  at  30,  since 
the  next  youngest  female  to  die  was  59,  and  since 
this  subsample  contains  only  12  individuals,  it 
could  be  somewhat  skewed.  If  this  young  woman  is 
excluded,  the  remaining  eleven  women  averaged 
72.5  years  at  time  of  death,  which  expectancy  is 
closer  to  that  of  the  rest  of  the  community. 

Give  or  take  a few  years,  it  would  seem  from  this 
whimsical  unscientific  study,  that  male  and  female 
doctors  live  about  as  long  as  their  lay  contempor- 
aries. 

Symphony  conductors  do  much  better. 

SeebertJ.  Goldowsky,  MD  ■ 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


Prepared  by  Allen  M.  Deutsch.  MD;  Michael  J.  Ryvicker, 
MD;  Steven  I.  Cohen,  MD;  and  Sanford  L.  Schatz,  MD. 


History: 

Twenty-seven  year  old  male  with  a history  of  recurrent  and  persistent  pulmonary  infiltrate. 


Radiographic  Findings: 

Frontal  (upper  left)  and  lateral  (upper  right)  radiographs  of  the  chest  demonstrate  a moderately  well- 
defined  infiltrate  in  the  region  of  the  posterior  segment  of  the  right  lower  lobe. 


For  diagnosis  and  discussion  turn  to  next  page. 
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Diagnosis : 

Pulmonary  Sequestration  (intralobar) 


Selective  catheterization  of  a branch  of  the  descending 
thoracic  aorta  demonstrates  the  arterial  supply  to  the 
sequestered  lung. 


Discussion : 

Pulmonary  sequestration  is  an  uncommon  con- 
genital pulmonary  malformation  consisting  of 
dysplastic  pulmonary  tissue.  This  lung  tissue  has  no 
normal  connection  to  the  tracheobronchial  tree.  In 
addition,  the  abnormal  tissue  receives  its  blood 
supply  from  a systemic  artery  (above)  rather  than  a 
branch  of  a pulmonary  artery.  This  anomaly  exists 
in  two  forms:  intralobar  and  extralobar. 

An  intralobar  sequestration  is  a nonfunctioning 
portion  of  lung  that  lies  within  the  visceral  pleura  of 
normal  lung.  The  intralobar  sequestration  almost 
invariably  receives  its  blood  supply  from  the  aorta. 
Most  commonly  it  is  from  the  thoracic  aorta,  but 
the  sequestration  may  be  supplied  by  the  abdominal 
aorta.  Venous  drainage  from  an  intralobar  seques- 
tration is  usually  via  the  pulmonary  venous  system 
thus  producing  a left-to-left  shunt. 

In  approximately  two-thirds  of  the  cases,  the 
sequestration  is  situated  in  the  left  paravertebral 
gutter  in  the  region  of  the  posterior  segment  of  the 
left  lower  lobe.  In  most  other  cases  it  occupies  the 
same  anatomic  region  in  the  right  lower  lobe. 

Intrapulmonary  sequestration  usually  is  recog- 
nized in  adulthood  as  a result  of  an  acute  pneu- 
monia. Characteristically,  the  sequestered  segment 
is  a closed  system  not  connected  to  the  normal 
bronchial  tree.  When  communication  develops,  it  is 
usually  secondary  to  infection  within  the  seques- 


tered lung.  The  affected  segment  typically  is  cystic 
with  the  spaces  being  fdled  with  mucous  or  when  in- 
fection is  present,  purulent  material. 

The  radiographic  appearance  depends  primarily 
on  whether  the  segment  has  been  the  site  of  infec- 
tion and  has  consequently  developed  a communica- 
tion with  the  normal  bronchial  tree.  When  there  is 
no  communication,  the  anomalous  segment  appears 
as  a homogenous  water  density  in  the  posterior  por- 
tion of  the  lower  lobe  usually  contiguous  with  the 
diaphragm  and  is  well  circumscribed.  When  infec- 
tion has  resulted  in  communication  with  the  bron- 
chial tree,  the  radiographic  presentation  is  that  of 
an  air-containing  cystic  mass  with  or  without  air 
fluid  levels. 

Extralobar  sequestration  differs  in  several  ways 
from  the  intralobar  form.  In  the  extralobar  type, 
the  abnormal  segment  of  lung  is  completely  separ- 
ate and  enclosed  in  its  own  visceral  pleural  covering. 
Anatomically,  extralobar  sequestration  is  related  to 
the  left  hemidiaphragm  in  90  per  cent  of  the  cases, 
although  it  may  be  located  within  the  diaphragm, 
under  the  diaphragm  or  within  the  mediastinum. 
Although  the  extralobar  sequestration  derives  its 
blood  supply  from  the  aorta,  it  differs  from  the 
intralobar  sequestration,  in  that  it  usually  drains  via 
the  systemic  venous  system  such  as  the  inferior  vena 
cava,  azygos  or  hemiazygos  system.  The  vascular 
anatomy  of  an  extralobar  sequestration  creates  a 
hemodynamic  communication  in  the  form  of  a left- 
to-right  shunt. 

In  extralobar  sequestrations  other  congenital 
anomalies  are  not  infrequent  such  as  congenital  dia- 
phragmatic  hernias  (30  per  cent  of  the  cases)  and 
fistulous  communication  with  the  gastrointestinal 
tract. 

Since  an  extralobar  sequestration  is  completely 
surrounded  by  its  own  visceral  pleura,  chance  of  in- 
fection is  greatly  reduced.  Therefore,  the  most  com- 
mon radiographic  presentation,  whether  intra- 
thoracic  or  intraabdominal,  is  that  of  a homo- 
geneous soft  tissue  mass.  Because  of  the  hemo- 
dynamics in  a sequestration,  the  combined  radio- 
graphic  presentation  may  be  that  of  a chest  mass 
and  a pattern  of  over  circulation. 

Although  a diagnosis  of  either  intralobar  or 
extralobar  sequestration  may  be  entertained  with  a 
high  degree  of  suspicion  on  the  basis  of  the  clinical 
history  and  radiographic  findings,  angiography  is 
necessary  to  make  the  definitive  diagnosis.  Pre- 
operative diagnosis  is  helpful  in  forewarning  the 
surgeon  of  the  anomalous  vascularization  of  the 
lung.  B 


378 


Rhode  Island  Medical  Journal 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 
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for  Knotts  in  the  night 

Prescribe  new  formula 


Quinamm* 

(quinine  sulfate  tablets) 


each  tablet  contains  quinine  sulfate  260  mg 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime . . . can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


'Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc., 
Cayey,  Puerto  Rtco  00633 


Quinamm' 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 
INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) for  attempted  abortion  In  about 
half  of  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral defects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
in  rabbits  and  guinea  pigs  and  were  absent  in  mice,  rats,  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  If  this 
drug  IS  used  during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content,  Quinamm  is  contraindicated  m patients  with 
known  quinine  hypersensitivity  and  in  patients  with  giucose-6-phosphate  dehy- 
drogenase (G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  qumme  m 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  m 
patients  with  a history  of  blackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  to  as  cinchonism  Such  symptoms,  m the  mildest 
form,  include  ringing  in  the  ears,  headache,  nausea,  and  slightly  disturbed 
vision;  however,  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-P0  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

If  symptoms  occur,  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  OVERDOSAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus,  skin  rashes,  fever, 
gastric  distress,  dyspnea,  ringing  in  the  ears,  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  if  only  small  doses  of  quinine 


have  been  taken  Extreme  Hushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  quimdine  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  of  digoxin  and  digifoxin  have  been  demonstrated  in 
individuals  after  concomitant  qumidme  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine,  if  is  recommended  that  plasma  levels  for  digoxm 
and  digitoxin  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombinemic  effect  may  enhance  the  action  of  warfarin  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium  suc- 
cinylcholine,  and  fubocurarine)  may  be  potentiated  with  quinine,  and  result  m 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acefazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  for  toxicity 
Drug  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  i7-ketogenic  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 
A study  of  quinine  sulfate  administered  in  drinking  water  (0  1“o)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochloride)  in  male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Infrapentoneal  injections  (0  5 mM 
kg  ) were  given  twice,  24  hours  apart  Direct  Salmonella  typhimunum  tests 
were  negative,  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  effect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratooenic  Effects 

Because  quinine  crosses  the  placenta  in  humans  the  potential  for  fetal  effects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Qumme  in  toxic  amounts  has  been 
associated  with  abodion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  IS  questionable 
Nursing  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (individual  or  multiple  symptoms  may  represent  cin- 
chonism Of  hypersensitivity ) 

Hematologic  acute  hemolysis  thrombocytopenic  purpura,  agranulocytosis, 
hypoprothrombmemia 

CNS  visual  disturbances  including  blurred  vision  with  scotomata  photophobia, 
diplopia,  diminished  visual  fields,  and  disturbed  color  vision,  tinnitus,  deafness, 
and  vertigo  headache  nausea  vomiting,  fever,  apprehension  restlessness, 
confusion,  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial,  the  most  frequent  type  of 
allergic  reaction,  papular,  or  scarlatinal),  pruritus  Hushing  of  the  skin  sweating 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-relaled)  epigastric  pam 

DRUG  ABUSE  AND  DEPENDENCE 

Tolerance,  abuse,  or  dependence  with  Quinamm  has  not  been  reported 

OVERDOSAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

DOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  If  needed  2 tablets  may  be  taken  nightly— 1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur. 
Quinamm  may  be  discontinued  m order  to  determine  whether  continued  therapy 
IS  needed 
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The  Less  Common  Etiologies 
of  Hyperthyroidism, 

An  Algorithmic  Approach 


Conditions  Other  than  Graves’  Disease  or  Toxic  Goiter 
Can  Cause  the  Disorder 


Tom  J.  Wachtel,  MD 


A clinical  algorithm  can  be  defined  as  a logical 
step-by-step  method  to  be  used  in  clinical  problem 
solving.*  There  are  many  advantages  offered  by  the 
algorithmic  approach  to  clinical  medicine.  The 
method  can  serve  as  an  effective  tool  for  the  training 
of  health  care  providers  such  as  medical  students, 
housestaff,  and  physicians’  extenders  (physicians’ 
assistants  and  nurse  practitioners) , and  for  continu- 
ing medical  education.  If  organized  as  a more  rigid 
decision  tree,  the  algorithm  can  become  a protocol 
that  ensures  a minimal  standard  of  health  care  and 
creates  a medical  record  format  that  allows  a 
quality  assurance  team  to  audit  easily  the  process  of 
medical  care.  Several  studies  have  shown  improved 
performance  resulting  from  use  of  an  algorithm  by 
all  types  of  providers  in  the  collection  of  medical 
data,  utilization  of  laboratory  tests,  and  treatment 
at  a lower  cost.^ 

The  clinical  algorithims  developed  for  wide- 
spread use  by  physician  extenders  were  initially 
limited  to  a restricted  number  of  common  outpa- 
tient problems  such  as  diabetes  mellitus,  hyperten- 
sion, urinary  tract  infection,  or  upper  respiratory 
infections.^  ® However,  a growing  experience  has 
proved  that  decision  trees  can  be  developed  for  most 
clinical  problems  and  be  of  considerable  benefit  for 
health  care  professionals. 


Tom  J.  Wachtel,  MD,  Department  of  Ambulatory 
Care,  Rhode  Island  Hospital;  Instructor,  Com- 
munity Medicine,  Broion  University,  Providence, 
Rhode  Island. 


A clinical  algorithm  is  proposed  for  the  evalua- 
tion of  hyperthyroidism  (Fig  1),  and  an  unusual 
case  is  presented  to  demonstrate  the  application  of 
such  a decision  tree.  An  increasing  number  of 
hyperthyroid  patients  are  discovered  because 
routine  screening  tests  often  include  a total  thy- 
roxine level  (T4) . Many  patients  with  an  increased 
T4  level  are  not  hyperthyroid  but  have  an  increased 
pool  of  T4  secondary  to  increased  thyroxine  binding 
globulin  (TBG) . This  may  be  a result  of  liver 
disease,  estrogen  or  antiovulatory  drug  intake, 
pregnancy,  acute  intermittent  porphyria,  per- 
phenazine intake,  or  hereditary  increase  of  TBG  in 
the  euthyroid  state.  Increased  binding  as  the  cause 
of  increased  T4  is  indicated  by  a resin  triiodothy- 
ronine uptake  (RT3U) , which  reflects  binding  sites. 
The  increased  availability  of  binding  sites  is  trans- 
lated as  a low  RT3U,  because  the  radioactive  T3  is 
taken  up  by  the  patient’s  TBG  rather  than  by  the 
resin.  These  patients  will  have  a normal  free  thy- 
roxine index,  which  is  obtained  by  the  following  cal- 
culation : 


free  thyroxine  index  = T4  x 


patient’s  RT3U. 
normal  RT3U 


When  thyrotoxicosis  is  clinically  suspected,  both  a 
T4  level  and  RT3U  should  be  ordered  and  a free 
thyroxine  index  calculated. 

If  the  patient’s  free  thyroxine  index  is  elevated, 
the  patient  is  presumed  to  be  hyperthyroid  and  fur- 
ther workup  is  indicated  to  establish  the  etiology  of 
the  disorder.  The  next  step  in  evaluation  is  the 
determination  of  thyroidal  radioactive  iodine 
uptake,  (RAIU),  frequently  coupled  with  a scan 
when  the  uptake  is  elevated,  to  delineate  the  size 
and  functional  homogeneity  of  the  gland. 
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Figure  1.  Algorithm  for  the  Evaluation  of  Hyperthyroidism 
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single  lot  nodule 
(toxic  nodule) 


consider  Graves’  disease 

1)  TSH  producing 
adenoma 
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2)  TSH-like  producing 
malignancy  (choriocarcinoma) 

pregnancy  test/HCG  level 


1)  iodine  intake  drug  history 

2)  factitious  hyperthyroidism 

^ psychosocial  history 

3)  struma  ovarii*  pelvic  exam 

ascites 
^ pelvic  scan 

4)  metastatic  thyroid  cancer  if  history  of 
thyroidectomy 

-*•  bone  scan 
^ metastatic  bone  serie: 

5)  thyroiditis 

^ check  for  tender  neck 
sedimentation  rate 
— antithyroid  antibodies 


‘Frequently  associated  \with  multinodular  goiter. 
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Hyperthyroidism  with  Elevated  RAIU 

In  the  majority  of  cases  of  hyperthyroidism,  the  up 
take  will  be  elevated  and  the  scan  will  differentiate 
the  three  most  common  causes  of  hyperthyroidism. 
In  Graves’  disease,  the  thyroid  gland  will  appear 
homogeneous,  whereas  one  or  more  warm  nodules 
will  point  to  either  a toxic  (hot)  nodule  or  multi 
nodular  toxic  goiter  (Plummer’s  disease) . However, 
other  etiologies  of  hyperthyroidism  with  increased 
radioactive  iodine  uptake  must  be  considered.  All 
are  associated  with  a diffuse  pattern  on  scan. 

Hyperthyroidism  due  to  a thyroid  stimulating 
hormone  (TSH)  producing  pituitary  tumor  is  first 
to  be  considered  in  tbis  group.*  The  diagnosis  rests 
upon  the  demonstration  of  an  elevated  TSH  level  in 
the  face  of  hyperthyroidism.  The  condition  is  too 
rare  to  warrant  recommending  determination  of  a 
TSH  level  in  all  hyperthyroid  patients.  If,  however, 
there  is  any  other  evidence  of  pituitary  tumor  in  a 
hyperthyroid  patient,  TSH  should  be  measured. 
Chromophobe  adenomas  secreting  both  growth 
hormone  and  TSH  have  been  reported.  There  have 
also  been  reports  of  hyperthyroidism  secondary  to 
excessive  thyrotropin  releasing  hormone  (TRH) , 
the  hormone  from  the  hypothalamus  which  modu- 
lates TSH  release  from  the  pituitary.^ 

Hyperthyroidism  can  also  occur  as  a result  of 
malignant  tumors  with  circulating  thyroid  stimu- 
lators, eg,  choriocarcinoma  and  hydatiform  mole.® 
The  sera  of  these  patients  have  high  levels  of  TSH 
activity  measurable  by  bioassay,  but  none  or  little  is 
detected  by  specific  radioimmunoassay  for  TSH. 
The  diagnosis  should  be  considered  in  all  pregnant 
women  who  become  hyperthyroid.  In  non-pregnant 
women,  pregnancy  should  be  ruled  out  and  a pelvic 
examination  is  indicated.  In  males,  the  testes  should 
be  carefully  examined  to  rule  out  choriocarcinoma. 
If  there  is  any  doubt,  the  human  chorionic  gona- 
dotrophin (HCG)  level  should  be  determined.®  In 
addition,  a thyroid  stimulating  factor  has  also  been 
postulated  in  association  with  other  malignant 
tumors. 

Hyperthyroidism  with  Low  RAIU 
In  some  cases  of  hyperthyroidism,  the  thyroidal 
radioactive  iodine  uptake  will  be  depressed.  A scan 
is  usually  not  indicated  (or  possible)  in  this  setting. 
Several  etiological  entities  can  produce  this  finding. 

Factitious  hyperthyroidism  secondary  to  thy- 
roxine (T4)  or  triiodothyronine  (T3)  administra- 
tion can  be  responsible.*®  Like  all  chronic  facti- 
tious illnesses,  the  diagnosis  can  be  exceedingly 
difficult  to  make,  and  will  often  be  one  of  exclusion. 
Hospitalization  in  a carefully  supervised  unit  should 
lead  to  progressive  resolution  of  the  hyperthyroid- 


ism. However,  .some  patients  circumvent  the  vigil- 
ance of  hospital  staff  and  continue  to  take  their 
medication.  Occasionally,  excessive  doses  of  thyroid 
hormone  may  be  taken  as  part  of  a weight  reduction 
program  ; the  patient  may  be  unaware  of  the  nature 
of  the  medication.  If  T3  is  being  ingested,  serum  T4 
levels  will  of  course  be  normal.  This  condition  will 
mimic  T3  toxicosis,  which  is  discussed  later. 

Exogenous  iodine-induced  hyperthyroidism  (Jod 
Basedow)  was  first  recognized  following  the  wide- 
spread use  of  iodine  for  goiter  prophylaxis."  Most 
of  these  patients  have  long-standing  adenomatous 
goiters  and  receive  large  doses  of  iodine.'^  How- 
ever, the  condition  has  been  described  in  patients 
receiving  only  prophylactic  amounts  of  iodine 
added  to  bread*'  or  to  some  vitamin  preparations, 
or  in  normal  patients  receiving  large  amounts  of 
iodine*"*  (eg:  gall  bladder  series,  intravenous 
pyelogram,  myelogram,  bronchogram) . Iodine 
usually  has  an  inhibitory  effect  on  thyroxine  release 
by  a normal  or  diffuse  toxic  thyroid  gland  (Wolff- 
Chaikoff  effect) . In  some  patients  with  multinodu- 
lar goiters,  worsening  of  the  hyperthyroidism  fol- 
lowing withdrawal  of  the  excess  iodine  has  been 
observed.  Because  the  effect  of  iodine  on  thy- 
roxine release  by  the  thyroid  is  unpredictable  in 
patients  with  goiters,  iodine  should  not  be  given  to 
such  patients  and  a careful  drug  history  should  be 
obtained  as  part  of  the  evaluation  of  a thyrotoxic 
patient  who  has  a goiter. 

Hyperthyroidism  may  result  from  excessive 
thyroid  hormone  secretion  by  ectopic  thyroid  tissue 
associated  with  an  ovarian  dermoid  tumor  or 
teratoma  (struma  ovarii)  .**  Many  of  these  patients 
have  an  associated  adenomatous  cervical  goiter.  A 
pelvic  examination  should  always  be  performed  in 
hyperthyroid  females  particularly  if  the  thyroid 
RAI  uptake  is  low.  If  an  adnexal  mass  is  palpable, 
or  if  ascites  is  present,  scintiscanning  of  tbe  pelvic 
area  should  yield  the  diagnosis.  Resolution  of  the 
hyperthyroidism  follows  removal  of  the  mass. 

Thyroiditis  is  the  most  common  cause  of  hyper- 
thyroidism associated  with  low  thyroid  radioactive 
iodine  uptake.**  A significant  number  of  sucb 
patients  have  clinical  evidence  of  inflammation  in 
the  cervical  area,  manifested  mainly  by  pain  or  ten- 
derness. However,  some  may  have  no  symptoms 
other  than  thyrotoxicosis.*^'*®  An  elevated  sedimen- 
tation rate,  low  RAIU,  and  frequently  positive  anti- 
thyroid antibodies  will  usually  help  in  making  the 
diagnosis.  The  term  “hyperthyroiditis,”  referring  to 
hyperthyroidism  associated  with  Hashimoto’s 
thyroiditis  or  subacute  thyroiditis,  has  been  sug- 
gested.^® Some  authors  consider  Graves’  disease  to 
be  at  one  end  of  the  spectrum  of  thyroiditis.  Indeed, 
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antithyroid  antibodies  may  be  positive  in  both  con- 
ditions and  do  not  help  differentiate  betw^een  them. 
Only  the  transient  nature  of  this  condition  will 
make  the  diagnosis  in  uncertain  cases.*® 

Hyperthyroidism  due  to  functioning  metastatic 
follicular  thyroid  carcinoma  is  rare.^‘  The  tumor 
mass  must  be  so  great  that  an  excessive  amount  of 
thyroid  hormone  is  produced,  although  the  activity 
per  unit  of  thyroid  tissue  is  normal  or  decreased. 
The  appearance  of  hyperthyroidism  in  a patient 
with  a previous  thyroidectomy  should  suggest  this 
diagnosis  and  lead  to  a search  for  metastases. 

T3  Toxicosis 

In  addition,  a group  of  patients  may  present  with 
symptoms  and  signs  of  thyrotoxicosis  and  have  a 
normal  thyroxine  index.  Measurement  of  an 
elevated  free  or  total  triiodothyronine  (T3)  by 
radioimmunoassay  would  confirm  the  condition 
known  as  T3  toxicosis.**  It  is  sometimes  the  present- 
ing feature  of  Graves’  disease,  but  is  more  fre- 
quently found  in  patients  with  an  autonomous  toxic 
nodule  or  residual  tissue  after  radioiodide  or 
surgical  therapy,  or  in  areas  of  iodine  deficiency.  It 
is  also  seen  in  thyrotoxicosis  factitia  when  the  pa- 
tient is  taking  T3  rather  than  T4. 

Borderline  Cases  of  Hyperthyroidism 
These  may  have  normal  peripheral  hormone  levels, 
and  dynamic  tests  may  then  help  establish  the  diag- 
nosis. A T3  suppression  test  will  show  inability  to 
suppress  thyroidal  radioactive  iodine  uptake  in 
patients  with  borderline  Graves’  disease.  TRH  stim- 
ulation will  show  inability  of  a chronically  sup- 
pressed pituitary  to  respond  with  the  expected  rise 
in  TSH  levels. 

Transient  Hyperthyroidism 

Transient  hyperthyroidism  has  been  described  in 
psychiatric  patients.  However,  the  mechanism  is  not 
known. It  can  also  occur  in  thyroiditis  and  in  pa- 
tients taking  thyroid  hormone  or  iodine.  In  addi- 
tion, euthyroid  patients  may  have  an  elevated  thy- 
roxine (T4)  level  with  a normal  thyroxine  index 
during  a variety  of  acute  illnesses,  perhaps  because 
of  impaired  peripheral  conversion  of  T4  to  T3 

Case  Presentation 

A depressed  69  year  old  man  was  referred  by  his 
psychiatrist  because  elevated  levels  of  total  thy- 
roxine (T4  15.0  meg  per  cent  x ; nl  5.0  - 11.5)  and 
triiodothyronine  resin  uptake  (RT3U  41.8  per  cent 
x;  nl  25-34)  were  found  on  routine  screening.  His 
thyroxine  index  was  20.9  meg  per  cent  (nl  5.0  - 
11.5),  clearly  in  the  hyperthyroid  range.  On  ex- 


amination, he  had  had  no  symptoms  or  signs  of  thy- 
roid dysfunction.  His  thyroid  gland  was  neither 
enlarged  nor  tender.  His  wife  informed  us  that  he 
had  been  taking  in  his  soup  one  salt  substitute  tab- 
let containing  0.15  mg  of  iodine  approximately 
three  times  a week  “to  prevent  hypertension”,  but 
had  spontaneously  stopped  this  2 months 
previously.  A thyroidal  radioactive  iodine  intake 
(RAID)  performed  3 weeks  later  was  9 per  cent  in 
24  hours,  the  hypothyroid  range.  Antithyroid  anti- 
body by  hemagglutination  and  antithyroid  micro- 
somal antibody  by  hemagglutination  were  negative. 
When  repeated  3 months  later,  total  T4  and  RT3U 
levels  had  become  normal.  The  patient  was  then 
asked  to  resume  taking  the  salt  substitute  tablet,  as 
in  the  past,  for  three  weeks,  after  which  T4  and 
RT3U  were  measured  and  remained  normal.  Over 
the  following  year  his  thyroid  function  was  normal. 

Case  Discussion 

The  algorithm  was  applied  to  our  patient.  An  ele- 
vated T4  was  found  on  routine  screening.  His  thy-  ; 
roxine  index  was  clearly  in  the  hyperthyroid  range,  | 
and  the  RAIU  revealed  low  uptake  by  the  thyroid 
gland,  ruling  out  the  usual  forms  of  Graves’  disease 
and  toxic  goiter.  His  drug  history  led  us  first  to  con- 
sider the  diagnosis  of  Jod  Basedow  (iodine  induced 
hyperthyroidism)  . This  was  not  a likely  diagnosis 
because  he  did  not  have  a goiter  and  the  amount  of  j 
iodine  that  he  had  taken  has  not  been  documented  i 
to  produce  hyperthyroidism  in  normal  patients. 
Nevertheless,  after  he  became  euthyroid  spontane- 
ously, we  considered  it  safe  to  challenge  him  with 
iodine,  and  he  did  not  develop  an  elevated 
thyroxine  index,  militating  against  the  diagnosis  of 
iodine -induced  hyperthyroidism.  We  had  no  reason 
to  believe  that  he  had  taken  thyroid  hormone.  He 
had  no  history  of  thyroid  surgery.  We  considered 
the  diagnosis  of  thyroiditis,  but  were  unable  to 
document  any  evidence  of  it.  Indeed,  a normal  ap- 
pearing gland  on  examination,  coupled  with  nega- 
tive standard  antithyroid  antibodies,  make 
thyroiditis  a difficult  diagnosis  to  support.  However, 
because  antithyroid  antibodies  can  be  absent  and 
because  of  the  transient  nature  of  the  disease,  we 
could  not  rule  it  out.  It  is  tempting  to  speculate  that 
we  may  have  been  dealing  with  stress-induced  hypo- 
thalamic or  pituitary  hyperthyroidism.  A low  RAIU 
is  an  argument  against  this  etiology.  However,  it  is 
important  to  point  out  that  the  test  was  done  over 
three  weeks  after  the  initial  documentation  of 
hyperthyroidism,  by  which  time  other  similar  cases 
reported  in  the  literature  had  reverted  to  a i 
euthyroid  state.  It  may  be  that  certain  psychi- 
atric (and  other)  conditions  are  accompanied  by  | 
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an  unstable  hypothalamo  - pituitary  - thyroid  axis 
leading  to  transient  episodes  of  I'SH mediated 
hyperthyroidism . 

Such  a case  illustrates  the  value  of  an  algorithm. 
From  an  educational  standpoint,  it  allows  the  pro- 
vider to  consider  the  various  diagnostic  alternatives 
in  an  orderly  fashion  and  arrive  to  a satisfactory 
therapeutic  plan  at  minimal  cost.  A quality  assur- 
ance team  can  easily  check  the  items  on  the  protocol 
to  ensure  that  the  process  of  care  was  adequate. 

In  the  evaluation  of  hyperthyroidism,  it  is  im- 
portant to  realize  that  conditions  other  than  Graves’ 
disease  or  toxic  goiter  can  be  responsible  for  the 
disorder.  The  transient  nature  of  some  forms  of 
hyperthyroidism  must  be  emphasized,  because  anti- 
thyroid therapy,  which  would  lead  to  hypothyroid- 
ism, is  contraindicated. 

Summary 

Hyperthyroidism,  defined  as  excessive  thyroid  hor- 
mone output  by  the  thyroid  gland,  usually  leads  the 
primary  care  physician  to  think  of  Graves’  disease  or 
toxic  goiter  (multinodular  or  uninodular) . How- 
ever, many  other  etiologies  must  he  considered, 
even  if  unusual.  Several  recent  reports  emphasizing 
the  transient  nature  of  some  forms  of  hyperthyroid- 
ism have  further  complicated  the  matter. 

An  algorithmic  approach  is  proposed  as  a ra- 
tional plan  for  the  evaluation  of  hyperthyroid 
patients.  An  unusual  case  of  transient  hyperthyroid- 
ism is  presented  as  an  example. 
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Some  People  We^re  More  Than  A Service 


Mammographic  Exposures  in  Rhode  Island 
A Report  on  the  Rhode  Island  BENT  Study 


Patient  Exposure  Has  Been  Reduced  Without  Sacrificing  Quaiity 
of  the  image 


John  L.  Ferruolo 


Radiographic  or  xeroradiographic  imaging  of  the 
female  breast,  mammography,  has  become  a 
popular  diagnostic  tool  in  the  detection  of  breast 
cancer.  As  a result  of  this  popularity  and  contro- 
versy over  the  biological  effects  of  the  high  radiation 
exposures  involved  in  mammography,  the  Bureau 
of  Radiological  Health  (BRH)  and  the  National 
Cancer  Institute  (NCI)  implemented  a pilot  study 
to  determine  acceptable  techniques  and  equipment 
parameters  which  produce  diagnostic  mammo- 
grams for  the  different  imaging  modalities  in  use. 
This  pilot  study  evolved  into  one  of  greater  propor- 
tions, which  was  identified  by  the  acronym  BENT 
(Breast  Exposure  Nationwide  Trends) . 

The  basic  objectives  of  the  BENT  study  were : to 
provide  a mechanism  for  state  and  other  health 
agencies  to  determine  the  status  of  mammography 
in  their  area  and  compare  their  state  with  the 
nation;  to  identify  systems  with  questionable  tech- 
niques; and  to  institute  corrective  measures  which 
would  reduce  patient  exposure  and  improve  mam- 
mographic procedures  in  the  state. 

A total  of  44  state  and  10  other  radiation  control 
agencies  have  implemented  or  are  now  implement- 
ing BENT.  Data  collected  by  these  participants 


From  the  Division  of  Occupational  Health  Radiation  Control, 
Rhode  Island  Department  of  Health,  Providence,  Rhode 
Island. 


John  L.  Ferruolo,  Radiation  Control  Specialist, 
Rhode  Island  Department  of  Health,  Providence, 
Rhode  Island. 


have  been  effective  in  identifying  a variety  of 
parameters  which  affect  exposure  and  image 
quality. 

BENT  was  a progressive  study  involving  four 
phases.  Phases  I and  II  involved  identification  of 
mammography  facilities  and  acquisition  of  ex- 
posure information  and  data  on  thermoluminescent 
dosimetry  cards  (TLD) , which  were  returned  for 
processing  to  the  Bureau  of  Radiological  Health 
(BRH) . Phase  III  required  an  on-site  followup 
survey  for  all  systems  not  meeting  BENT  criteria 
(Figure  1)  ; and  Phase  IV,  implemented  approxi- 
mately one  year  after  Phase  I,  was  designed  to  pro- 
vide an  evaluation  of  the  program’s  overall  effec- 
tiveness by  re-exposing  TLD  cards  and  performing 
repeat  onsite  surveys. 

The  Rhode  Island  Radiation  Control  Agency 
(RIRCA)  began  its  participation  in  the  BENT 
study  in  August  1977.  By  May  1978,  Phase  III  was 
completed,  and  by  May  1979  Phase  IV  was  com- 
pleted on  those  systems  originally  in  the  sample.  A 
continued  evaluation  of  mammographic  techniques 
is  in  effect  through  routine  inspection  of  facilities, 
and  it  is  anticipated  that  a resampling,  using  the 
BENT  TLD  systems,  will  be  performed  to  provide  a 
continual  updating  of  information. 

Methods 

A Phase  I questionnaire  was  sent  to  all  facilities 
known  to  perform  or  be  capable  of  performing 
mammography.  The  questionnaire  retrieved  in- 
formation such  as  the  number  of  facilities  and  sys- 
tems performing  mammography  and  estimated 
workloads.  Once  the  facilities  and  systems  were 
identified.  Phase  II  was  instituted  by  mailing  TLD 
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dosimetry  cards,  supplied  by  the  BENT  program, 
with  directions  on  how  to  expose  the  cards  properly. 
Each  dosimetry  card  contained  two  pairs  of  thermo- 
luminescent dosimeter  chips  (TED  - 100  lithium 
fluoride) , intercepted  by  aluminum  discs  such  that 
skin  entrance  and  exit  exposures  could  be  moni- 
tored in  conjunction  with  determination  of  the  half 
value  layer  (HVL)  or  quality  of  the  x-ray  beam.  In- 
structions supplied  with  the  Phase  II  mailing 
directed  the  technologist  who  normally  performs 
mammographic  examinations  to  record  and  expose 
the  card  according  to  those  techniques  commonly 
used  for  a craniocaudal  (CC)  view  of  a medium 
size,  medium  density  breast  and  return  the  card  as 
promptly  as  possible. 

The  Phase  II  mailing  involved  identification  of 
specific  systems  and  information  on  these  systems 
such  as  technique  factors,  target  material,  and 
image  receptor  type  used. 

All  returned  TED  cards  were  grouped  and  sent, 
with  an  appropriate  control,  to  the  Bureau  of 
Radiological  Health  (BRH)  for  processing  and 
data  evaluation. 

Information  extracted  from  the  TED  cards  and 
other  questionnaires  was  evaluated  by  the  Bureau, 
and  a computer  listing  of  the  data  was  supplied  to 
the  state  with  indication  (flagging)  of  those  facili- 
ties requiring  an  on-site  survey  to  confirm  the  data 
and  recommended  alternate  techniques  if  possible. 
Since  a significant  number  of  facilities  were  identi- 
fied for  followup  and  because  the  sample  size  was 
relatively  small,  a physical  survey  was  performed  on 
all  participating  facilities. 

During  the  followup  surveys,  the  reported  ex- 
posure and  equipment  information  was  confirmed, 
and  changes  were  made  where  necessary.  Exposures 
and  beam  quality  measurements  were  made  to  com- 
pare initial  reported  exposures  to  those  actually  en- 
countered. Repeat  exposure  measurements  were 
made  while  altering  technique,  beam  quality,  imag- 
ing modalities,  or  all  three,  until  an  exposure  within 
the  recommended  range  was  obtained. 

Phantom  images  were  made  using  a Kodak® 
breast  phantom  for  film-film/screen  modalities  and 
a Xerox®  mammography  phantom  for  xerography 
modalities.  Images  were  made  at  the  facility’s 
original  exposure  factors  and  those  recommended 
for  a craniocaudal  view  of  a medium  size,  medium 
density  breast.  All  images  were  evaluated  by  the 
radiologist,  and  it  was  left  to  the  facility  to  evaluate 
further  and  to  adopt  the  technique  (s)  which  pro- 
duced the  most  acceptable  image  (s) . 

Due  to  the  nature  of  some  modifications,  it  was 
necessary  to  revisit  the  facility  when  the  assistance  of 


the  x-ray  or  processor  manufacturer’s  representative 
could  be  secured.  Similarly,  the  techniques  required  I 
to  produce  exposures  within  the  proper  range  were  ’ 
established,  and  phantom  images  were  made  until  ; 
an  acceptable  image  within  the  BENT  exposure  : 
range  was  obtained.  ;i 


Once  acceptable  images  were  obtained  and  the  i 
recommended  exposure  techniques  were  adopted  by  i 
the  facility,  a normalization  technique  chart  was 
sent  to  the  facility  outlining  the  exposure  para- 
meters to  be  set  and  the  resulting  patient  exposure. 
Periodic  monitoring  of  mammorgraphy  techniques 
and  patient  exposure  is  conducted  for  all  facilities 
during  routine  facility  inspection,  and  a remailing, 
of  TED’s  is  being  considered  to  further  evaluate  the 
effectiveness  of  the  original  study 

Results  and  Discussion 
The  BENT  study  produced  a great  deal  of  useful  I 
data.  Eor  purposes  of  this  paper,  the  results  and  dis- 
cussion will  focus  upon  the  exposure  reduction  | 
achieved  hy  changes  in  technique,  imaging  modali-  I 
ties,  or  system  design.  Several  tables  and  graphs  are  ! 
included  to  provide  an  overview  of  current  trdnds  in  j 
mammography  usage  in  Rhode  Island  and  the  j 
impact  of  the  program  in  effecting  a substantial  | 
reduction  in  patient  exposure.  j 

BENT  Criteria:  In  order  to  implement  such  a 
study,  guidance  was  necessary  such  that  acceptable 
techniques,  exposures,  and  equipment  parameters 
could  be  identified  or  attempted.  The  BENT 
program,  as  a result  of  pilot  studies,  developed  these 
criteria  which  included  a number  of  variables.  The  I 
general  criteria  for  entrance  exposure  and  half  | 
value  layer  are  most  pertinent  to  this  discussion.  \ 


Figure  1.  BENT  Edit  Criteria 
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Figure  2.  Per  Cent  of  X-ray  Units  Suggested  for  Follow-up  Survey 


*ESE  — Exposure  at  Skin  Entrance 


Figure  3.  Entrance  Exposure  and  Half  Valve  Layer  (HVL)  Measurements 
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Figure  4.  Entrance  Exposure  vs  Image  Receptor  for  All  Anode  Materials,  Phase  II  - Phase  IV 
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Figure  5.  Patient-R:  For  All  Image  Recepto£s 
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C - Percent  Patient-R  Reduction  thru  change  in  exposure  technique  only 


‘Three  xerography  units,  located  at  one  facility,  were  eliminated  from  the 
calculation  of  Patient-R.  This  facility  was  a participant  in  the  Breast 
Cancer  Detection  Demonstration  Project  jointly  sponsored  by  the  American 
Cancer  Institute  and  the  National  Cancer  Institute,  and  represented  a 
major  percentage  of  the  mammography  workload  in  the  state.  Entrance 
exposures  and  technique  parameters  for  these  three  units  did  not  substantially 
change  from  those  originally  encountered  during  Phase  II  of  the  study. 


Figure  1 presents  the  exposure  and  half  value  layer 
ranges  for  all  anode  (target  material)  acceptable 
for  the  three  image  receptor  types  encountered. 
This  guidance  was  instrumental  in  evaluating  each 
facility  and  also  in  achieving  more  acceptable 
mammographic  techniques. 

Followup  Percentages : The  criteria  presented  in 
Figure  1 were  used  to  identify  those  x-ray  units 
which  were  potentially  overexposing  or  underex- 
posing, thereby  producing  mammograms  of  ques- 
tionable diagnostic  value.  The  percentage  of  those 
x-ray  units  requiring  followup  during  the  initial 
(Phase  II)  and  re-evaluation  (Phase  IV)  periods  of 
the  study  are  presented  in  Figure  2. 

The  graphs  in  Figure  2 reflect  the  percentage  of 
total  units  requiring  followup  evaluation  for  various 
reasons.  It  is  apparent  that  during  Phase  IV  the  per- 
centage of  followup  evaluations  due  to  high 
entrance  exposure  were  substantially  reduced  as 
compared  to  the  percentage  identified  during  Phase 


IT  This  reduction  is  primarily  due  to  the  elimina- 
tion of  a number  of  units  which  were  performing 
mammographic  examinations  using  non -screened 
film  procedures  or  elimination  of  those  units  which, 
due  to  technique  and  equipment  limitations,  could 
not  be  modified  so  that  more  acceptable  images  and 
exposures  could  be  achieved. 

Comparative  Entrance  Exposures  and  FIVE  Mea- 
surements: Of  the  many  evaluating  parameters 
used  as  criteria  in  the  BENT  program,  the  two 
which  are  dominant,  as  previously  indicated,  are 
skin  entrance  exposure  and  half  value  layer.  Figure 
3 reflects  the  mean  entrance  exposures  and  half 
value  layers  encountered  during  Phases  II  and  IV 
(before  and  after  results)  for  each  type  of  image 
receptor  in  use.  The  range  of  exposures  is  also  in- 
cluded. A comparison  of  entrance  exposure  results 
indicates  a substantial  reduction  per  image  re- 
ceptor, while  the  half  value  layer  shows  no  signifi- 
cant alteration.  It  is  also  evident  that  a major 
change  has  taken  place  with  the  elimination  of 
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direct  exposure  film  as  an  imaging  modality.  Also 
an  overall  reduction  in  the  number  of  x-ray  units 
performing  mammography  from  22  to  18  is  ap- 
parent. 

Evaluation  of  Exposure  Data:  A comparison  of 
exposure  results  for  those  units  originally  and  still 
remaining  in  the  study  after  Phase  IV  is  presented 
in  Figure  4.  The  bargraphs  present  a visual  indica- 
tion per  imaging  modality  used  of  the  exposure 
ranges  encountered  during  Phases  II  and  IV  of  the 
study  and  how  they  compare  to  the  recommended 
BENT  criteria  range.  It  is  evident  that  for  all 
imaging  modalities,  a major  reduction  in  exposure 
has  been  accomplished  while  confining  the  ex- 
posures to  those  recommended  in  the  BENT 
criteria.  For  some  mammography  systems  utilizing 
the  film-screen  imaging  modality,  the  final  adopted 
exposures  were  higher  than  those  originally  in  use. 
In  these  cases  slightly  increased  exposure  was  neces- 
sary to  produce  images  of  adequate  diagnostic 
quality. 

To  evaluate  properly  the  impact  of  the  BENT 
program  in  Rhode  Island,  the  collective  patient  ex- 
posure before  and  after  the  program  has  been  esti- 
mated. Patient-R  was  calculated  by  multiplying  the 
workloads  for  each  of  the  twenty-two  units  initially, 
and  the  18  units  subsequently  involved  in  the  study 
by  the  exposure  determined  for  that  unit,  and  sum- 
ming the  products.  Figure  5 reflects  the  calculated 
Patient-R  for  the  year  studied  using  initially  en- 
countered exposures  and  workloads  as  found  during 
Phase  II  of  the  study,  and  those  finally  adopted,  as 
determined  by  Phase  IV  of  the  study. 

It  is  evident  that  if  the  only  variable  producing  a 
reduction  in  Patient-R  were  workload,  an  average 
31  per  cent  reduction  would  have  been  realized.  If 
workloads  had  not  changed  and  analysis  was  based 
solely  on  exposure  reduction  resulting  from  more 
acceptable  techniques,  an  average  72  per  cent 
Patient-R  reduction  would  have  been  realized.  The 
actual  overall  Patient-R  reduction  was  estimated 
using  1976  workloads  with  initial  exposure  values 
and  1977  workloads  with  finally  accepted  exposure 
values  for  the  mammographic  units.  An  80  per  cent 
reduction  in  overall  patient  exposure  is  demon- 
strated. 

Conclusions 

It  is  evident  that  more  than  one  variable  affects  the 
reduction  in  patient  exposure.  A combination  of 
imaging  modalities,  techniques,  equipment  specifi- 
cations, and  recommended  mammography  guide- 
lines are  but  a few.  The  BENT  study  was  most  effec- 


tive in  making  available  to  the  medical  community 
guidance  in  formulating  x-ray  techniques  which  re- 
sulted in  decreased  patient  exposure  with  retention 
or  improvements  in  image  quality.  The  general 
controversy  over  mammography  screening  added  to 
the  effectiveness  of  the  BENT  program  in  reducing 
patient  exposure  by  providing  a forceful  incentive 
for  facilities  to  come  into  compliance  with  BENT 
criteria. 

Although  this  initial  study  was  effective  in  pro- 
ducing better  mammographic  practices  in  the  state, 
a continuing  evaluation  of  techniques,  procedures, 
and  x-ray  systems  is  necessary  to  take  advantage  of 
new  information  which  may  become  available  and 
to  monitor  facilities  for  continued  conformity  with 
BENT  criteria.  Eor  this  reason,  all  mammographic 
practices  are  routinely  re-examined,  and 
suggestions  are  made  so  that  the  objective  of  mini- 
mum exposure  with  diagnostically  acceptable  imag- 
ing can  be  achieved. 

Efforts  to  decrease  patient  exposures  and  improve 
image  quality  were  effective  on  twenty-two  mam- 
mography systems  performing  radiographic  or 
xeroradiographic  breast  examinations  in  Rhode 
Island.  Patient  exposure  was  reduced  by  80  per 
cent,  while  retaining  or  improving  image  quality  by 
implementing  improved  techniques  for  the  imaging 
modalities  in  use  or  by  change  to  an  imaging 
modality  allowing  a lower  patient  exposure. 
Recommended  mammography  techniques  were  re- 
evaluated one  year  after  implementation,  revealing 
consistent  acceptance  of  those  recommendations. 
This  produced  a marked  decrease  in  patient  ex- 
posure as  compared  to  those  originally  in  use  at  the 
beginning  of  this  study. 
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CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

fi.yerc  i.sc  Therapy  and  Comprehensive 
Rehahilitafion  Serviees  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Kach  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER 

200  High  Service  Avenue 
North  Providence,  RI  02904 


274-6777 
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DECISION  TREES  IN  DIAGNOSTIC 
IMAGING 

JOHN  F.  O’CONNOR,  MD 
Professor  of  Pediatrics  and  Radiology 
Boston  University  School  of  Medicine 
Director  of  Pediatric  Radiology 
Boston  City  Hospital 
Boston,  Massachusetts 

CURRENT  CONCEPTS  CONCERNING 
HEPATITIS  VIRUSES 

DAVID  H.  CARVER,  MD 
Professor  and  Chairman 
Department  of  Pediatrics 
University  of  Toronto 
Physician-in-Chief 
The  Hospital  for  Sick  Children 
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Head,  Division  of  Dermatology 
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Professor  of  Pediatrics  and  Dermatology 
Northwestern  University  Medical  School 
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MARANATHA 
VIDEO  PRODUCTIONS 

160  ARCADIA  AVENUE,  CRANSTON,  Rl 
(401)  467-8757 

The  use  of  modern  video  tape  technology  in 
the  world  of  medicine  is  limited  only  by  the 
imagination  of  its  users. 

CLASSROOM  SEMINARS  - RESEARCH 
TEACHING  TECHNIQUES  AND 
COMPLETE  OPERATING  ROOM  EXPERIENCE 

We  would  be  happy  to  show  you  a sample  tape 
incorporating  these  ideas,  and  to  discuss  all 
of  the  Audio/Visual  applications  applicable  to 
your  needs. 

MARANATHA 
VIDEO  PRODUCTIONS 
SERVICE  DIVISIONS 

AudioA/isual  Productions 

RETAIL/WHOLESALE  EQUIPMENT  SALES 
EQUIPMENT  SERVICE  - VIDEQ  CONSULTANT 
TAPE  MARKETING  AND  SYNDICATION 


CONDOMINIUM  OFFICE 

— Condominium  office  for  sale  at  1515 
Smith  Street,  North  Providence 

— Central  heat  & air  conditioning 

— Spacious  parking 

— Priced  at  $44,000 

— Will  consider  carrying  loan  at  very  low 
interest  rate 


Contact  Telephone: 

766-8080 

or 

785-1667 


For  Rant 

Barrington:  147  County  Road. 

Ideal  location  for  professional,  medical 
and/or  dental  office.  1100  square  feet.  Also 
possibility  of  sharing  another  medical  suite  on 
a part-time  basis.  Off-street  parking.  Call  247- 
0130 


ANNOUNCING  . . . 


HEALTH  HAVENS 

NURSING  HOME 


East  Providence 


PHYSICIAN’S  BUILDING  FOR  SALE 
CUMBERLAND  HILL,  RHODE  ISLAND 
Excellent  Area 

Free  Standing  Building:  Exc.  Cond. 

3 Examining  rooms;  Waiting  rooms;  Private  Office; 
Medical  Assistants  office;  Employees  lounge;  2 
Bathrooms  and  show/er;  Sound  System;  Intercom; 
Security  system;  Central  Air;  Parking  for  15  cars; 
Zoned  for  one  Physician;  Excellent  Tax  depreciation 
position. 

1,567  square  feet  main  level;  900  square  feet  finished 
loft;  900  square  finished  basement;  approximately  1 
acre  of  land  with  a small  lake. 

Owner  financing  available. 

'Turn  Key  operation  available. 

'All  casual  contents  usual  to  a Physician’s  office  to 
be  sold  separately. 

Building  and  Land  . . . $125,000. 

GEORGE  HANUSCHAK  AGENCY 

(401)762-5224 


TUITION  ASSISTANCE  PROGRAM, 
INC. 

P.O.  BOX  6221 
DULUTH,  MN  55806 

Matching  communities-seeking-physicians 
with  physicians-in-training  requiring  tuition 
assistance.  Keith  Hummel,  Director. 

Write  for  more  info. 


EEG  TECHNOLOGY 
LABORATORY 

Wellesley  Medical  Building 
1515  Smith  Street 
North  Providence,  R.l.  02911 

All  EEGs  performed  by  a registered  EEG  Tech- 
nologist and  interpreted  by  an  electro- 
encephalographer.  Records  performed  ac- 
cording to  the  International  10-20  System  of 
electrode  placement. 

Activation  procedures  performed  and  special- 
ized recording  techniques  employed  including 
the  use  of  nasopharyngeal  electrodes  and 
physiological  monitors. 

For  further  information  please  call: 

Carol  McKenna,  R.  EEG  T.  - 353-1062 


MEDICAL 

CONDOMINIUMS 

- NEW  - 

RHODE  ISLAND  HOSPITAL  AREA 

Ideally  Located 
Reasonably  Priced 
Excellent  Parking  Facilities 

These  new  Medical  Condominiums  are  in  the 
planning  stages  and  will  be  available  for 
occupancy  in  approximately  12-18  months.  For 
more  information  write  to: 

BOX  331 

SAUNDERSTOWN,  Rl  02874 


GREENVILLE  MEDICAL  CENTER 

7 SMITH  AVE.,  GREENVILLE,  R.l.  02828 
Finished  office  available 
Desirable  location  for  Internist, 
Family  Practitioner,  and  other 
Specialties 

401/331-7171 


A Compfete  Medical 
Supply  Center 

Medicare  Claims 
Accepted 


Briox. 

the  new,  safe 
concept  in  oxygen 
for  home  use. 

NO  MORE  TANKS 


Safe,  simple,  convenient  and  economi- 
cal. The  Oxy-Concentrator  actually  con- 
centrates oxygen  from  normal  room  air 
and  delivers  it  to  the  patient  in 
enriched,  filtered  and  conditioned  form. 

CALL  US  NOW  FOR  DETAILS 

Medicare  and  Third  Party  Approval 


SURGICAL  CENTERS 


685  Park  Ave. 

Cranston 
(401) 781-2166 


EXPERIENCED  PHYSICIAN 

For  busy,  growing,  walk-in  practice 
in  southern  R.  I.  coastal  village. 

Growing  community  with  large 
industrial  complex  nearby. 
Currently  20,000  visits  yearly. 

Good  growth  potential 

Salary  - Benefit  Package 
Negotiable. 

Send  C.  V.  to 

MEDICAL  ADMINISTRATOR 
7260  Post  Road 
N.  Kingstown,  R.l.  02852 


EXPERTS 


OFFICE  DESIGN 
& SPACE 


National  Business  Interiors 

A Division  of  National  Office  Supply  Co 
36  Branch  Ave  , Providence,  R I 02904  (Branch  Ave.  Exit  Rt.  95) 
401-274-9000 
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Feelii^vs 

Some  people  feel  that  1 am  mistised  and  overused 
and  that  I’m  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.  S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.  S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
(fecrease  intake  over  time.  Finally,  a sk-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  pe^le  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “weak,  ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 


facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Same  people  feel  afraid  of  me  became  of  the  stories 
theyPe  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazep^im  Roche)  (iy,  please  see  the  followuig 
page.  Valium  is  available  as  2-mg,  5-mg  and  lU-mg  scored  tablets. 


Valiumc^ 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Irjdications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad|unclive- 
ly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam-Roche)  m long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  m psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and  or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and'or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  ahd  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  Af’er  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  o(  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  Increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  Instituting  therapy;  advise 
patients  to  discuss  therapy  If  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenolhiazmes,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precautions 
indicated  m patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  IS  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech  tremor,  vertigo,  urinary  retention,  blurred  vision 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to 
10  mg  b I d to  q i d , alcoholism,  10  mg  t i d or  q i d 
in  first  24  hours  then  5 mg  t i d or  q i d as  needed 
adjunctively  m skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q I d , adjunctively  in  convulsive  disorders,  2 to  10  mg 
bid  to  q I d Geriatric  or  debilitated  patients  2 to 
2'/2  mg  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated  (See  Precautions  ) Children  1 to  2'/2  mg 
t I d or  q I d initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  6 months) 

Supplied:  Valium"'  (diazepam'Roche)  Tablets  2 mg, 

5 mg  and  10  mg— bottles  of  100  and  500,  Tel-E-Dose" 
packages  of  100  available  m trays  of  4 reverse-num- 
bered boxes  of  25,  and  m boxes  containing  10  strips 
of  10,  Prescription  Paks  of  50,  available  m trays  of  10 


\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 
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In  the  area 
you  want. 


It'S  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  weii  equipped  acute  care 
hospitals  coast  to  coast;  by  offering  you 
seiected  financiai  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

At  Nationai  Medical  Enterprises,  we  ll  help 
you  establish  a comfortable  ahd  successful 
Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

So  whether  you're  interested  in  a solo, 
partnership,  or  a group  practice,  you  should 
contact  NME. 

we  re  the  experts. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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"The  Total  Health  care  Company. 

An  Equal  Opportunity  Employer  M/F 
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If  you’re  disabled, 
u^at  happens  to  your 
earning  power? 

Think  how  an  unexpected  accident  or  sickness 

could  halt  your  income  at  any  moment 

and  you’ll  realize  how  important  Disability  Income 
Insurance  can  be.  Now  ....  by  applying  for  this 
policy,  you  can  assure  yourself  of  steady,  con- 
tinuing income  ....  benefits  that  go  to  work  for 
you  when  you’re  disabled. 


This  policy  is 
Endorsed 
by: 

RHODE  ISIAND 
MEDKAL  SOCIE'IT 


As  a member  of  the  Rhode  Island  Medical  Society, 
you’ll  get  this  coverage  at  a cost  less  than  an 
individual  policy. 

For  specific  information  on  costs  and  coverage, 
write  or  phone  the  administrators. 


Administered  by 


/O 


LB 


persona!  service 
since  1922 


LESTER  L.  BURDICK,  INC. 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 


ATTENTION:  W,  J.  Harrington 
(401)  739-1639 


Underwritten  by;  COMMERCIAL  INSURANCE  COMPANY,  100  Wood  Avenue  South,  Iselin,  New  Jersey  08830  • (201)  321-3800 


.RHODE  ISLAND  MEDICAL  SOCIETY 


Newsletter 

.September  nai 

Karan  Challbergi  Associate  Editor 


.UHAT  DOES  IT  COST  THE  SYSTEM  TO  TRAIN  DOCTORS^ 

The  PENJERDEL  Council  of  the  Philadelphia  Chamber  of  Commerce  has 
pinpointed  a central  problem  related  to  hospital  costs--the  city's 
six  medical  school  hospitals*  A normal  birth  delivery  at  a medical 
school  hospital  averages  $521-  The  same  delivery  at  a community 
hospital  averages  Vice  President  of  PENJERDELt  Gerald  A. 

Gleeson  is  quoted  as  sayingi  "bJe’re  a net  exporter  of  trained  medical 
personnel!  but  at  considerable  expense  to  the  community.” 


HEALTH  PLANNING  SAVINGS  ARE  VASTLY  OVERSTATED 

Claims  that  HSAs  save  $3.M  billion  a year  in  capital  expenditures 
aren't  validi  according  to  the  General  Accounting  Office.  The  GAO 
says  that  the  figures  don't  take  into  account  such  factors  as  -Cl} 
the  cost  of  compliance  with  planning  reviewi  or  -CE}  the  effect  of 
denials  on  operating  costs. 


"NURSING  HOME  WITHOUT  WALLS" 

In  New  York  State  new  health  related  legislation  will  allow  any 
residential  health  care  facility  or  hospital  certified  under  Article 
Efi  of  the  Public  Health  Law  to  apply  to  become  providers  of  "Nursing 
Home  Without  Walls"  care.  Previous  law  allowed  only  certified  home 
health  agencies  and  public  or  voluntary  hospitals  and  residential 
health  care  facilities  to  provide  this  service. 


AMA  OPPOSES  AMBULATORY  "LIST"  REQUIREMENT 

A list  of  surgical  procedures  that  can  be  "performed  safely"  in  an 
ambulatory  surgical  center  would  be  counterproductive!  according 
to  the  American  Medical  Association.  In  response  to  a Health  Care 
Financing  Administration  -CHCFA}  inquiry!  the  AMA  said  a decision^ 
on  where  to  perform  surgery  should  depend  on  the  physical  condition 
of  the  patient. 

On  the  other  hand!  the  Board  of  Regents  of  the  American  College  of 
Surgeons  has  decided  to  communicate  to  the  HCFA  its  support  of  the 
concept  of  doing  appropriate  surgical  procedures  in  outpatient  set- 
tings! stressing  the  importance  of  safeguards  to  ensure  that  high 
quality  surgical  care  is  provided  there. 


SOME  ALTERNATIVE  NEDICAID  ACTIONS  AT  THE  STATE  LEVEL 


CALIFORNIA:  Effective  July  It  ITAIt  physicians  must  col- 

lect the  equivalent  of  three  months  "spend  down"  from  med- 
ically indigent  patients  before  they  qualify  for  Medi-Cal 
■Criedicaid  in  California!-  benefits*  This  is  only  one  of 
several  new  provisions  of  Nedi-Cal* 

NEli)  HAMPSHIRE:  Effective  September  It  ITAIt  limitations 
under  the  "cap  concept"  will  allow  IE  inpatient  hospital 
physician  services  per  yearT  excluding  laboratoryT  x-rayT 
anesthesia  or  assistance  at  surgeryT  and  12  ambulatory 
physician  services  per  yearT  with  the  same  exclusions. 
Limitations  on  chiropracticT  laboratoryT  optometricT  and 
many  other  services  will  also  come  into  effect  on  September  1* 

UASHINGTON:  On  July  It  ITAIt  a "Limited  Casualty  Program" 

mandated  by  the  legislature  will  be  effected. 

TENNESSEE:  Enabling  legislation  has  been  introduced  which 

would  permit  state  government  to  implement  several  cost- 
saving changes  in  the  Tennessee  Medicaid  program* 

VERMONT:  The  House  of  Delegates  of  the  Vermont  State  Med- 

ical Society  has  passed  a resolution  to  request  that  the 
Commissioner  of  Social  Welfare  meet  with  VSMS  to  discuss 
alternatives  to  the  present  Medicaid  plan  in  Vermont* 


CHIROPRACTIC  ANTI-TRUST  LAWSUIT  DISMISSED 

The  New  York  State  Attorney  General  has  requested  dismissal  of  the 
Chiropractic  Anti-Trust  lawsuit  against  the  Medical  Society  of  the 
State  of  New  York  and  the  Nassau  County  Medical  Society*  Unlike  the 
AMAt  The  New  York  State  Society  made  no  concessionsT  and  it  was  pre- 
pared to  pursue  the  lawsuit  to  trial* 


MEDICAL  RECORDS  OBTAINED  BY  NIOSH 

The  health  of  present  and  future  employees  of  Westinghouse  Corpora- 
tion in  Pennsylvania  was  the  justification  for  a trial  court  deci- 
sion ordering  the  company  to  turn  over  its  medical  records  to  the 
National  Institute  for  Occupational  Safety  and  Health  -CNIOSHI*  It 
was  deemed  a minimal  intrusion  into  records  normally  considered 
pr i vate  * 


J.  BARRY  REGANt  EdD  WILL  SPEAK  TO  RIMS  COMMITTEE 

All  members  are  welcome  to  a meeting  of  the  Professional  Health  Care 
Providers  Committee  to  be  held  September  ISt  IHAl  at  7:30  p.m*  at 
RIMS  headquarters.  Guest  will  be  J*  Barry  ReganT  EdDT  Director  of 
the  Rhode  Island  Hospital  Hearing  and  Speech  CenterT  speaking  on  the 
center’s  unique  experiences  and  facilities* 


CHANGING  QUALIFICATIONS  TO  PRACTICE  MEDICINE 


New  Hampshire  Medical  Society  opposed  three  bills  in  the  state's 
legislative  session  ITfil  all  of  which  would  change  or  influence 
who  can  practice  certain  procedures  or  administer  drug  treatments* 

A bill  to  authorize  advanced  registered  nurse  practitioners  to 
prescribe  medications  in  certain  circumstances  was  introduced!  but 
defeated!  a bill  to  permit  the  use  of  drugs  for  diagnostic  purposes 
in  the  practice  of  optometry  was  introduced!  and  also  defeated*!  a 
third  bill  to  establish  an  advisory  committee  for  the  regulation 
of  lay-midwifery  was  enacted- 


EFFECT  OF  DECLINING  NUMBERS  OF  USFMGs 

An  article  in  the  August  El!  ITfil  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association  says  that  declining  numbers  of  foreign 
medical  graduates  practicing  in  the  US  may  be  the  cause  of  a tem- 
porary shortage  of  physicians  in  some  cities!  particularly  in  the 
East!  and  in  some  medical  specialties- 


NEU  "MEDICAL  PRACTICE  ACT"  IN  TEXAS 

After  much  discussion  and  debate!  the  Texas  legislature  has  passed 
an  extensive!  highly  technical  act  by  which  the  Texas  State  Board 
of  Medical  Examiners  regulates  doctors-  Some  of  its  major  features 
are  -ClI  3 consumers  on  the  IS  physician  Boards  -CE]-  legal  guidelines 
by  which  a physician  delegates  medical  authority  to  nonphysicians i 
and  {3>  several  new  grounds  for  disciplining  physicians- 


HMO  DEMONSTRATION  PROJECT  IN  OREGON 

CHAMPUS  has  selected  Portland  as  the  first  test  site  for  a health 
maintenance  organization  demonstration  project  to  examine  the  po- 
tential role  of  HMOs  in  its  military  health  benefits  program-  Bene- 
ficiaries will  be  offered  a choice  of  using  CHAMPUS  or  choosing  one 
or  more  prepaid  health  benefit  plans-  CHAMPUS-HMO  contracts  are 
under  a $1ES  million  Department  of  Defense  appropriation  for  fiscal 
nfil- 


UHERE  ARE  MEDICAL  PRACTICE  OPPORTUNITIES^ 

The  Rhode  Island  Medical  Society  receives  requests  from  institutions 
and  group  practices  around  the  nation  seeking  to  recruit  physicians- 
Members  who  want  to  learn  of  these  opportunities  should  contact  RIMS 
headquarters-  Requests  from  out-of-state  physicians  who  are  looking 
for  practice  opportunities  in  Rhode  Island  also  are  available-  Call 
-CMQII  331-3ED7- 


PERIPATETICS. . . 


Three  Rhode  Island  physicians  have  been  named  to  national  committees 
of  the  American  Academy  of  Pediatrics:  Eric  Denhoffn  HD  to  the  Com- 
mittee on  Children  with  Handicaps^.  Georges  Petern  HD  to  the  Commit- 
tee on  Infectious  Diseases^  Peter  L-  Hathieun  Jr.-.  HD  to  the  Com- 
mittee on  Third  Party  Programs. 

Nathan  B.  Epstein-.  MD  has  received  an  award  from  the  American  Family 
Therapy  Association  for  his  distinguished  achievement  in  the  field 
of  family  therapy  as  a teacher-,  researcher  and  educator. 

The  Organization  of  State  Hedical  Association  Presidents  -COSHAP}  has 
elected  Peter  L.  Mathieu-.  Jr.-.  HD-.  Vice  President. 


Bins  nEHBERSHIP  COUNT 


Total  Rins  members 


June  nai 

im? 


July  nai 

im? 


Total  AHA  members 


7Eb 


7MD 


New  RinS  members 


*Count  shows  M new  members  minus  E dropped  from  membership 
and  E deceased. 


New  members:  Steven  Kempner-.  HD'-.  Louis  Verardo-.  HD^  David 
S.  Farrell-.  MDi  Taresa  Kulik-.  PA. 


RHODE  ISLAND  MEDICAL  SOCIETY 


Continuing  Medicai  Education 

FALL  nfll  Semi-Annual  Calendar 


September 

m-ia  "CARE  OF  THE  AGED:  PRESENT  AND  FUTURE"  {building  dedica- 
tion ceremoniesli  Klaus  Bergmann  MDt  Physician-in-Chief 
Pro  Temi  panels  and  lecture  series  dailyi  RIMC  Gen  Hosp 

lb  "CURRENT  CONCEPTS  OF  DIABETES  MELLITUS  AND  ITS  flANAGE- 

MENTt"  Charles  R.  Shuman  MDi  Naval  Regional  Med  Ctr 

17  "CURRENT  STATUS  OF  ANTIPLATELET  THERAPY  IN  PREVENTION 

OF  THROMBOSIS-."  Peter  H.  Levine  MDn  Miriam  Hosp 

Ifi  "UPDATE  ON  THE  MANAGEMENT  OF  MIXED  INFECTIONS-."  Richard 

Brown  MDi  Kent  Cty  Mem  Hosp 

B1  "ENVIRONMENTAL  ASPECTS  OF  GERIATRIC  CARE-."  Daniel  Burton 

PhDn  RIMC  Gen  Hosp 

ER  "THE  IMMUNOCOMPROMISED  HOST-."  Stephen  Zinner  MD*-.  RUGH 

E3  "THE  PRACTICING  INTERNIST-.  BROUN-.  AND  THE  HOSPITALS: 

A COOPERATIVE  APPROACH  TO  MEDICAL  PRACTICE  AND  EDUCATION-." 
Joseph  A.  Chazan  MD'-.  PANEL:  David  S-  Greer  MD=.  Milton 
U.  Hamolsky  MDn  Edward  A.  lannuccilli  MDt  Daniel  H- 
Lederer  MDi  RI  Society  of  Internal  Medicine 

S3  "THE  BORDERLINE  PERSONALITY:  A NEU  PSYCHIATRIC  DIAG- 

NOSIS-." Patricia  Garvin  MSC  USNR-.  Clinical  Psychologist'-. 
Naval  Regional  Med  Ctr 

SS  "UNSTABLE  ANGINA-."  Kenneth  Salzsieder  MD'-.  Kent  Cty  Mem 

Hosp 

Sfl  "PERI-OPERATIVE  MANAGEMENT  OF  THE  ELDERLY-."  Irving  Beck 

MDn  RIMC  Gen  Hosp 

ST  "TEACHING  DAY  IN  PEDIATRIC  CARDIOLOGY-."  Robert  D-  Corwin 

MDn  RIH 


Listings  above  are  abbreviated  and  include  only  activity  titles-, 
principal  speakersn  and  sponsors*  Sponsor  organizations  should 
be  contacted  to  confirm  advance  dates-,  and  for  the  times  and 
locations  of  the  program*  The  calendar  is  open  for  listings  of 
significant  CME  activities  throughout  Rhode  Island* 


October 


1-E  ”THE  ROOTS  OF  INDIVIDUALITY  AND  PSYCHOPATHOLOGY:  PARENT- 
CHILD  INTERACTION"  {forumli  Bradley  Hosp 

a "SPECULATIONS  IN  THE  PATHOGENESIS  AND  NANAGEHENT  OF 

REYE  SYNDROME-."  Darryl  C.  Devivo  MD*-.  RUGH 

a "CARDIAC  FAILURE-MODERN  CONCEPTS-."  Hossein  Shushtari  MD^ 

Kent  Cty  Mem  Hosp 

S "EXTRA-PYRAMIDAL  SYNDROMES  IN  THE  AGED-."  Petro  Karanasias 

MDn  RUGH 


L "MANAGEMENT  OF  VENTRICULAR  ARRHYTHMIAS-."  Philip  Podrid 

MD=.  RUGH 

b "INFECTIOUS  DISEASES-."  Charles  DeAngelis  MDi  St  Joseph 

Hosp 

7 "INDICATIONS  FOR  SURGICAL  TREATMENT  OF  CORONARY  ARTERY 

DISEASE-."  John  Yashar  MDi  RIMS 

T "THROMBOLYTIC  THERAPY  OF  PULMONARY  EMBOLISM-."  Arthur  A. 

Sasahara  MDn  Kent  Cty  Mem  Hosp 

13  "POLYMYALGIA  RHEUMATICA -, " Matthew  Liang  MD=.  RUGH 

m "AGING-.  LONGEVITY-.  PREVENTION  AND  CURE:  OUR  PROFES- 

SIONAL FUTURES"  -CKiven  Oration!-.  Alexander  Leaf  MDt 
Miriam  Hosp 

m SEXUAL  ASSAULT-."  John  R.  Evrard  MD  MPHi  Naval  Re- 

gional Med  Ctr 

m "RECENT  ADVANCES  IN  PEDIATRICS"  -CKay  Symposium!-.  Uilliam 

F.  Friedman  MD-.  John  F.  O'Connor  MD-.  David  H.  Carver  MDi 
Nancy  B-  Esterly  MD'-.  RUGH 

IS  "CURRENT  AND  FUTURE  RELEVANCE  OF  HLA  TYPING-."  David  H- 

Sachs  MDi  Miriam  Hosp 

lb  "CPC-MEDICINE -. " Joseph  Hansagi  MDi  Kent  Cty  Mem  Hosp 

n "THYROID  GLAND  IN  THE  ELDERLY:  BIOPHYSIOLOGY  AND 

PATHOLOGY-."  Milton  Hamolsky  MDi  RIMC  Gen  Hosp 

BD  "RECOGNITION  AND  MANAGEMENT  OF  GASTROINTESTINAL  ILLNESS-." 

Edward  A.  lannuccilli  MDi  Newport  Hosp 

B1  "NEU  HORIZONS  FOR  HEARING-IMPAIRED  ADOLESCENTS  AND  YOUNG 

ADULTS"  -Csymposium! n RIH 

B7  "MANAGEMENT  OF  THE  CHRONIC  BRONCHITIC."  Sanford  Chodosh 

MDi  RUGH 

B7  "TEACHING  DAY  IN  HEMATOLOGY-."  Maurice  M.  Albala  MDi  RIH 


October  -Ccont inuecl> 
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"TEACHING  DAY  ON  ORTHOPAEDIC  SURGERY  AND  FRACTURES-." 
James  H.  Herndon  fIDn  RIH 

"THE  RELATIONSHIP  OF  EXERCISE  TRAINING  AND  CORONARY 
HEART  DISEASE-."  Ralph  S.  Paffenbarger  Jr-  NDi  Miriam 
Hosp 

"IMPAIRED  PHYSICIAN-."  Herbert  Rakatansky  MD’-.  Kent  Cty 
Mem  Hosp 


"ELDERABUSE -. " Project  Director-.  RI  Department  of  El- 
derly Affairs’-.  RIMC  Gen  Hosp 

"THE  CONTROL  OF  ALCOHOLISM-,"  Roswell  Johnson  MD-, 

LeClair  Bissell  MD=.  RIMS 

"SURGERY  FOR  ATHEROSCLEROTIC  PERIPHERAL  VASCULAR 
DISEASE-,"  Wilfred  I-  Carney  Jr-  MDn  Naval  Regional 
Med  Ctr 

"NEW  DEVELOPMENTS  IN  BREAST  CANCER-,"  Marc  Lippman  MD’-. 
Miriam  Hosp 

"DISORDERS  OF  INSULIN  RESISTANCE-,"  Jeffrey  Flier  MD=. 

RWGH 

"PACEMAKERS  TODAY-."  Felix  Balasco  MD’-.  Kent  Cty  Mem  Hosp 

"LYMPHOMAS  AND  LEUKEMIAS  IN  THE  OLDER  AGE  GROUP-," 

Michael  Friedland  MD=,  RIMC  Gen  Hosp 

"PRACTICAL  PEDIATRIC  ENT-."  JoAnn  MacMillan  MDn  St 
Joseph  Hosp 

"HODGKIN'S  AND  NON-HODGKIN'S  LYMPHOMA-,"  Charles  Doolittle 
MD^  RWGH 

"TUMOR  BOARD-KENT  COUNTY  MEMORIAL  HOSPITAL-,"  Peter  B- 
Baute  MDt  Kent  Cty  Mem  Hosp 

"ETHICS  IN  THE  TREATMENT  OF  CHRONIC  DISEASES-."  Robert 
Davis  MDn  RIMC  Gen  Hosp 

"HOSPITAL  INFECTIONS-."  Ira  Tager  MDi  Newport  Hosp 

"THE  THALASSEMIAS-."  Arthur  W-  Neinhuis  MD’-,  Miriam  Hosp 

"HEMATOLOGIC  MALIGNANCY  CHEMOTHERAPY  SOLID  TUMORS-." 

Arthur  Skarin  MD=,  Kent  Cty  Mem  Hosp 

"HOME  CARE  PROGRAMS  IN  THE  TREATMENT  OF  THE  ELDERLY  IN 
RHODE  ISLAND-."  Jane  McKenzie  RN  MPH’-,  RIMC  Gen  Hosp 


November  {continued} 


"HISTORY  AND  HEDICINE"  {symposium}^  Niriam-.  RINS 


December 


1 "LACTIC  ACIDOSISn"  Jordan  J.  Cohen  flDi  RLIGH 

1 "DIABETES  UPDATEt"  Frank  D'Alessandro  fIDn  St  Joseph 
Hosp 

2 "AVAILABILITY  AND  APPROPRIATE  USE  OF  BLOOD  COMPONENT 
THERAPY-,"  Mario  G-  Baldini  MDi  RIMS 

3 "HYPOCHLOREMIA  ALKALOSIS  AND  MEDICAL  DECISION  MAKING-," 
Jerome  P.  Kassirer  MDi  Miriam  Hosp 

4 "ACUTE  RESPIRATORY  DISEASE  SYNDROME-,"  Robert  E-  Baute 
MDi  Kent  Cty  Mem  Hosp 

7 "ORTHOPEDICS  IN  THE  ELDERLY-,"  James  Herndon  MDn  RIMC 

Gen  Hosp 

fl  "COMMON  GENETIC  DISEASES  AND  COUNSELLING-,"  Brian  May 

MDi  Ronald  Esposito  MDi  St  Joseph  Hosp 

T "TOPICS  ON  THE  CURRENT  STATUS  OF  THE  THYROID  GLAND-," 

Milton  Hamolsky  MDi  Naval  Regional  Med  Ctr 

T "ISSUES  OF  PUBLIC  HEALTH"  {Burgess  Oration}-,  Howard 

Hiatt  MDt  Miriam  Hosp 

11  "INFLAMMATORY  AIRUAY  DISEASE-,"  Gerald  B-  Healy  MDn 

RUGH 

11  "PULMONARY  DISEASEn"  Herbert  Scherzer  MD'-,  Kent  Cty  Mem 

Hosp 

Ifi  "MASKED  DEPRESSION-,"  Thomas  P.  Hackett  MDi  Kent  Cty  Mem 

Hosp 


January 


7 "EVALUATION  OF  CURRENT  DIAGNOSTIC  TECHNIQUES  BY  CARDIAC 

PATHOLOGY-,"  Jeffrey  M.  Isner  MD’-,  Miriam  Hosp 

a "NON  INVASIVE  VASCULAR  STUDIES-,"  George  Cooper  MD=,  Kent 

Cty  Mem  Hosp 

13  "COMMON  INFECTIONS  OF  CHILDHOOD-- DIAGNOSIS  AND  MANAGE- 

MENT-," Georges  Peter  MDn  Naval  Regional  Med  Ctr 

IS  "ARTERIOGRAPHY  IN  PERIPHERAL  AND  CAROTID  VASCULAR  DISEASE 

AND  COMPARED  NON  INVASIVE  STUDIES  ROLE-,"  Vedat  Erbug  MD’-, 
Kent  Cty  Mem  Hosp 


January  -Ccont inuecl> 


El  "THYROID  DISEASEt"  Gilbert  Daniels  MDi  Miriam  Hosp 

EE  "RECENT  ADVANCES  IN  DIAGNOSIS  AND  MANAGEMENT  OF  IN- 
FECTION IN  THE  NEWBORN  INFANT-,"  Jerome  0-  Klein  MDn 
RWGH 

EE  "PERIPHERAL  VASCULAR  DISEASE  MEDICAL/SURGICAL  ASPECTS 

INDICATIONS  MEDICAL/SURGICAL  MANAGEMENT-."  Michael  J. 
Faella  MDi  Kent  Cty  Mem  Hosp 

E7  "TEACHING  DAY  IN  MEDICAL  ONCOLOGY-,"  Louis  Leone  MDn 

RIH 

Efl  "GYNECOLOGICAL  AND  GENITOURINARY  MALIGNANCIES-."  Ellen 

Spremulli  MDn  RUGH 

ET  "USE  OF  THE  INTRA  AORTIC  BALLOON  INCLUDING  PERCUTANEOUS 
INSERTIONS-,"  Richard  L).  Perry  MD’-,  Kent  Cty  Mem  Hosp 
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for  Knotts  in  the  night 

Prescribe  new  formula 

Quinamm* 

(quinine  sulfate  tablets) 

each  tablet  contains  quinine  sulfate  260  mg 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime. . .can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


•Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc., 


Cayey,  Puerto  Rico  00633 


Quinamm* 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 
CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) for  attempted  abortion  In  about 
hall  of  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral detects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
in  rabbits  and  guinea  pigs  and  were  absent  in  mice,  rats,  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  If  this 
drug  IS  used  during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content.  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  giucose-6-phosphate  dehy- 
drogenase {G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  blackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  lo  as  cmchonism  Such  symptoms,  in  the  mildest 
form,  include  ringing  in  the  ears,  headache,  nausea,  and  slightly  disturbed 
vision,  however,  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-P0  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

If  symptoms  occur,  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  OVEROOSAGE  section  of  prescribing 
information 

PRECAUTIDNS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus,  skin  rashes,  fever, 
gastric  distress,  dyspnea,  ringing  in  the  ears,  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  if  only  small  doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  quinidme  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  of  digoxin  and  digitoxin  have  been  demonstrated  in 
individuals  after  concomitant  quimdine  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine,  it  is  recommended  that  plasma  levels  for  digoxin 
and  digitoxin  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombinemic  effect  may  enhance  the  action  of  warlann  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium,  suc- 
cinylcholine,  and  tubocurarme)  may  be  potentiated  with  quinine  and  result  in 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  for  toxicity 
Drug  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  17-ketogenic  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility 
A study  of  quinine  sulfate  administered  in  drinking  water  (0  l°o)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochloride)  m male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intrapentoneai  iniections  (0  5 mM 
kg  ) were  given  twice,  24  hours  apart  Direct  Salmonella  lyphimunum  tests 
were  negative,  when  mammalian  liver  hemogenate  was  added,  positive  results 
were  found 

No  information  relating  to  the  effect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratoaemc  Effects 

Because  quinine  crosses  the  placenta  in  humans,  the  potential  for  fefal  effects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  IS  questionable 
Nursing  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  m breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cin- 
chonism  or  hypersensitivity ) 

Hematologic  acute  hemolysis,  thrombocytopenic  purpura,  agranulocytosis, 
hypoprothrombinemia 

CNS  visual  disturbances,  including  blurred  vision  with  scotomata,  photophobia 
diplopia,  diminished  visual  fields  and  disturbed  color  vision  tinnitus,  deafness 
and  vertigo,  headache,  nausea,  vomiting,  fever,  apprehension  restlessness, 
confusion,  and  syncope 

Dermatologic-allergic  cutaneous  rashes  (urticarial  the  most  frequent  type  of 
allergic  reaction  papular,  or  scarlatinal)  pruritus,  flushing  ol  the  skin,  sweating, 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-related)  epigastric  pam 

DRUG  ABUSE  AND  DEPENDENCE 

Tolerance,  abuse,  or  dependence  with  Quinamm  has  not  been  reported 

OVEROOSAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

DOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  If  needed.  2 tablets  may  be  taken  nightly— 1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
IS  needed 
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works  well  in  your  office . . . 

NEOSPORIN"  Ointment 

(polymyxin  B-bacitracin-neomycln) 

works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 


• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 

infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NTOSPORIN  ' Ointment— for  the  office,  for  the  home. 

(polymyxin  B bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


contains:  Aerosporin®  (Polymyxin  B Suit 
5.000  units,  bacitracin  zinc 400  units,  neomycin sul 
5 mg  equivaJent  to  3.5  mg  neomycin  base);  special  w 
petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1/3; 
(approx.)  foil  packets. 

WAKmNG:  Because  of  the  potential  hazard  of  nepl 
toxicity  and  ototoxicity'  due  to  neomycin,  care  shoul. 
exercised  when  using  this  product  In  treating exten: 
burns,  trophic  ulceration  and  other  extensive  conditi 
where  absorption  of  neomycin  is  possible  In  bu 
where  more  than  20  percent  of  the  body  surfaci 
^fected,  especially  if  the  patient  has  Impaired  re 
lunction  or  is  receiving  other  aminoglycoside  ai 
biotics  concurrently,  not  more  than  one  appllcatio 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses  it 
should  be  borne  In  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manliest  simply  as  a 
tallure  to  heal.  During  long-term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burrouglis  We))come  Co. 

T7\  / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


For  the  p<^.9rasteoarthritis 
th^proven  power  of 


Motrin 

ibuprofen,  Upiohn 

600  mg  Tablets 

One  tablet  tld. 

Please  see  the  following  page  for  a brief  summary  of  prescribing  information. 
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The  Upjohn  Company  • Kalamazoo,  Michigan  4900T  USA 


Motrin"  Tablets (ibuprofen,  Upjobn) 

Contraindications;  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema,  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS, 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin. 


Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensafion  or  hypertension.  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  /Wofr/n.  safefy  in  patients  with  chronic  renal  failure  have 
not  been  done.  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coomar/n.  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers;  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 


Incidence  Greater  Than  1%  (but  less  than  3X)  -Probable  Causal  Relationship 
Gastrointestinal:  Nausea:  epigastric  pain:  heartburn*  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence):  Central  Nervous  System:  Dizziness:  headache,  nervous- 
ness: Dermatologic:  Rash*  (Including  maculopapular  type),  pruritus:  Special  Senses:  Tin- 
nitus: IVIelabolic/Endocrine:  Decreased  appetite:  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation:  see  PRECAUTIONS). 

Incidence  Less  Than  1°/o-Probable  Causal  Relationship" 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests: 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma:  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia:  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS):  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit:  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations:  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS):  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  1%-Causal  Relationship  Unknown" 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e  g.,  epistaxis,  menorrhagia):  Melaholic/Endocrine:  Gyne- 
comastia, hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia);  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schbnlein  vasculitis:  Renal:  Renal  papillary  necrosis. 

"Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

'■Reactions  are  classified  under  “Probable  Causal  Relationship''  (PCR)  if  there  has  been 
one  positive  rechallenge  or  If  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under  “Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  nof  exceed  2400  mg  per  day.  If  gastroinfesfinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease:  Sug- 
gested dosage  is  300,400,  or  600  mg  t.i.d.  or  q.i.d.  Mild  to  moderate  pain:  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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MED  B-5-S 


5pecify 

Uvax 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences— national  Research  Council  and/or  other 
informatioh,  FDA  has  classified  the  ihdications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires fuither  investigation. 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
FICI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CMS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium*  (chlordiazepoxide  FICI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions;  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agehts,  particularly  potentiatlhg  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  reported  In 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  ho  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
FICI  IS  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially In  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEQ  patterns  may  appear  during 
and  after  treatment  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide FICI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 


J-9042-4 


July  1981 


ROCHE 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


n THE  GX  DISOROERS 


of  Irritable  BovA/el  Syndrome* 
and  Peptic  Ulcer* 

Librax...the  only  Q.I.  medication  that 
provides  the  action  of  Librium® 
(chlordiazepoxide  MCI)  to  relieve  the 
accompanying  anxiety  found  in  some 
patients,  plus  the  action  of  Quarzan® 
(clidinium  bromide)  to  reduce  colonic 
spasm  and  gastric  hypersecretion. 


Each  capsule  contains  5 mg  chlordiazepoxide  hCl 
and  2.5  mg  clidinium  Br. 

Artlanxlety/Antisecretory/ 

Antbpasmodc 


♦Librax  has  been  evaluated  as  possibly  effective 
for  these  Indications.  Please  see  summary  of 
prescribing  information  on  facing  page. 


Each  capsule 
contains  50  mg.  of 
Dyrenium*  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


"•■Step  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplemenfary  potas- 
sium IS  needed,  potassium  tablets  should  not  be  used  Hyper- 
kalemia can  occur,  and  has  been  associated  with  cardiac 
irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day.  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency.  Periodically, 
serum  K-t  levels  should  be  determined  If  hyperkalemia 
develops,  subsfitute  a thiazide  alone,  restrict  K -r  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz- 
ards. including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
other  adverse  reactions  seen  In  adults.  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determihations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently:  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one.  recommended  dosage 
was  exceeded,  in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive  effects  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients.  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide'  interferes  with  fluorescent 
measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide' 
should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone.  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide', 
although  a causal  relationship  has  not  been  established. 
Supplied:  Bottles  of  1000  capsules:  Single  Unit  Packages 
(unit-dose)  of  100  (intended  tor  institutional  use  only);  in 
Patient-Pak”  unit-of-use  bottles  of  100. 
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Gleanings 


Cost  of  Health  Care  for  the  Elderly 

The  increasing  longevity  of  Americans  is  proving  to 
be  expensive.  Almost  half  of  the  funds  spent  on 
health  care  in  the  United  States  in  1977  were  spent 
on  the  elderly,  and  the  sum  is  growing  rapidly. 
Between  1970  and  1979  utilization  of  hospital 
services  by  persons  aged  65  and  older  accounted  for 
about  95  per  cent  of  the  increase  in  total  hospital 
patient  days,  and  over  55  per  cent  of  total  hospital 
admissions.' 

Ambulatory  Surgery  Centers 

Wisconsin’s  Division  of  Health  approved  construc- 
tion of  a new  $2  million  ambulatory  surgery  center 
in  the  state  capital  despite  strong  opposition  from 
Madison’s  hospitals.  The  health  department 
offered  the  plan,  according  to  acting  health  ad- 
ministrator Terry  Wilkom,  because  it  may  reduce 
health  care  costs  in  the  city  by  $1  million  a year. 

Opponents  of  the  plan,  including  the  regional 
Health  Planning  Council  (HPC) , said  that  surgery 
in  the  ambulatory  center  may  be  cheaper,  but  that 
the  project  will  add  to  overall  costs  by  forcing  up 
hospital  charges  for  other  services.  Developers 
argued  that  hospitals  admit  patients  to  fill  beds 
when  hospitalization  for  surgery  isn’t  necessary.  A 
four-year  survey  by  the  Wisconsin  Division  of 
Health  indicated  that  as  many  as  two-thirds  of  the 
surgical  procedures  that  could  have  been  carried 
out  in  an  ambulatory  setting  actually  were  per- 
formed on  an  inpatient  basis. 

The  HPC  denied  a certificate  of  need  because  it 
felt  the  center  would  draw  too  many  patients  away 
from  the  hospitals  and  thereby  increase  hospital 
charges  in  other  cost  centers.^ 

Renal  Disease  Program 

Medicare’s  end-stage  renal  disease  program  has 
proved  that  initial  cost  projections  may  be  de- 
ceptive. In  1974,  its  first  year,  the  program  cost 
about  $172  million,  but  in  fiscal  year  1981  the  cost 
is  to  be  over  $1  billion  for  less  than  60,000 
people.  Kidney  patients  constitute  less  than  one- 
fifth  of  one  per  cent  of  all  persons  eligible  for 


Charles  E.  Millard,  MD 


Medicare,  yet  they  receive  more  than  4 per  cent  of 
what  Medicare  spends  on  medical  care. 

Although  costs  have  risen,  the  rise  has  been  due 
largely  to  increased  numbers  of  beneficiaries,  not 
to  an  increase  in  the  cost  of  treating  individual 
kidney  patients.  In  fact,  there  has  been  a remark- 
able stability  in  annual  beneficiary  payments. 
When  the  first  patient  was  treated  the  cost  was 
$150  per  treatment,  which  is  still  the  cost  today 
according  to  the  Health  Care  Financing  Adminis- 
tration. 

Medicare’s  renal  disease  program,  therefore,  is 
presently  the  antithesis  of  the  free  market  health 
care  system.  While  its  experience  may  not  be  easily 
transferable  to  other  types  of  health  care,  it  does 
offer  an  example  of  how  a nationalized  health  care 
system  may  work.^ 

Medical-Dental  Trainees 

The  table  below  shows  numbers  of  medical-dental 
trainees  per  1000  occupied  beds  in  the  United 
States,  its  regions,  and  the  Southern  New  England 
states,  in  1973  and  1979. 


September,  1981  — Vol.  64 


411 


Medical-Dental  Trainees/1000  Occupied  Beds 


US 

1973 

78.1 

1979 

76.4 

Central 

69.3 

67.5 

East 

98.8 

113.8 

South 

54.7 

57.7 

West 

71.9 

72.8 

Connecticut 

125.3 

122.7 

Massachusetts 

115.4 

117.7 

Rhode  Island 

115.9 

137.0 

The  table  was  compiled  from  data  in  Hospital  Sta- 
tistics for  the  respective  years."* 


Health  Systems  Planning 

Finally,  on  health  planning:  A June  22  General 
Accounting  Office  report  to  Congress  “as  it  con- 
siders the  merits  of  the  President’s  proposal  to 
phase  out  the  health  planning  program”  criticizes 
the  health  systems  plan  as  a poor  framework  for 
promotion  of  health  care  improvement,  one  in 
which  there  are  too  many  general,  unrealistic,  and 
unattainable  goals.® 
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Paperless  Claims 

Blue  Cross  and  Blue  Shield  of  North  Carolina  is  a 
leader  in  paperless  claims  processing  for  hospitals. 
The  system  embraces  84  hospitals  in  North 
Carolina,  representing  77  per  cent  of  the  acute 
short-term  beds  in  the  state,  and  processes  2,200 
hospital  claims  daily  worth  $2  million. 

A cathode  ray  terminal  in  the  hospital  provides 
access  to  the  patient’s  eligibility  and  other  data  in 
the  plan’s  computer  files.  The  claim  is  then  trans- 
mitted directly  to  the  plan’s  computer.  Presumably 
the  computer,  after  processing  the  claim,  pays  the 
bill. 

North  Carolina  also  recently  installed  units 
in  doctors’  offices  for  a similar  sequence  of 


Whither  Marijuana? 

Marijuana  is  now  the  third  most  frequently  used 
drug  in  the  United  States,  after  alcohol  and 
cigarettes.  Two-thirds  of  young  adults  have  used 
marijuana,  according  to  the  AMA  handbook  on 
Drug  Abuse.  Marijuana  use  now  often  begins  at  a 
much  earlier  age  than  it  did  in  1970,  and  is  more 
likely  to  be  frequent  than  occasional  or 
experimental.  Contrary  to  the  popular  notion  of 
the  1960s,  there  is  now  no  doubt  that  marijuana  is 
a dangerous  drug,  with  great  potential  for  serious 
harm  to  users.  There  is  increasing  evidence  from 
both  animal  and  human  experiments  and  from 
clinical  observations  of  its  effect  on  behavior, 
performance,  and  functioning  of  various  organ 
systems  that  marijuana  abuse  is  by  no  means  the 
harmless  amusement  that  many  have  believed  it  to 
be. 

Street  marijuana  has  increased  markedly  in 
potency  over  the  past  five  years.  Prior  to  1975  it 
rarely  exceeded  one  per  cent  of  THC*,  its  active 


*Delta-9-tetra-hydrocannabinol 


operations-access  to  patients’  eligibility  data  and 
direct  transmission  of  the  claims  to  the  plan.  This 
system  is  attractive  for  large  volume  offices. 

The  American  Hospital  Association  in  a recent 
survey  found  that  in  36  states  responding  to  a 
questionnaire  52.8  per  cent  of  the  states  have  some 
form  of  paperless  claims  processing  in  operation. 
These  operations  were  mainly  in  Blue  Cross  plans. 

The  next  phase  undoubtedly  will  eliminate 
reimbursement  checks  by  the  direct  electronic 
deposit  of  the  payments  where  feasible. 

The  wave  of  the  future  is  here. 

SeebertJ.  Goldowsky,  MD 


ingredient.  In  1979,  concentrations  of  5 per  cent 
were  not  uncommon.  Hash  oil,  a marijuana 
extract  that  was  unavailable  less  than  10  years  ago, 
has  a THC  content  of  15  to  20  per  cent.  Street 
grades  of  hashish  have  THC  concentrations  of 
some  10  per  cent. 

The  practice  of  combining  marijuana  and 
alcohol  is  becoming  more  common  and  presents 
the  hazard  of  severe  reactions. 

Marijuana  is  composed  of  the  cut  and  dried 
stems,  leaves,  and  tops  of  the  hemp  plant,  usually 
rolled  in  paper  and  smoked  as  cigarettes.  Most 
marijuana  grown  in  the  United  States  is  considered 
inferior  to  the  smuggled  variety  since  it  contains  a 
low  concentration  of  THC.  Jamaican,  Columbian, 
and  Mexican  varieties  have  higher  concentrations, 
while  the  most  potent  varieties  come  from  Thai, 
Nepalese,  and  Indian  sources.  Hashish  is  a 
concentrated  preparation  of  the  secretions  of  the 
hemp  plant,  which  are  collected,  dried,  and 
compressed  into  balls,  cakes,  or  cookie-like  sheets. 
It  is  stronger  than  marijuana. 
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Cannabinoids  contain  psychoactive  substances  of 
high  potency  and  rapid  onset.  Marijuana  affects 
the  brain,  circulatory  system,  heart,  lungs,  and 
nervous  system.  The  target  organ  for  marijuana  is 
the  brain.  Structural  changes  occur  in  the  brain 
with  marijuana  use,  as  well  as  changes  in  the 
patterns  of  brain  waves.  Acute  marijuana  in- 
toxication impairs  learning,  memory,  thinking, 
comprehension,  and  general  intellectual  perform- 
ance. Even  at  moderate  levels  of  social  use,  driving 
skills  are  impaired. 

Marijuana  smoke  contains  larger  amounts  of 
cancer-causing  hydrocarbons  than  tobacco  smoke. 
With  daily  use,  lung  damage  can  appear  in  three 
months.  Bronchitis  and  emphysema  are  common 
in  regular  users.  Adults  with  lung  cancer  and 
chronic  obstructive  lung  diseases  due  to  marijuana 
smoking  will  soon  be  appearing  on  the  scene.  The 
most  marked  effect  on  the  heart  and  circulatory 
system  is  an  increase  in  heart  rate.  Heart  rates  of 
up  to  140  are  encountered  not  uncommonly. 
Chronic  use  may  be  associated  with  disruption  of 
the  menstrual  cycle  and  at  least  temporary 
infertility.  Miscarriage  is  more  common  among 
users.  Among  laboratory  animals,  sperm 
abnormalities  have  been  noted,  along  with  damage 
to  the  male  reproductive  organs. 

It  is  now  recognized  that  regular  marijuana  use 
may  seriously  interfere  with  psychological  function- 
ing, personality  development,  and  emotional 
growth  and  learning,  especially  in  childhood  and 


New  Rhode  Island  Poison  Center 

Youngsters  under  the  age  of  five  account  for  ap- 
proximately 80  per  cent  of  all  poison  exposures 
that  a poison  center  handles.  Since  toddlers  and 
young  children  are  curious,  they  play  and  explore 
all  areas  of  their  home  as  a natural  part  of  growing 
and  learning.  They  spend  more  time  in  and  near 
the  home  than  do  older  children.  And  most 
importantly,  they  cannot  read  warning  labels. 

Since  most  children  under  five  watch  television, 
the  Rhode  Island  Poison  Center  beginning  in  mid- 
September  will  use  television  as  the  primary 
medium  to  conduct  continuing  education 
programs  for  preschoolers.  They  will  teach 
children  about  home  safety,  and  will  explain  the 
word  “poison”  and  the  Mr.  Yuk  symbol  which 
means  “NO!  DANGER”  and  “DO  NOT  TOUCH.” 


adolescence.  The  psychological  damage  may  be 
permanent.  Large  doses  of  THC  can  induce  hallu-  : 
cinations,  delusions,  and  paranoid  feelings.  Think- 
ing becomes  confused  and  disoriented.  The  initial  : 
euphoria  may  give  way  to  anxiety  reaching  panic 
proportions.  Even  moderate  use  is  associated  with 
school  drop-outs,  psychoses,  panic  states,  and  ado-  ' 
lescent  behavior  disorders.  l 

Why  does  marijuana  use  remain  popular?  Users  ' 
report  a feeling  of  euphoria  and  well-being, 
feelings  of  relaxation  and  heightened  sexual 
arousal,  vivid  visual  imagery,  and  a keen  sense  of  , 
hearing.  Senses  of  taste,  touch,  and  smell  may  be  : 
enhanced.  Time  seems  to  pass  more  slowly.  These  ; 
effects  usually  are  not  achieved  with  the  first  try,  | 
but  with  continued  use,  the  user  learns  to  get  a , 
high.  I 

Several  genuine  therapeutic  uses  for  THC  have 
been  suggested  and  are  under  trial.  These  include 
asthma,  glaucoma,  and  nausea  arising  from  drug 
treatment  of  cancer  patients,  where  it  has  been 
proven  to  be  helpful.  In  glaucoma,  THC  has  been 
of  some  value,  largely  when  used  in  combination 
with  other  drugs.  Medical  use  of  marijuana  in 
clinical  research  is  now  authorized  in  more  than  20 
states. 

The  future  of  marijuana  for  medical  purposes  is 
still  under  investigation.  Its  great  dangers  as  a 
social  prop  are  no  longer  in  doubt. 

SeebertJ.  Goldowsky,  MD 


The  program  series  will  be  titled  “A  New 
Approach  to  Teaching  Poison  Prevention.” 

Mr.  Yuk  is  the  warning  symbol  of  poison.  It  was 
developed  after  extensive  research  by  the  National 
Poison  Genter  Network,  and  is  integral  to  the  total 
poison  prevention  program.  Mr.  Yuk  stickers  are 
placed  on  bottles  and  other  containers  which 
children  are  taught  to  avoid.  Mr.  Yuk  stickers  also 
carry  the  name  and  phone  number  of  the  Rhode 
Island  Poison  Center.  On  the  back  of  the  stickers 
are  listed  poisonous  substances. 

As  the  designated  poison  center  serving  Rhode 
Island  and  nearby  Massachusetts  and  Connecticut, 
located  at  Rhode  Island  Hospital  in  Providence, 
the  Rhode  Island  Poison  Center  maintains  a com- 
prehensive collection  of  information  on  product 
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formulations  and  treatment  of  poisons.  It  functions 
as  the  hub  for  a network  of  hospital  treatment 
centers  throughout  the  area.  Representatives  of 
area  hospitals,  the  Division  of  Emergency  Medical 
Services  of  the  State  Department  of  Health,  the 
Hospital  Association  of  Rhode  Island,  the 
American  College  of  Emergency  Physicians,  the 
Rhode  Island  Medical  Society,  and  the  Rhode 
Island  Society  of  Osteopathic  Physicians  comprise  a 
- Health  Providers  Liaison  Committee  which  meets 
periodically  with  the  Poison  Center  staff. 

As  an  affiliate  of  the  National  Poison  Center 
Network,  the  Rhode  Island  Poison  Center  is 
able  to  provide  within  minutes  authoritative, 

^ standardized,  and  regionalized  poison  and 
treatment  information  to  medical  professionals  and 
the  general  public.  When  necessary,  a telecopier 
relays  detailed  information  from  the  national 
, headquarters  in  Pittsburgh  to  supplement  the  con- 
stantly growing  information  files  of  the  regional 
Poison  Center.  These  files  provide  indicators  and 
I directions  for  new  treatment  procedures. 

I Accumulated  data  reveal  the  incidence  of  various 
I types  of  poisonings  prevailing  locally,  thus  suggest- 
1 ing  emphasis  for  future  educational  programs.  The 
I Poison  Center  also  sponsors  a number  of  publica- 
t tions  which  contain  up-to-date  information  on 
^ treatment  procedures  for  poisoning. 

I The  Poison  Center  teaches  adult  audiences  1)  to 
; call  the  Poison  Center  first  in  the  event  of  a 
suspected  emergency,  2)  to  teach  children  that  Mr. 

! Yuk  means  “NO!  STAY  AWAY,”  3)  to  recognize 
j dangerous  products  in  the  home  and  identify  them 
j with  Mr.  Yuk  stickers,  and  4)  to  understand  what 
. a Poison  Center  is  and  how  it  can  be  of  service  to 
I them. 

i 

1 Hospitals  throughout  the  country  are  becoming 
aware  that  poison  centers  are  saving  money  that 
formerly  was  spent  for  staff,  time,  space  and 
reference  materials  to  answer  poison-related  calls 
from  the  public  and  medical  professionals. 


Hospital  staffs  are  also  saving  time  as  a result  of 
developing  expertise  in  poison  prevention  and 
treatment.  The  Poison  Center  provides  poison  in- 
formation at  no  charge  to  callers.  Only  15  per  cent 
of  cases  are  referred  to  hospitals  for  treatment. 
Thus,  Poison  Centers  are  proving  to  be  cost- 
effective  both  to  individuals  and  to  hospitals. 


John  S.  O'Shea.  MD 

Medical  Director 

Rhode  Island  Poison  Center 

Nancy  G.  Rowett, 

Director,  PR  and  Development 
Rhode  Island  Hospital 

Philip  N.  Johnson,  Ph.D. 
Associate  Director 
Rhode  Island  Poison  Center 
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2nd  Annual  ‘‘Medical  Follies” 


sponsored  by  Rhode  Island  Medical  Political  Action  Committee 


A night  of  entertainment  by  doctors  and  their  famiiies 

Talent  you  never  knew  existed  and  you  will  be 
surprised,  delighted  and  entertained 

Refreshments  avaiiable  - before  show  and  during  intermissic 


Public  is  invited 

Alumni  Hall  — Brown  University 

September  26, 1981 

Curtain  at  7:30  p.m. 

Tickets  by  reservation  only 

$5.00  per  person  — $2.50  for  students  and  senior  citizens 


RIMPAC,  106  Francis  St.,  Providence,  R.l.  02903 
(Make  checks  payable  to  RIMPAC) 
Patrons  - $25.00  (includes  two  tickets) 


A return  of  Vaudeville  ■ as  you  never  knew  It! 
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“Low  Back  and  Leg  Pain” 

by  Herman  Kabat,  MD,  PhD.  St.  Louis,  Warren  H.  Green,  148pp. 


This  slender  book  is  the  culmination  of  fifteen 
years  of  clinical  observations,  leading  to  the  impor- 
tant conclusion  that  many  cases  of  low  back  and 
leg  pain  are  caused  by  herniation  of  a cervical 
intervertebral  disc,  usually  C6-7.  Doctor  Kabat,  a 
ijPhD  in  neurophysiology  before  he  studied 
medicine,  practiced  in  his  mature  years  in 
Providence,  Rhode  Island  in  the  specialty  of 
!Physical  Medicine  and  Rehabilitation. 

He  points  out  that  “The  manifestations  of 
herniated  cervical  disc,  which  may  simulate  many 
I other  disorders,  include  not  only  the  familiar 
cervical  radicular  complaints  from  compression  of 
the  posterior  nerve  root,  but  also  diverse  symptoms 
I from  compression  of  the  cervical  spinal  cord  or  the 
I vertebral  artery.”  The  disorder  is  much  more 
prevalent  than  had  earlier  been  recognized.  He 
believes,  in  fact,  based  on  his  personal  experience 
! that  it  is  the  most  common  cause  of  low  back  and 
, leg  pain,  and  that  the  complaints  may  not  without 
appropriate  evaluation  be  distinguished  from  the 
symptoms  characteristic  of  herniated  lumbar  disc. 

! His  studies  have  led  both  to  methods  of  detection 
and  a management  regime.  “Although  modern 
i medicine,”  he  states,  “has  emphasized  high  tech- 
i nology  in  radiology,  chemistry,  and  electronics,  it  is 
evident  from  this  investigation  that  clinical  research 
on  the  physical  examination  and  the  history  can  still 
make  an  important  contribution  to  the  advance  of 
medicine.”  In  the  book  be  does  not  neglect  the 
cervical  radicular  syndrome,  and,  in  fact,  points  out 
that  headaches  may  be  produced  by  the  herniation. 
He  goes  on  to  describe  in  detail  mechanisms  of  pro- 
duction of  symptoms  and  signs  in  both  upper  and 
lower  extremities,  the  method  of  eliciting  the  tell- 
tale diagnostic  signs,  and  the  methods  of  treatment, 
both  acute  manipulative  as  by  cervical  traction  and 
longer-term.  The  demonstration  of  specific  muscu- 
lar weakness  in  the  upper  or  lower  extremities  is 


usually  quite  striking.  A number  of  case  reports  are 
included. 

An  attempt  to  go  into  technical  detail  would  not 
be  germane  to  this  review.  A listing  of  the  chapter 
titles  will  give  some  idea  of  the  scope  of  the 
contents:  Compression  of  the  Anterior  Nerve  Root 
by  the  Herniated  Cervical  Disc;  Initial  Path  of 
Least  Resistance  in  the  Herniated  Cervical  Disc  to 
Specific  Physical  Stress;  New  Methods  of  Diagnosis 
of  Herniated  Cervical  Disc  Based  on  Voluntary 
Motor  Pathological  Physiology;  Traumatic  Origin 
of  the  Initial  Persistent  Path  of  Least  Resistance  in 
the  Herniated  Cervical  Disc;  Specific  One  Day 
Programs  of  Conservative  Treatment  to  Eliminate 
Compression  of  the  C7  Anterior  Nerve  Root  by  the 
Herniated  Cervical  Disc;  Recurrence  of 
Compression  of  the  C7  Anterior  Nerve  Root  and 
Creation  of  a New  Path  of  Least  Resistance  in  the 
Herniated  Cervical  Disc;  New  Method  of 
Conservative  Treatment  of  Herniated  Cervical 
Disc;  and  Symptoms  from  Herniation  of  the 
Nucleus  Pulposus  of  the  C6-7  Disc. 

It  is  this  reviewer’s  conviction  that  this  study  is 
an  important  contribution  to  the  understanding, 
diagnosis,  and  management  of  both  shoulder-arm- 
neck  radicular  symptoms  and  low  back  and  leg 
pain.  It  would  be  wise  for  all  practitioners  of 
physical  medicine  and  rehabilitation,  orthopedics, 
neurology,  and  neurosurgery  to  read  and  study  the 
contents  carefully  and  without  preconceived 
notions  or  prejudices.  A caution  against  overdiag- 
nosis, however,  is  also  in  order.  The  presence  or  ap- 
parent presence  of  this  syndrome  does  not  always 
exclude  other  causes  for  the  pain  and  disability. 

SeebertJ.  Goldowsky,  MD  ■ 
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Fiske  Fund  Prize  Dissertation 

1981 

The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  for  the  Prize  Dissertation  of  1981: 

Possible  Financial  and 
Medical  Solutions  to  the 
Medicaid  Problem 

The  awarding  of  prizes  and  the  amounts  are  made  at  the  dis- 
cretion of  the  Trustees.  Awards,  if  any,  may  vary  from  a minimum  of 
$200  to  a maximum  of  $1,000.  The  dissertation  particularly  will  be 
graded  on  the  basis  of  original  work  by  the  author.  The  competition 
is  not  restricted  to  physicians.  Each  competitor  for  the  premium  is 
expected  to  conform  with  the  following  regulations: 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
fifteenth  day  of  December,  1981,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a sealed 
envelope  bearing  the  same  motto  inscribed  on  the  outside  with  his 
name  and  address  within.  The  author’s  name  should  appear  on  the 
title  page  of  the  manuscript. 

Previous  to  receiving  the  premium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right,  title 
and  interest  in  and  to  the  same,  for  the  use,  benefit,  and  advantage 
of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  ones,  will  be  returned  to 
the  authors. 

The  dissertation  must  be  typewritten,  double  spaced  on  standard 
typewriter  paper  and  should  not  exceed  10,000  words. 

TRUSTEES,  CALEB  EISKE  FUND 
RHODE  ISLAND  MEDICAL  SOCIETY 

Secretary 

Miss  Judith  Zimmer  Charles  E.  Millard,  M.D. 

106  Francis  Street  Melvin  D.  Hoffman,  M.D. 

Providence,  RI  02903  William  F.  Varr,  Jr.,  M.D. 


Are  you  protected  if 
your  office  is 
damaged  or  destroyed? 


The  Office  Protection  Plan  (TOP)  gives  you  one 
low-cost  policy  that  covers; 

• Destroyed  accounts  receivable 

• Employee  dishonesty  and  embezzlement 

• Destroyed  patient  charts 

• Office  liability 

• Personal  injury 

• Office  equipment 

• Practice  interruption 

Plus  many  other  significant  risks  faced  by 
physicians.  And  TOP  covers  these  risks  fully  . . . 
adequately  ...  so  you  need  not  worry  again 
about  loss.  For  more  information  on  TOP,  call 
Don  Marcum  at  (401)  421-6900. 


ESTABLISHED  1879 

Starkweather  & Shepley  Nc 

Representing  the  World’s  Major 
Insurance  Companies 

155  South  Main  Street, 

Providence,  RI  02903  Telephone  (401)  421-6900 


CJiariieJefifries 
di^  six  mcmths  ago. 

Lastwedc 
Chailids  brother 

buried  his  estate. 


s INBRNK 

TRUST  AND  INVESTMENT  DIVISION 


Charlie  thought  he  did  the 
right  thing.  He  had  a will  and 
had  named  his  brother  executor. 
But  that  wasn’t  really  the  smartest 
thing  to  do.  His  brother  didn’t  have 
the  time,  the  legal  knowledge,  or  the 
tax  expertise  necessary  to  settle  an  estate 
properly.  As  a result,  Charlie’s  widow  had 
to  wait  six  months  to  get  money  that  she 
needed  right  away.  And  the  family  had  to  pay 
thousands  of  extra  dollars  in  taxes  that  might 
have  been  avoided  if  Charlie’s  brother  had 
known  proper  tax  planning. 

If  Charlie  had  named  InBank  as  his 
executor,  his  family  would  have  had  the  help 
of  experienced  professionals  who  knowhow 
to  settle  an  estate.  Working  with  Charlie’s 
attorney,  we  would  have  used  the  best  planning 
methods  to  save  taxes  and  ensure  that  his  family 
got  every  dollar  possible,  as  soon  as  possible. 

Don’t  let  your  estate  end  up  like  Charlie’s.  Let  us 
act  as  your  executor.  Or  if  you  prefer,  co-executor  with  a 
relauve  or  friend.  With  InBank  working  for  you,  along 
with  your  attorney,  you  will  be  providing  the  kind  of  pro- 
icssional  Hssistsncc  your  estate  deserves. 

You’ve  worked  hard  for  your  family’s  security.  See  us  now 
to  make  sure  it  s not  all  lost.  Call  Gregory  Ahern  at  (401) 
278-6699,  or  write  to  him  at  Industrial  National  Bank,  Trust 
and  Investment  Division,  100  Westminster  Street, 

Providence,  Rhode  Island  02903. 


Financial  minds  for  your  peace  of  mindt 


President's  Annual  Address 


To  the  Rhode  Island  Medical  Society 


with  Love 


Peter  L.  Mathieu,  Jr.,  MD 

As  citizens,  physicians  share  the  concerns  of  the 
people  at  large,  but  our  special  role  gives  us  an 
added  insight  and  allows  us  to  feel  the  deeper  pulse 
of  society.  In  their  sickness,  we  meet  and  touch 
individuals  who  yet  represent  a cross-section,  a full 
spectrum,  of  society:  the  rich  and  poor,  the  equal 
and  unequal.  As  a result,  we  are  often  called  upon 
to  offer  simplistic  solutions. 

Expectations  and  credibility  are  big  buzz  words 
today.  As  we  look  to  the  future,  I have  no  clear 
vision  of  what  will  hapen  to  the  practice  of  medi- 
cine as  we  have  known  it  yesterday  and  know  it 
today,  for  even  our  traditional  fields  are  being 
aggressively  invaded  from  many  directions.  With- 
out vigorous  action,  we  shall  end  up  as  simply  oc- 
casional consultants  to  patients  referred  by  some- 
one else.  Yet,  in  a real  sense,  we  doctors  are  partly 
responsible  for  the  very  inroads  into  our  field.  Too 
many  of  us  will  not  shoulder  the  responsibility  for 
the  care  of  the  chronically  ill  ~ which  may  entail 
years  of  effort  and  many  a crisis.  They  say  that  we 
grow  in  strength  and  wisdom  through  challenge. 
Do  we? 

Some  time  ago  it  was  my  pleasure  to  meet  Yen 
Qing,  the  83-year-old  father  of  Doctors  Sui  and 
James  Wang,  members  of  our  Society. 

Before  the  Chinese  revolution  (the  period  in 
which  the  Communists  toppled  the  Nationalists  in 


Peter  L.  Mathieu,  Jr.,  MD,  President  1980-1981, 
Rhode  Island  Medical  Society,  Protndence,  Rhode 
Island. 


China),  Mr.  Yen  owned  and  operated  steel  works, 
textile  mills,  and  a cement  factory,  and  during  the 
30s  Yen  was  the  Chinese  delegate  to  the  League  of 
Nations.  His  story  is  inspiring.  During  those  rev- 
olutionary times,  Mr.  Yen  was  ordered  to  instruct 
the  communists  in  how  to  run  his  companies,  for 
which  he  would  be  permitted  finally  to  retain  five 
per  cent  of  the  operation.  Strangely,  during  this 
time  Mr.  Yen’s  mere  5%  produced  95%  of  the 
total  productivity.  He  started  learning  about  art 
during  the  revolution  and  now  is  considered  a 
prominent  artist  in  calligraphy  and  bamboo  in 
China.  It  was  the  only  thing  that  kept  his  mind 
occupied  during  that  time  while  he  lived  with  his 
wife  in  one  room  over  the  garage.  Last  year  the 
Chinese  government  returned  Mr.  Yen’s  home  to 
him  and  he  is  presently  restoring  the  26-room  man- 
sion they  owned  before  the  revolution.  As  an  old 
man,  now  in  the  good  graces  of  his  country,  Mr. 
Yen  not  only  enjoys  himself  in  word  amenities,  but 
also  researches  the  teachings  of  Confucius. 

Some  two  thousand  five  hundred  years  ago,  the 
greatest  teacher  in  China  knew  the  existence  of 
sage  and  idiot,  and  the  contrast  between  good  and 
evil.  He  attached  great  importance  to  political 
teaching,  binding  relations  between  ruler  and  citi- 
zen, father  and  son,  elder  and  younger  brothers, 
husband  and  wife,  or  friend  and  friend.  This  great 


Read  at  the  Annual  Assembly  of  the  Rhode  Island  Medical 
Society,  May  27,  1981. 
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leader  maintained  that  people  should  he  multi- 
plied, enriched,  and  educated,  and  that  the  moral 
faith  of  a ruler  could  win  the  support  of  his  citi- 
zens. He  laid  emphasis  on  what  was  accepted  as 
moral,  that  one  should  not  complain  about  labors, 
and  that  one  should  follow  orders  irrespective  of 
danger.  He  firmly  believed  that  if  the  people  could 
do  so,  their  country  would  be  in  apple  pie  order 
and  the  people  would  feel  safe. 

Human  affairs  being  complicated,  this  great 
leader  advocated  a division  of  labors  and  main- 
tained that  people  in  every  walk  of  life  should 
administer  their  respective  duties.  Man  has  only  a 
slight  inkling  of  heaven  and  earth.  What  was 
changeable  and  impossible  of  prediction,  this  great 
leader  called  heavenly  order. 

Knowing  is  different  from  failing  to  know.  To 
know  that  one  does  not  know  a thing  is  knowledge. 
It  is  much  to  be  regretted,  however,  that  at  present 
many  people  pose  as  experts:  they  regard  failing  to 
know  as  knowing,  thus  doing  to  others  both  private 
wrong  and  public  wrong.  Mr.  Yen  points  out  that 
he  is  not  gifted  with  talents.  As  studious  as  he  is,  he 
is  quite  limited  in  knowledge  and  experience.  I 
listened  to  him,  and  I concur  with  him  when  he 
says,  I do  think  that  the  need  for  Confucianism  is 
still  felt  in  this  world  of  ours.  ” As  a physician  I am 
overwhelmed  by  the  beauty  of  Mr.  Yen’s  philoso- 
phy. I report  here  today,  what  I have  learned  of 
Confucius  from  Mr.  Yen.  Criticism  is  highly  wel- 
comed. 

1.  To  Normalize  by  Etiquette  versus 
To  Normalize  by  Punishment 
When  Confucius  was  born  in  551  BC,  China  was  in 
the  throes  of  the  greatest  changes  in  its  history. 
Wars  and  battles,  invasions  and  annexations,  both 
at  home  and  abroad,  turmoils  and  troubles 
these  were  the  stuff  of  life.  It  seems  like  the  world 
of  today.  So,  in  all  his  thought,  prior  to  promoting 
ethics,  he  expressed  political  opinion  by  advocating 
“enough  food  and  enough  soldiers  in  arms.” 
Shades  of  President  Ronald  Reagan.  Wanting  his 
students  to  be  skilled  both  in  liberal  arts  and  in  arts 
of  war,  he  maintained  that  only  after  the  establish- 
ment of  a sufficient  defense  could  civilization  gain 
currency  and  could  the  people  show  their  confi- 
dence. 

Confucius  picked  two  different  ways  to  deal  with 
administrative  problems.  One  dealt  with  citizens  of 
good  behavior:  “To  guide  them  by  virtue  and  to 
normalize  them  by  etiquette.”  The  other  coped 
with  citizens  of  inferior  behavior:  “To  guide  them 
by  policies  and  normalize  them  by  punishment.” 


The  former  are  those  who  should  be  encouraged  to 
contribute  their  intelligence  and  efforts,  shown 
good  examples  of  heroic  deeds,  and  then  entrusted 
with  higher  culture.  Etiquette  should  be  the  guide 
of  their  actions.  The  latter  are  those  to  whom 
policy  should  be  declared.  If  they  again  commit 
offenses,  they  should  be  put  on  their  good  behavior 
or  given  punishment. 

2.  Etiquette  Had  Better  Be  Applied  for  Peace 
What  is  etiquette?  It  is  the  discipline  of  society,  the 
social  law  by  which  human  beings  live  together  in  a 
certain  epoch.  Everyone  must  to  some  extent 
observe  it.  In  a certain  condition,  one  must  sacri- 
fice something  of  oneself  for  other  peoples’  hap- 
piness. To  squelch  dispute,  etiquette  is  connected 
closely  to  concession.  This  rule  also  opposing  sides 
must  strictly  observe.  If  one  side  concedes  indefi- 
nitely, so  that  the  other  side  infringes  on  its  rights, 
all  of  this  falls  outside  the  scope  of  etiquette  or  con- 
cession. Confucius  said,  “Don’t  look  at  or  listen  to, 
nor  speak  of,  nor  act  on,  whatever  does  not  con- 
form with  etiquette.  When  you  are  away  from 
home,  you  must  meet  others  as  if  they  were  prom- 
inent guests.  When  you  have  your  people  serve  for 
you,  you  must  act  as  if  to  conduct  a great  sacri- 
ficial ceremony.  Do  to  others  what  you  would  have 
others  do  to  you.  If  so,  there  will  be  no  complaint 
in  the  fatherland  or  at  home.”  In  this  manner  Con- 
fucius revealed  to  me  the  fine  contents  of  etiquette 
in  various  aspects  of  daily  life.  Confucius  said 
frankly  to  the  rulers  of  the  states,  “Only  if  rulers 
observe  etiquette,  will  their  people  be  easy  to 
order.” 

An  experienced  leader  always  realizes  that  he 
must  mobilize  people  through  a proper  channel. 
This  channel  is  etiquette. 

3.  Though  Poor,  One  Is  Happy: 

Though  Rich,  One  Observes  Etiquette 
Etiquette  and  ceremony  are  highly  esteemed  by 
Mr.  Yen,  but  with  respect  to  the  practical  con- 
dition, he  admonished  me  by  saying,  “When  you 
are  still  in  poverty,  luxury  means  immoderation 
and  frugality  means  sedateness.  You  should  prefer 
sedateness  to  immoderation.” 

When  I consulted  him  on  the  essence  of  eti- 
quette, his  answer  was,  “In  point  of  etiquette, 
frugality  is  preferable  to  luxury,  and  when  one  is  in 
mourning,  one’s  sorrow  is  more  important  than  a 
complicated  ceremony.”  We  can  see  that  extrava- 
gances of  officials  and  men  of  position,  especially 
unnecessary  and  overly  elaborate  formalities  in 
funeral  rites,  cannot  be  regarded  as  a real  essence 
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if  etiquette,  for  they  never  can  adequately  reflect 
sadness. 

Mr.  Yen  maintains  that  “One  should  be  careful 
in  conducting  funeral  rites  for  one’s  parents,  and 
memorialize  them  forever  by  holding  sacrificial 
ceremonies.  ’ He  believes  this  is  a form  of  spiritual 
link  between  the  living  and  the  departed.  When  I 
asked  him  about  how  to  serve  God,  he  said, 
f“frankly,  if  a person  doesn’t  know  how  to  serve 
man,  how  can  he  serve  God?” 

4.  Equality  Eliminates  Poverty : 

Geniality  Dismisses  Deficiency : 

Stability  Expels  Uneasiness 

Confucius  considered  rulers  and  presidents  more 
worried  about  unequality  than  deficiency,  and 
stated  that  “They  are  all  worried  about  uneasiness 
rather  than  poverty.”  In  fact,  Mr.  Yen  says,  “We 
! should  all  worry  about  poverty  and  uneasiness,  de- 
ficiency, and  unequality.  Keep  people  out  of 
poverty  first  and  make  them  rich.  When  they  are 
rich,  teach  them.  Prepare  enough  food  and  enough 
soldiers  and  arms,  and  people  will  have  confidence.” 
Rulers  must  bring  about  material  equality  in 
arranging  for  daily  provisions  in  order  to  close  wide 
gaps  between  people.  In  man-to-man  spiritual 
relations,  emphasis  must  be  laid  on  the  require- 
ment of  friendliness  that  some  people  so  lack.  In 
regard  to  social  order,  importance  should  be 
attached  to  stability  and  consolidation,  that  the 
government  may  be  reinforced,  and  that  national 
events  may  be  strengthened  enough  to  resist  any 
invasion. 

5.  Three  Steps  for  a Statesman: 

“To  Lead,  To  Labor, 

and  Not  To  Show  Weariness” 

This  was  Mr.  Yen’s  answer  to  a question  about 
politics.  In  his  opinion  elected  officials  who  want  to 
do  basic  political  work  must  lead  the  way,  take 
part  in  productive  labors,  work  hard,  and  at  the 
critical  moment  show  no  worriment  or  looseness  in 
their  work.  For  statesmen  speech  is  silver,  but 
silence  is  gold. 

6.  Three  Steps  for  an  Administrator: 

To  Have  Many  People,  To  Enrich  Them, 

and  To  Teach  Them 

During  his  visit  to  Wei,  Gonfucius  was  in  the  car 
driven  by  Ran  You.  Confucius  was  happy  to  see 
many  people  there  praise  him.  Ran  You  asked 
again,  “What  should  be  done  after  satisfying 
them?”  Confucius  answered,  “Give  them  educa- 
tion.” What  a prudent  policy! 


7.  Investigate  Whoever  Is  Hated  by  the  People. 

Investigate  Whoever  Is  Liked  by  the  People 

This  is  of  first  importance  for  a statesman.  When- 
ever the  people  vent  their  hatred  on  somebody  or 
something,  you  must  take  it  seriously  by  investi- 
gating and  responding  properly.  You  must  get 
facts,  good  or  bad.  As  a proverb  goes,  “Heaven  sees 
through  peoples’  eyes  and  hears  through  peoples 
ears.” 

8.  Evolution  from  the  Past  Verges  on  Revolution 
We  can  say  that  under  normal  circumstances  Con- 
fucius and  his  followers  insisted  that  kings  act  like 
kings  and  officials  act  like  officials.  But  under 
special  circumstances,  and  for  the  benefit  of  the 
people,  this  principle  of  theirs  could  shift.  Con- 
fucius said  frankly,  “If  the  emperor  is  wise  and 
able,  serve  him  wholeheartly ; but  if  he  is  wicked, 
manage  to  kill  him.”  Another  person  said,  “When 
an  emperor  makes  mistakes,  give  him  advice.  If  he 
repeatedly  refuses  advice,  dethrone  him. 

9.  Confuicus  Was  a Democrat 

His  politics  were  based  on  people.  He  often  said, 
“Spare  people,  love  people,  and  use  their  power  in 
a proper  time.  If  there  is  justice,  people  will  not 
dissent.  Benefit  people  according  to  their  needs. 
Death  is  due  everybody,  but  people  cannot  live  on 
without  faith.  Only  your  faithfulness  can  win 
people’s  credit.”  He  said,  “People  are  noblest,  the 
nation  ranks  second,  and  the  kings  are  lightest.” 
These  sayings  conform  to  the  principles  of  our  own 
government.  Those  who  take  part  in  political 
affairs  should  serve  people. 

The  revolution  of  the  United  States  204  years 
ago  took  democracy  as  its  banner,  and  then  the 
liberation  of  negroes  carried  it  on.  Human  rights 
will  march  onward  in  the  United  States  and  in 
other  democratic  countries,  so  long  as  officials  of 
government  and  physicians  correctly  regard  them- 
selves merely  as  public  servants. 

10.  To  Study  and  To  Teach  Tirelessly 

How  to  learn  well  is  an  extremely  delicate  prob- 
lem. Like  natural  science,  social  science  remains 
equally  boundless  and  unfathomable.  Gonfucius 
said,  “I  engaged  myself  in  studying  at  the  age  of 
fifteen,  stood  on  my  own  basis  at  30,  had  no  doubts 
about  things  at  40,  knew  theories  governing  the 
changes  of  nature  at  50,  told  right  from  wrong  by 
listening  at  60,  and  did  according  to  what  I 
thought  of  at  70.” 
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11.  Once  "'The  Spring  and  Autumn  Annals” 

Was  Written,  Rebellious  and  Treacherous 
Officials  Were  Afraid 

Why  did  the  wicked  officials  fear?  Confucius  re- 
vealed in  this  classic  such  inner  histories  as  murder, 
usurpations,  rebellions,  and  intrigues  in  every 
state.  How  could  these  political  clowns  keep  from 
trembling?  Confucius  grasped  well  the  power  of 
public  opinion. 

12.  Don’t  Edify  a Person  Until  He  Has  Made  Up 
His  Mind.  Don’t  Edify  a Person  Until  He  Peels 
Ready  to  Express  Himself:  and,  If  a Person 
Can’t  Benefit  by  This  Teaching  Method, 

Stop  Using  It  Again 

Thus  the  attitude  taken  by  Confucius  towards 
teaching  and  studying  over  2,000  years  ago. 

13.  Study  As  an  Important  Means  to 
Exploit  Intelligence 

A sage  is  gifted  with  talents  while  an  idiot  is  none 
other  than  a fool.  All  this  is  due  to  heredity  and 
circumstances.  Everybody  knows  the  facts,  but 
many  great  changes  are  inconceivable.  They  are 
irresistible.  All  of  them  were  taught  as  heavenly 
order.  The  same  is  true  of  political  systems:  De- 
mocracy comes  after  despotism. 

14.  Don’t  Do  Unto  Others  What  You  Would  Not 
Have  Others  Do  To  You 

This  starting  point  of  kindness  represents  the 
lowest  demand  of  ethics  and  is  an  extension  of 
mutual  love.  If  we  treat  others,  or  parents,  or 
children  as  our  own,  we  are  kindness  embodied. 
This  political  ideal  is  what  the  most  civilized  or 
progressive  nations  of  today’s  world  are  trying  best 
to  carry  out. 

15.  Stand  and  Help  Stand; 

Comprehend  and  Help  Comprehend 

Various  altruistic  philosophies  of  the  world  are 
conceived  in  this  maxim.  Do  you  think  of  standing 
on  your  own  legs?  If  you  do,  you  should  help  others 
stand,  too.  If  you  think  of  succeeding,  you  should 
help  others  succeed  as  well.  “Worry  yourself  before 
others  do,  but  enjoy  yourself  after  others  do.”  Does 
not  this  maximum  continue  the  sublimity  of  the 
preceding  one? 

1 6.  Confucius  A pproved  a Social  Division  of  Labors 
The  animal  kingdom  reveals  a grouping  pattern,  as 
among  bees  and  ants,  as  well  as  higher  species.  The 
center  of  human  groups  is  politics,  and  the  welfare 
of  people  depends  on  the  goodness  of  politics. 


Knowing  that  man,  spirit,  and  time  are  limited. 
Yen  states  that  workers  of  every  kind  live  in  their 
respective  workshops  and  do  their  own  tasks. 

18.  Be  Paithful  in  Word  and  Honest  in  Deed 
“Speech  is  a reflection  of  one’s  mind”  — a Chinese 
proverb.  Thoughts  are  expressed  by  words.  If  one’s 
thought  is  floating  and  dishonest,  then  his  speech  is 
either  lie  or  nonsense.  None  honor  such  a speaker, 
so  we  must  base  our  speech  on  facts.  We  should  not 
talk  nonsense,  nor  should  we  brag.  We  should  bear 
in  mind  the  proverb  “Sooner  said  than  done.”  We 
should  do  things  steadily.  Confucius  was  opposed 
to  those  “who  talked  convincingly,  but  failed  to 
act.”  He  said,  “Be  faithful  in  word  and  honest  in 
deed,  and  you  can  get  along  with  barbarian 
people.  If  your  deeds  do  not  coincide  with  your 
words,  how  can  you  live  even  in  your  native  town?” 

19.  Talk  at  a Proper  Time;  Laugh  When  You’re 
Really  Happy;  Take  What  Is  Your  Due 

In  other  words,  one  should  bear  oneself  properly. 
Confucius  thought  of  such  a man  as  verging  on 
sainthood.  What  would  become  of  the  world  if 
rigamarole,  slander,  flattery,  a canine  laugh  and  a 
striving  for  what  is  not  due  were  to  reign  supreme? 
Observation  of  this  concise  proverb  helps  maintain 
the  peace  and  order  of  the  world. 

20.  One  Should  Introspect  and  Redress  Paults 
When  one  gains  access  to  the  ruler  of  a country, 
one  should  be  loyal.  When  one  lives  retired,  one 
should  redress  faults.  In  other  words,  one  should 
bring  one’s  knowledge  and  experience  to  bear  on 
everything  when  in  office  and  introspect  when  in 
retirement.  To  err  is  human;  to  redress  is  devine. 

21 . Don’t  Be  Subjective,  Don’t  Be  Possil, 

Don’t  Be  Die  Hard,  and  Don’t  Be  Self-Assertive 
Confucius  never  predicted  the  future  because  of  the 
continuous  change  woven  into  the  fabric  of  the 
world.  Because  times  and  circumstances  forever 
flow,  we  must  show  ourselves  equal  to  the  present. 
We  should  not  blindly  adhere  to  traditional  prin- 
ciples. It  is  wrong  to  be  fossil.  While  giving  concern 
to  problems,  we  should  consult  others.  We  should 
avoid  being  self-assertive. 

22.  Three  Kinds  of  Bad  Priends,  and 
Three  Kinds  of  Good  Priends 

Those  who  were  wise  in  childhood  may  be  common- 
place in  manhood,  true;  but  those  who  are  deter- 
mined to  encourage  themselves  to  be  friends  with 
honest,  learned,  and  righteous  people,  enjoy  a high 
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reputation  in  old  age.  How  important  a role  friends 
play! 

This  becomes  especially  true  of  those  juveniles 
who  lack  positive  social  experiences,  who  live  in 
ivicious  cities  and  are  full  of  illusions.  They  are  easy 
to  cheat  and  go  to  rack  and  ruin.  So,  don't  he 
friends  with  those  who  have  a smattering  of  wisdom 
but  glib  tongues. 

Mr.  Yen  left  me  exhilarated  and  humbled. 
(Finally,  he  said,  “Dr.  Peter,  there  is  neither  abstract 
'democracy  nor  abstract  humanitarianism.  They 
(should  be  carried  out  by  society.”  Some  2,500  years 
ago,  Confucius  set  moral  standards  for  the  people  of 
his  time.  As  we  now  step  into  the  early  ’80s  of  this 
twentieth  century,  how  should  we  establish  moral 
standards  for  our  time?  This  matter  calls  too 
urgently  to  be  put  off  any  longer. 

I am  sorry  for  my  shallow  knowledge.  I am  grate- 
ful for  the  words  of  wisdom  from  Mr.  Yen.  Many  of 
you  may  be  experts  in  what  I have  quoted  from  Mr. 
(Yen  in  Confucianism.  As  I pass  the  mantle  of  re- 
Isponsibility  to  President  Charles  E.  Millard,  and  as 
T pass  the  mantle  of  Executive  Director  to  Dr. 

I Norman  A.  Baxter,  I ask  God  to  share  his  blessings 
'with  them.  I thank  Mr.  Yen  for  his  thoughts  on 
Confucius  and  the  Modern  "World.  It  would  be 


greatly  appreciated  if  you  would  all  favor  me  with 
continued  instruction  and  criticism. 

Because  of  Mr.  Yen’s  inspiration,  I too,  have  read 
Confucius  and  have  learned  that  a great  leader 
must  have  a certain  irrational  quality,  a stubborn 
refusal  to  face  facts,  infectious  optimism,  the  ability 
to  convince  us  that  all  is  not  lost  even  when  we’re 
afraid  of  what  we  face.  While  the  advisors  of  a great 
leadership  may  be  as  cold  as  ice,  the  leader  himself 
should  have  fire,  a spark  of  divine  madness. 

He  won’t  come  until  we’re  ready  for  him.  For  a 
leader  is  like  a mirror,  reflecting  back  to  us  our  own 
sense  of  purpose,  putting  into  words  our  own 
dreams  and  transforming  our  needs  and  fears  into 
coherent  policies  and  programs.  Our  membership, 
our  strength,  makes  him  strong;  our  determination 
makes  him  determined;  our  courage  makes  him  a 
hero;  he  is,  in  the  final  analysis,  a symbol  of  the  best 
in  us,  shaped  by  our  own  spirit  and  will.  When  these 
qualities  are  lacking  in  us,  we  can’t  produce  him; 
and  even  with  all  our  skill  and  image  building,  we 
can’t  fake  him.  He  is,  after  all,  merely  the  sum  of 
us. 


255  Waterman  Street 

Providence,  RI  02906  I 


I 


I 


September,  1981  Vol.  64 


425 


Blackstone 


Easier  for  you,  nicer  for  them. 


• Same- Day  Surgery  facilities  tor  general  surgeons, 
g>’necologists,  plastic  surget^ns,  ophthalmologists, 
oral  surgeons,  otolary’ngologists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  stafi 

• General  anesthesia 

• Block  Kx)kings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  ambula' 
toiy-  surgical  patient 

• Easy  access  from  Route  95;  plenty  e')f  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory'  Surgical  Care 

Call  728-3800  for  more  infom'iation  and  hookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 


Dreams  in  the  Talmud 


The  Prophets  of  Yore  Had  the  Noblest  Dream 


Harry  A.  Savitz,  MD 

The  Bible  attached  importance  to  dreams  and  con- 
sequently the  rabbis  of  the  Talmud,  too,  stressed 
their  significance.  An  entire  chapter  in  the  tractate 
Berochoth  (Chapter  9)  is  dedicated  to  the  dream. 
Dreams  were  declared  to  be  a sixtieth  of  prophesy 
(Berochoth  57f) . Rabbi  Samuel  ben  Nahman  said, 
“A  man  is  shown  in  a dream  only  that  which  is 
suggested  by  his  own  thoughts”  {Berochoth  55f)  . 
As  it  says,  “As  for  thee,  oh  King,  thy  thoughts 
came  into  thy  mind  upon  thy  bed”  {Genesis  XI 
1:45).  The  last  statement  has  a modern  ring.  Ac- 
cording to  modern  psychology,  man’s  abstract 
ideas  and  impulses  are  symbolized  in  concrete 
pictures  or  images.  Rabbi  Hisda  said,  “A  dream 
which  is  not  interpreted  is  like  a letter  which  is  not 
read”  {Berochoth  55) . Freud  and  Jung  have  suc- 
cessfully attempted  to  decipher  the  “dream  letter. 

It  is  of  interest  to  attempt  to  interpret  some  of 
the  dreams  discussed  in  the  Talmud,  according  to 
the  teachings  of  modern  psychology.  For  example, 
the  following  dream  illustrates  the  Anagogic  trend, 
a term  used  by  Jung  describing  the  mortality  or 
uplifting  trends  of  the  unconscious.  According  to 
one  rabbi,  if  one  dreams  that  he  is  undergoing 
blood  letting,  this  would  signify  that  his  iniquities 
are  forgiven  {Berochoth  57).  This  dream  is  pic- 
turesque; blood  is  red,  and  scarlet,  according  to 
the  Bible,  is  a symbol  of  sin,  as  in  the  words  of  the 
phophet  who  proclaims: 
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Though  your  sins  be  as  scarlet 

They  shall  be  white  as  snow  {Isaiah  1:18). 

Of  course,  it  depends  on  the  dreamer.  To  one 
person  it  may  mean  that  he  is  still  guilty  of  sin  and 
should  seek  repentence,  while  to  another  it  may 
indicate  that  he  has  already  repented  and  made 
good  his  misdeed. 

According  to  Freud,  the  dream  content  is  as  if  it 
were  presented  in  hieroglyphics,  whose  symbols 
must  be  translated  one  by  one  in  the  language  of 
the  dream  thoughts.  A dreamer’s  impulse  may  take 
the  form  of  pictures  of  wild  animals,  fire,  auto- 
mobile, or  whatever.  These  pictures  are  like  the 
picture  writing  in  primitive  times.  The  following 
dream  in  the  Talmud  is  an  illustration.  Our 
Rabbis  taught  that  there  are  five  sayings  in  con- 
nection with  an  ox  in  a dream  {Berochoth  56)  . “If 
one  dreams  that  he  eats  the  flesh,  he  will  become 
rich;  if  that  ox  has  gored  him,  he  will  have  sons 
who  will  contend  together  in  the  study  of  the 
Torah;  if  the  ox  bit  bim,  suffering  will  come 
upon  him;  if  the  ox  kicked  him,  he  will  go  on  a 
long  journey;  or  if  he  rode  upon  one,  he  will  rise  to 
greatness.” 

“But  it  has  been  taught,  if  he  dreamt  that  he 
rode  upon  one  he  will  die.  There  is  no  contradic- 
tion. In  one  case  the  dream  is  that  he  rides  on  the 
ox,  in  the  other,  that  the  ox  rode  upon  him” 
{Berochoth  46b) . 

The  common  expression  strong  as  an  ox,  or 
fighting  like  a bull,  suggests  that  the  ox  is  a symbol 
of  man’s  aggressive  tendencies.  “If  he  eats  the 
flesh”,  that  is,  if  one  utilizes  his  aggressiveness  to 
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obtain  sustenance,  he  will  become  rich.  If  “the  ox 
gores  him’’,  indicating  that  he  resists  by  fighting 
for  the  truth  and  rejecting  evil  his  sons  will  debate 
and  argue  on  the  laws  of  the  Torah  (the  Pen- 
tateuch). If  “the  ox  bit  him”  — if  his  aggressive 
tendencies  cause  people  unhappiness  — guilt  and 
suffering  will  come  upon  him.  If  “the  ox  kicked 
him”,  that  is  to  say  his  aggression  makes  him  un- 
desirable and  unwelcome  as  a companion  or  neigh- 
bor, it  is  better  to  leave  on  a long  journey  and 
avoid  the  trouble.  If  “he  rode  upon  him”  — that 
if  a man  is  in  full  control  of  his  aggression  he 
will  rise  to  greatness,  for  he  will  utilize  his  immense 
energy  to  higher  goals.  But  if  his  aggression  rules 
him,  it  is  a bad  sign. 

The  following  account  of  dreams  according  to 
Rabbi  Haron  is  of  interest.  “There  are  three  types 
of  dreams  which  indicate  peace  a river,  a bird, 
and  a pot.”  Scriptural  texts  were  used  as  a means 
of  interpreting  these  dreams.  But  it  appears  that 
they  can  be  explained  by  analyzing  each  type  of 
dream.  A river  symbolized  peace  — for  water  is 
essential  to  life;  water  quenches  thirst.  Water, 
unlike  fire,  does  not  rise,  but  rather  seeks  its  level; 
it  extinguishes  fire,  and  it  nourishes  the  earth  to 
make  it  fertile  and  beautify  the  land. 

The  gentle,  non-preying  bird,  the  dove,  is  a 
universal  symbol  of  peace.  The  boiling  pot  is  also  a 
symbol  of  peace,  for  it  stands  between  fire  and 
water  and  cooks  adverse  ingredients  — bitter, 
sweet,  salty,  fruit,  or  vegetable  into  an  appetiz- 
ing nourishment.  Verily  did  Rabbi  Haron  add; 
“But  this  has  been  said  of  a pot  in  which  there  is  no 
meat,”  which  may  be  explained  thus,  that  meat  is 
the  flesh  of  a living  animal  that  has  been  sacri- 
ficed. 

“If  one  sees  a pomegranate  in  a dream  and  it  is  a 
small  one,  a person’s  business  may  be  fruitful;  if  a 
large  pomegranate,  the  business  will  increase  like  a 
pomegranate;  if  split  apart  and  the  dreamer  be  a 
scholar,  he  may  hope  to  learn  more  Torah.”  The 
last  statement  may  be  explained  by  the  episode  of 
Rabbi  Mair,  a disciple  of  Elisha  ben  Abuya,  who 
despite  his  learning  became  an  Apostate  and  was 
called  “Aher”  (the  other).  Rabbi  Mair  followed 
him  and  gave  this  reason.  Mair  found  a pomegran- 
ate, ate  the  kernel,  and  threw  away  the  shell.  In 
other  words,  he  was  selective  in  his  choice. 

The  following  dreams  and  their  explanations  by 
commentators  are  of  interest.  Ben  Kappara  said  to 
Rabbi:  “I  dreamt  that  my  nose  fell  off.”  He  replied 
to  him : “Fierce  anger  has  been  removed  from 
you.”  The  Hebrew  term  for  anger  is  Haron  Af  the 
anger  of  the  nose.  Rashi,  the  great  commentator. 


correctly  explained  that  the  nose  demonstrates  a 
man’s  anger  — he  fumes,  his  nostrils  dilate,  the 
nose  is  warm  and  produces  vapors,  and  it  reveals 
his  irritation  and  rage. 

The  following  commentary  is  another  example 
of  the  anagogic  — uplifting  morality  in  the  un- 
conscious of  the  dreamer.  “A  good  man  is  not 
shown  a good  dream  and  a bad  man  is  not  shown  a 
bad  dream.”  The  reason  seems  to  be  that  the  really 
good  man  never  thinks  of  himself  as  good  or  good 
enough,  but  even  feels  guilt;  so  he  sees  bad  dreams 
— guilt  — and  re-examines  his  deeds.  He  resolves 
to  do  better.  The  bad  man  is  not  sensitive,  does  not 
feel  guilty,  sees  no  wrong  in  himself,  and  suffers  no 
bad  dreams.  As  further  portrayed  in  another 
dream,  “Pumpkins  are  shown  in  a dream  to  one 
who  fears  Heaven  with  all  high  might.”  Pumpkins 
are  large  orange-yellow  fruit,  of  edible  quality, 
with  large  heart-shaped  leaves,  and  lie  flat  on  the 
ground.  Is  it  not  symbolic  of  great  scholars  study- 
ing humbly  over  their  folios  as  they  pursue  their 
daily  tasks? 

Raba  said;  “I  dreamed  that  my  front  and  back 
teeth  fell  out.”  He  said  to  him;  “Your  sons  and 
your  daughters  will  die”  {Berochoth  56) . Doctor 
Emil  A.  Gothert,  in  his  book  “The  Language  of 
the  Dream”,  says,  “He  was  a contemporary  of  the 
Greek  artist  Mildoros  of  Daldos,  one  of  the  first 
writers  of  a scientific  ‘dream  book’,  and  he  inter- 
preted tooth  dreams  as  having  relation  to  death.” 

He  who  sees  a palm  branch  (lulov)  in  a dream  is 
single-hearted  in  his  devotion  to  the  Father  in 
Heaven.  Here  is  a play  on  words,  pure  and  simple. 
Lulov  is  a compound  Hebrew  word  Lo-Lav 
meaning  in  Hebrew,  “He  has  a heart.”  There  are 
other  such  dreams  which  merely  play  on  words 
{Berochoth  57a).  Another  example  of  merely  a 
play  of  words  is  the  following  dream.  The  Rabbis 
taught  that  if  one  sees  a reed  (koneh)  in  a dream, 
he  may  hope  for  wisdom,  for  it  says,  “Go  acquire 
wisdom”  (Hebrew  koneh  — to  buy  or  acquire) . 
But  there  may  be  another  meaning  for  a reed 
symbolizing  wisdom  one  is  wise  if  he  conducts 
himself  according  to  the  following  adage:  “Man 
must,  at  all  times,  be  yielding  like  a reed  and  not 
unbending  like  a cedar  tree”  {Taanith  26) . 

If  one  dreams  that  he  goes  upon  a roof,  he  will 
attain  a high  position  ; if  he  goes  down  he  will  be  de- 
graded {Berochoth  572) . This  is  obviously  allegori- 
cal of  man’s  motives  and  ambitions.  If  one  is 
motivated  to  higher  aims,  and  attaches  his  am- 
bition to  a star,  he  will  eventually  attain  his  objec- 
tive; if  he  is  negligent  and  uninspired,  he  will  be 
down-graded,  for  if  one  does  not  rise  he  descends. 
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Hillel  said,  “He  who  does  not  increase  his  know- 
ledge decreases  it”  {Abbot,  Chapter  I). 

Herbert  Silherer,  in  his  book  “Problems  of 
Mysticism  and  Symbolism,”  speaks  of  multiple  in- 
terpretations, meaning  “that  an  alchemical 
parable  or  a dream  can  be  understood  from  more 
than  one  point  of  view.” 

The  following  episode  recorded  in  the  Talmud 
illustrates  this  very  statement.  Rabbi  Berryam, 
reporting  in  the  name  of  a certain  elder  statesman, 
“There  were  24  interpreters  of  dreams  (oneiro- 
critics)  in  Jerusalem.  Once  I dreamt  a dream  and  I 
went  around  to  all  of  them  and  they  all  gave  dif- 
ferent interpretations  and  all  were  fulfilled,  thus, 
confirming  that  which  is  said  — all  dreams  follow 
the  mouth.”  The  same  dream  to  two  different 
persons  has  a different  meaning.  The  interpreta- 
tion of  the  dream  depends  on  the  dreamer,  as  ex- 
plained above. 

According  to  Freud,  we  must  choose  the  latent 
context  of  the  dream  as  interpreted  and  ignore 
manifest  dream  content  as  told  by  the  dreamer;  or 
as  said  by  one  rabbi,  “Just  as  wheat  cannot  be 
without  straw,  so  a dream  cannot  be  without  some 
nonsense.” 

The  Bible  and  the  Talmud  stressed  the  impor- 
tance of  the  dream  to  a great  extent.  Man  is  a 
thinking  animal  — as  the  philosopher  Rene  Des- 
cartes (1596-1650)  said,  “1  think,  therefore,  I 
am.”  Man  can  think,  meditate  and  imagine,  and 
create.  The  dream  is  a mirror  reflecting  man’s 
thoughts,  his  ambitions  as  well  as  his  guilt. 

The  dream  is  man’s  best  friend,  and  guide. 
When  man  is  perplexed  on  the  crossroads  of  life, 
the  dream  points  the  way  and  guides  him  on  the 
right  course.  This  is  illustrated  in  the  following 
dream:  “If  one  sees  grapes  in  a dream  he  should 
rise  early  and  say,  I found  Israel  like  grapes  in  the 
wilderness,  before  another  verse  occurs  to  him,  inz, 
their  grapes  are  grapes  of  gall”  (Berochoth  56b). 
Here  dream  symbolizes  with  poetic  wit  the  solving 
of  perplexities. 

Man  faces  difficult  situations  — there  are  two 
choices  before  him.  Either  ignore  it  as  unworthy, 
like  the  “sour  grapes”  excuse  in  Aesops  fable,  or 
confront  it  and  meet  it  boldly  as  a challenge.  The 
latter  course  is  preferred  and  is  the  advice  of  the 
dream.  This  is  even  more  clearly  portrayed  in  the 
following  dream:  “If  one  dreams  of  a mountain, 
he  should  rise  early  and  say.  How  beautiful  upon 
the  mountain  are  the  feet  of  the  messenger  of  great 
tidings,  before  another  verse  occurs  to  him,  viz,  for 
the  mountains  will  take  up  a weeping  and  wailing 
{Berochoth  46b) . 


A person’s  troubles  and  miseries  loom  large  to 
him  as  an  insurmountahle  mountain.  The  dream 
urges  him  not  to  be  discouraged.  The  dream  says, 
“Mobilize  your  reserve  energy,”  and  “Where  there 
is  a will  there  is  a way  to  surmount  all  obstacles.” 
Only  in  such  a manner  are  you  destined  to  succeed. 
Then  you  will  proclaim  “How  beautiful  upon  the 
mountain  are  the  feet  of  the  messenger  of  great 
tidings.” 

There  is  a mixed  feeling  of  joy  and  trauma  when 
children  grow  up  and  depart  — the  so-called 
“Empty  Nest  Syndrome”.  The  following  dream  is 
comforting  in  such  a situation:  “If  one  dreams  of  a 
bird,  he  should  rise  early  and  say.  As  birds  hovering 
so  will  the  Lord  of  Hosts  protect,  before  another 
verse  occurs  to  him,  viz,  As  a bird  wandereth  from 
her  nest,  so  is  a man  that  wandereth  from  his 
place”  {Berochoth  56b).  In  other  words,  such  is 
the  way  of  life  among  birds,  as  well  as  among 
human  beings.  The  young  are  cared  for  until  they 
mature  and  grow,  and  then  they  are  on  their  own. 
Nor  should  the  children  feel  guilty,  as  the  Bible 
states:  “Therefore  shall  a man  leave  his  father  and 
mother  and  should  cleave  to  his  wife,  and  they 
shall  be  one  flesh”  {Genesis  2:24). 

The  dream  is  also  a mirror  that  reflects  the  per- 
sonality of  the  dreamer.  The  following  dream  is  an 
illustration:  If  one  sees  an  ass  in  a dream,  he  may 
hope  for  salvation,  as  it  says,  “Behold  the  King 
cometh  unto  thee,  he  is  triumphant  and  victorious, 
lowly  and  riding  upon  an  ass”  {Berochoth  56) . 

The  dictionary  defines  an  ass  as  “a  long-eared 
equine  quadruped,  smaller  than  the  ordinary 
horse,  used  as  a beast  of  burden.”  This  dream,  as 
said  above,  symbolizes  the  dreamer.  But  whereas 
the  ass  is  used  as  a symbol  of  abuse  and  insult,  it 
can  also  be  expressed  as  a high  compliment.  It  is 
interesting  that  the  Hebrew  word  Hamon  — ass 
has  a double  meaning,  an  “ass”  and  “wine”.  It 
depends  upon  where  it  stands.  In  the  Bible,  Jacob 
in  his  last  testament  blessing  his  children,  says: 
“Issachar  is  a large-boned  ass  crouching  down  in 
the  sheepfields”  {Genesis  49:14).  Here,  too,  the 
dream  symbolizes  the  virtues  and  noble  qualities  of 
the  dreamer.  The  long  ears  call  attention  to  a 
kind-hearted  and  keen-minded  man  whose  ears  are 
attuned  to  the  sign  and  requests  of  his  friends  and 
even  strangers.  The  heavy  bones  call  attention  to 
his  desire  to  carry  the  burden  of  others  as  well  as 
his  own.  And  above  all,  this  man  is  not  proud,  he 
is  not  galloping  on  horse-back  proclaiming  his 
virtues:  but  rather  humbly  he  carries  on  this  noble 
task.  Such  a man  by  his  deeds  and  his  example 
brings  salvation  to  mankind. 
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Freud’s  greatest  contribution  was  his  theory  of 
dream  interpretation.  The  dream,  he  said,  was  the 
road  to  the  unconscious.  The  dream  portrays  the 
dreamer  and  his  attributes.  It  also  acts  as  a friend 
and  guide.  We  found  that  some  of  the  dreams  in 
the  Talmud  can  be  interpreted  in  this  manner. 

Within  each  one  of  us  there  is  another  one  whom 
we  do  not  know.  He  speaks  to  us  in  dreams  and 
tells  us  how  differently  he  sees  us  from  the  way  we 
see  ourselves.  In  other  words,  the  dream  is  a refuta- 
tion and  a call  for  self-respect.  Therefore,  we  can 
understand  Rabbi  Zeira  when  he  said:  “If  a man 
goes  seven  days  without  a dream,  he  is  called  evil” 
{Berochoth  55b).  This  indicates  that  he  does  no 
self-searching  and  fails  to  scrutinize  his  behavior. 
Therefore  he  harbors  no  guilt  feelings  and  fails  to 
aspire  to  higher  goals  and  nobler  deeds.  Great  men 
and  good  men  have  dreams.  They  indicate  lofty 
ambitions  by  which  man  lifts  himself  and  helps  to 


lift  mankind  a bit  higher  towards  greater  cre- 
ativity. 

The  Prophets  of  yore  had  the  noblest  dream: 

And  they  shall  beat  their  swords  into 
plowshares 

And  their  spears  into  pruning  hooks 
Nation  shall  not  lift  up  sword  against  Nation 
Neither  shall  they  learn  war  any  more. 

Isaiah 
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Early  Differential  Diagnosis  of 
Neurologically  Impaired  and 
Environmentally  Deprived  Infants 


Manifestations  May  Be  Similar,  But  Development  Patterns  Serve  To 
Facilitate  Differentiation 


Eric  Denhoff,  MD 


It  is  often  difficult  to  differentiate  early  during 
infancy  between  the  symptoms  and  signs  of  mild 
neurological  impairment  and  social-emotional 
deprivation.  One  reason  for  the  difficulty  may  be 
that  many  babies  at  high  risk  for  neurological  im- 
pairment, who  are  now  being  treated  in  intensive 
perinatal  care  nurseries,  appear  relatively  intact  at 
discharge  and  beyond,  while  infants  who  are 
deprived  early  of  appropriate  interactions  with 
their  parents  may  seem  more  developmentally  de- 
layed than  they  really  are. 

Studies  show  that  babies  who  are  now  being  dis- 
charged from  perinatal  intensive  care  centers 
appear  to  be  having  less  neurodevelopmental  com- 
plications and  higher  IQ  scores  than  those  high- 
risk  infants  born  before  the  intensive  care  era. 
Avery'  emphasizes  this  point  when  she  compares 
the  data  from  different  centers  during  the  past  two 
decades. 

Drillien  reported  that  between  1948  and  1956  53 
per  cent  of  the  babies  with  very  low  birth  weight 
had  major  nervous  system  defects  and  75  per  cent 
had  IQ  scores  less  than  90,  while  Fitzharding  found 
that  between  1970  and  1974  14  per  cent  had  major 
neurological  impairments  and  only  12  per  cent  had 
IQ  cores  below  90.^  ^ 


Eric  Denhoff,  MD,  Clinical  Professor  of  Pediatrics, 
Brown  University  Program  in  Medicine,  Provi- 
dence, Rhode  Island;  Medical  Director,  Meeting 
Street  School  Children’s  Rehabilitation  Center, 
East  Providence,  Rhode  Island. 


In  one  of  the  few  controlled  studies  of  long-term 
outcome  of  babies  with  very  low  birth  weight  who 
were  treated  in  intensive  care  centers.  Kitchen  et 
aF  showed  that,  although  there  has  been  a de- 
crease in  cases  of  cerebral  palsy,  there  had  been  an 
increase  in  neurosensory  complications.  Our  own 
experience  suggests  that  while  the  trend  is  for 
minor  neurodevelopmental  problems  in  this  popu- 
lation, nevertheless  10  per  cent  or  more  of  intensive 
care  low  birth  weight  babies  are  left  moderately  to 
severely  impaired  and  require  continuing  babili- 
tation  support  programs.® 

Nelson  and  her  associates®  ''  provide  data  culled 
from  the  National  Perinatal  Collaborative  Study, 
representing  an  infant  population  born  in  the  era 
just  prior  to  the  use  of  routine  intensive  perinatal 
care,  which  is  very  helpful  in  identifying  babies 
who  later  develop  cerebral  palsy.  Findings  during 
the  neonatal  period  and  at  four  months  correlated 
significantly  with  the  later  abnormal  neurodevelop- 
mental findings.  Among  these,  during  the 
neonatal  period,  were  the  presence  of  an  abnormal 
head  shape,  nystagmus  and  cataracts,  apneic 
spells,  myoclonic  jerks,  seizures,  feeding  problems, 
abnormal  cry,  and  very  low  activity  level.  At  four 
months,  hypotonia  or  hypertonia  coupled  with 
excessive  spontaneous  writhing  movements  of  the 
limbs  upon  exertion  were  strong  predictors  of 
future  problems. 

To  reinforce  the  value  of  these  early  diagnostic 
signs,  Molnar®  has  provided  excellent  prognostic 
information  for  walking  relative  to  the  relationship 
of  age,  the  persistence  of  postural  reflexes,  and  the 
ability  to  sit  unsupported.  If  a cerebral-palsied 
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child  cannot  sit  unsupported  and  if  three  or  more 
primitive  reflexes  persist  hy  two  years  of  age,  the 
prognosis  for  independent  walking  is  guarded. 

The  Very  Mild  Organic  Disability 

The  new  breed  of  intensive  care  babies  generally 
will  not  show  the  distinct  spectrum  of  findings 
described  by  Nelson  or  Molnar.  Often  the  infant 
will  appear  to  be  perfectly  normal  at  rest,  but 
when  he  attempts  to  move  in  the  supine,  or  from 
the  supine  to  the  prone  position,  movements  will  be 
exaggerated.  In  the  sitting  position  stronger  than 
normal  equilibrium  reflexes  may  be  noted,  which 
will  interfere  with  balance.  These  postural  reflexes 
may  become  even  more  exaggerated  when  holding 
the  infant  in  the  erect  position  (Table  1 ) . 

Capute®  has  listed  seven  postural  reflexes  which 
should  resolve  by  six  months  in  a normal  baby.  If 
they  do  not,  it  is  likely  there  will  be  an  interference 
with  later  sensory-motor  development.  The  reflexes 


Table  1 

Earliest  Signs  of  Spastic  Cerebral  Palsy 

Body  Position 

Prone 

— Hypertonus;  reflexes  exaggerated 

Supine 

— Movements  at  rest,  diminished; 
at  play,  exaggerated 

Sitting 

— Righting  and  equilibrium 
reflexes  persisting 

Erect 

— Tendency  towards  scissoring; 
upper  limb  flexion;  fisted  hands; 
absent  protective  (parachute)  reflex 

are:  I)  the  Moro  reflex,  2)  the  asymmetric  tonic 
neck  reflex,  3)  the  symmetrical  tonic  neck  reflex, 
4)  the  tonic  labyrinthine  reflex,  5)  the  derotational; 
righting  reflex,  6)  the  positive  supporting  reflex, 
and  7)  the  Galant  reflex. 

Differential  Diagnosis 

The  differential  diagnosis  between  mildly  organ- 
ically impaired  and  environmentally  deprived 
infants  may  be  difficult,  but  there  are  clues  which 
are  helpful.  Most  organically  stressed  newbornsi 
become  hyperexcitable  with  stress,  although  some 
are  nonresponsive.  The  environmentally  deprived 
baby  is  often  apathetic  and  will  fail  to  demonstrate 
excessive  movements  on  stimulation. 

In  a neurologically  impaired  infant  the  geneti- 
cally monitored  developmental  timetable  is  inter- 
fered with  by  the  persistence  of  primitive  reflexes 
which  prevent  the  emergence  of  normal  patterns  of 
sensory-motor  functions,  feeding,  speech,  and 
language.  The  infant  cannot  attain  an  upright 
position  or  maintain  it  if  he  does  if  the  righting 
and  equilibrium  reflexes  fail  to  resolve.  Conse- 
quently, the  infant  becomes  “locked”  into  inef- 
fectual postures  or  positions.  Such  “neurological” 
activity  will  not  be  observed  in  the  emotionally 
deprived  baby,  who  will  often  appear  limp  or 
floppy,  but  with  evidence  that  abnormal  postural 
reflexes  are  not  inhibiting  movement. 

Feeding:  Early  feeding  behavior  perhaps  is  the 
best  indicator  of  subtle  neurological  impairment. 
The  organically  impaired  infant  can’t  eat  in  a 
satisfactory  manner,  while  the  deprived  infant 


Table  2.  Earliest  Signs  of  Feeding  Difficulty 

Physical 

Organic 

Environmental 

Rooting/TNR  reflexes 

Persisting 

Disappearing 

Suck-swallow  mechanism 

Weak;  uncoordinated 

Intact 

Lips-mouth 

Limited  movements 

Hypersensitive  to  Stimulation 

Normal 

Hyposensitive  to  stimulation 

Tongue 

Thrusting  excessive 

Normal 

Table  3.  Earliest  Signs  of  Behavior  Disturbance 


Dysfunctions 

Organic 

Environmental 

Body  signaling 

Exaggerated 

Passive 

Eye  contact 

Attempts 

Avoids 

Smile 

Asymmetric 

Symmetric  when  present 

Temperament 

Hyperreactive 

Hyporeactive 

Sleep 

Disturbed 

Resistant 

Secondary  to  posturing/startling 

Secondary  to  phobia 

Experiences 

Limited 

No  attempt 
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igenerally  refuses  to  eat  rather  than  trying  and  fail- 
' ing  because  of  neurological  limitations,  'hahle  2 
iprovides  criteria  to  establish  a differential  diag- 
I nosis. 

I Behavior:  Neurodevelopmentally  impaired  and 
"environmentally  deprived  infants  may  demonstrate 
ilsimilar  behavior  attitudes,  since  deprivation  in 
; many  forms  does  occur  in  both  groups.  However,  it 
I'will  be  the  general  tendency  for  the  former  to  re- 
lispond  in  an  exaggerated  fashion,  ie  excessive 
('crying  when  exposed  to  stressful  situations  while 
dhe  latter  will  tend  to  be  nonresponsive.  In  the 
organically  impaired,  it  is  the  consequence  of 
'inability  to  respond  appropriately  while  in  the  en- 
vironmentally deprived  failure  to  respond  often 
represents  apathy  (Table  3). 

Developmental  Testing:  Appropriate  develop- 
I mental  testing  in  young  infants  can  provide  guide- 
lines for  both  diagnosis  and  prognosis.  The  failure 
' to  maintain  a reasonably  appropriate  develop- 
j mental  schedule  as  measured  by  the  revised  Gesell 
I Developmental  Schedule,  amongst  others,  suggests 
I neurodevelopmental  problems.  Knobloch  utilizes  a 
l|  parent  questionnaire  in  conjunction  with  a revised 
|!  Gesell  Developmental  Schedule  and  reports  that 
i'  she  can  identify  abnormality  in  very  high  risk  in- 
! fants  small  for  age  from  28  weeks  onward. The  use 
of  such  objective  developmental  criteria  helps  the 
! physician  to  plan  a realistic  long-range  manage- 
1 ment  program,  which  will  include  attempts  to 
\ modify  or  correct  disturbing  complaints. 

j The  deprived  baby  will  probably  lag  in  many 
I ways  on  developmental  testing.  However,  there  will 
' be  a positive  response  over  a period  of  months 
I when  the  environment  changes  to  one  of  stimula- 
j tion  and  innovation.  The  evidence  is  clear  that 
I such  infants  are  “pseudo-retarded”  and  can  re- 
bound if  exposed  early  to  enriching  experiences." 

Management  Programs 

I Although  there  is  a good  deal  of  controversy  about 
i the  merits  of  early  management  programs  for 
! mildly  impaired  babies,  regardless  of  cause,  the 
I fact  is  that  a positive  supportive  approach  may 
lessen  the  need  for  more  intensive  care  if  the  prob- 
lems fail  to  resolve. 

Home  Enrichment  Programs : When  disability 
strikes  a family,  the  consequences  often  emerge 
with  only  subtle  warning  signs.  Normally  mature 
sensory-motor  capability  is  reached  by  30  months, 
but  most  parents  have  learned  to  expect  variations 
in  developmental  milestone  achievement  and  are 
not  overly  concerned  with  mild  delays.  They  often 
fail  to  realize  that,  in  addition  to  the  genetic  time- 


table, experiences  in  movement  and  learning  also 
contribute  to  normal  development.  It  may  only  be 
in  retrospect  that  they  recognize  that  the  impaired 
baby  had  shown  signs  of  limitations  in  these  areas. 

Therefore,  most  parents  of  organically  impaired 
infants  will  need  very  explicit  and  appropriate 
directions  in  early  enrichment  techniques  because 
many,  especially  in  babies  witb  minor  impair- 
ments, will  not  be  convinced  of  tbe  need  early.  The 
program  must  be  comprehensive,  provide  appro- 
priate health  care,  fulfill  the  needs  of  both  the  in- 
fant and  the  family,  be  inter  and  trans-disciplinary 
in  nature,  and  be  so  designed  to  teach  the  parents 
to  serve  as  the  primary  programmer  and  care- 
taker."'" 

The  parents  of  environmentally  deprived  infants 
will  need  support  and  understanding  coupled  with 
help  to  change  the  processes  involved  in  creating 
the  deprivation.  The  principle  behind  a modern 
infant-parent  home  intervention  program  is  to  pro- 
vide help  to  the  parents  so  that  they  can  learn  to 
use  methods  that  will  compensate  for  such  develop- 
mental disruptions  and  the  frustrations  that  are 
part  of  these  situations. 

The  pediatrician  must  accept  some  responsibility 
for  tbe  parental  aggravation  that  invariably  ac- 
companies the  growing  up  of  an  organically  im- 
paired infant.  Delay  in  providing  early  supportive 
services  may  compromise  a favorable  outcome. 

All  of  the  early  management  needs  can  be  pro- 
vided within  a well-designed  parent-infant  home 
enrichment  program.  The  infant  is  exposed  to 
developmentally  appropriate,  sequential,  and  en- 
riching experiences  which  help  to  develop  self- 
sufficiency  through  a variety  of  approaches  de- 
signed to  stimulate  exploration  and  experiences. 
Parent-infant  interactions  are  improved  through 
sensory-motor  stimulation  and  feeding  and  lan- 
guage techniques.  The  goals  are  to  improve  per- 
formance and  interpersonal  relationships. 

Studies  show  that  when  such  an  approach  is  used, 
social -emotional  development  outstrips  progress 
made  in  sensory-motor  skills  and  language." 

Standard  comprehensive  treatment  will  include: 
medical  management,  sensory-motor  therapy, 
feeding  management,  and  emotional  support."  " 
Detailed  treatment  has  been  described  else- 
where." " 

Discussion 

Some  new  information,  presented  by  Kandel"  on 
the  interrelationship  between  neuronal  efficiency 
and  social  deprivation  may  eventually  change  our 


September,  1981  — Vol.  64 


433 


ideas  about  the  limitations  imposed  by  both 
organic  and  emotional  deficiencies.  He  points  out 
that  Hubei  and  WieseP*  recently  reported  that, 
when  the  eyelid  of  one  eye  in  kittens  was  sutured 
tight,  the  ensuing  visual  deprivation  caused  regres- 
sion of  neuronal  development  in  the  area  of  the 
cortex  represented  by  the  impaired  visual  input. 
However,  the  cortical  area  receiving  normal  visual 
input  widened  anatomically  to  suggest  neuronal 
stimulation  and  growth  in  the  unaffected  cortex  to 
compensate  for  the  lack  of  bilateral  visual  input. 
Such  a finding  suggests  that  often  in  mild  to  mod- 
erate developmental  impairment  the  delay  is  not 
necessarily  a reflection  of  permanent  brain  dam- 
age, but  rather  that  with  appropriate  stimulation 
the  affected  neurons  may  be  capable  of  vitali- 
zation. 

If  true  in  the  human  infant,  such  findings  sug- 
gest that  therapies  must  stop  being  “never  chang- 
ing” and  that  unique  and  interesting  approaches 
must  be  included  in  the  management  agenda. 

These  studies  help  to  fortify  the  clinical  experi- 
ences of  many  pediatricians  who  have  found 
improvement  in  a handicapped  child  over  a period 
of  months  or  years  when  none  had  been  antici- 
pated. Now  the  suggestion  that  in  a growing  brain 
an  associated  area  can  take  over  impaired  function 
can  be  regarded  more  seriously. 

Summary 

1)  The  behavioral  manifestations  of  organically 
impaired  and  socially-emotionally  deprived  infants 
can  be  similar,  but  persistence  of  infantile  neuro- 
developmental  patterns  serve  to  differentiate  be- 
tween the  two  groups. 

2)  Early  identification  leads  to  early  program- 
ming which  may  help  reverse  the  patterns  of  de- 
layed development. 

3)  Enrichment  techniques  involving  both  parents 
and  infant  are  the  best  way  to  bring  changes  in 
function. 


4)  Early  referral  permits  the  infant  and  the 
family  to  adjust  to  disability,  whether  caused  by 
organic  or  environmental  factors.  It  also  helps  the 
parents  to  assume  a responsible  role  in  the  habilita- 
tive  process. 
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Four  week  individualized  therapy  in 
strictly  observed  confidentiality. 

Outpatient  treatment  fully  covered  by  all 
health  insurers  as  mandated  in  1980  Act 
of  R.l.  General  Assembly. 

For  further  information  contact: 
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Family  Practitioner,  and  other 
Specialties 

401/331-7171 
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and/or  dental  office.  1100  square  feet.  Also 
possibility  of  sharing  another  medical  suite  on 
a part-time  basis.  Off-street  parking.  Call  247- 
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Clear  correlation  between  anxiety  and  depression' 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone;  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

’Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  //:438-441,  Sept-Oct  1970. 
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ePRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS'’^ 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitanf  symptoms  of  anxiefy’  ^ One  author  found  a distincf 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.^  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  freating  both  components  of  anxious  depression  is  clear.  Anfipsychofics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  fardive  dyskinesia.'' 
Because  of  this,  an  AR\  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines  in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  fhe  specific  anxiolytic  action  of  Librium®  (chlordiazepoxide 
HCI/Roche)— a benzodiazepine  with  a tong  history  of  safe  use— with  fhe 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.^  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  tower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K;  Drug  treatment  of  anxiety,  in  Psychopharmacology  In  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Applefon-Cenfury-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
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treatment  of  depressive  illness.  Psychopharmacology  61:217-225,  1979, 


In  moderate  depression  and  anxiety 

Limbitrole 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

toblets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 


Pleose  see  summary  of  product  information  on  next  page. 


LIMBITROL®  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  Informotlon 
0 summary  of  which  follows; 

Indications:  Relief  of  moderafe  fo  severe  depression  ossociafed  wiffi  moderofe 
fo  severe  onxiefy 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  ond  deaths  have  occurred  with  concomifaht  use 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  antichalinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressonts  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tronquilizers  during  the  first 
trimester  should  almost  always  be  ovoided  because  of  Increased 
risk  of  congenital  malformations  as  suggested  in  several  studies 
Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  to  discuss  therapy  It  they  Intend  to  or  do  become  pregnont. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely  use  caution  in  administering  Limbitrol  to  oddiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  ond  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperfhyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Becouse  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
potients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  hursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxio,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions;  Most  frequently  reported  are  those  associated  with  either 
component  olone  drowsiness,  dry  mouth,  constipation  blurred  vision, 
dizziness  ond  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  contusion  and  nasol  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  ot  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  odverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia  palpitations  myo- 
cardial infarction,  arrhythmias,  heort  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions  halluci- 
nations, hypomania  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinory 
retention,  dilatation  ot  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edemo  of  face  and  tonque 
pruritus  ■ 

Hematologic  Bone  marrow  depression  including  agranulocytosis 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia  stomatitis 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  golactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  ot  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  on 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  tor  manifestation 
and  treatment 

Dosoge:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  ot  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  tor  the  elderly 
Limbitrol  10-25,  initial  dosage  ot  three  fo  four  tablets  daily  in  divided  doses, 
mcreased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  While,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue 
tilm-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mq 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500  Tel-E-Dose" 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  ot  25 
and  in  boxes  containing  10  strips  ot  10,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


*Over  60  well  equipped  acute 
care  hospitals. 

*Selected  financial  assistance. 

*Management  consulting. 

*An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

* Locations  from  coast 
to  coast. 


If  you're  a Primary  care  Physician,  call 
for  yours  today. 


For  further  information,  contact; 

Raymond  c.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 


mmmh 
enriRPRises,  mo. 


"The  Total  Health  Care  Company." 

An  Equal  Ooportunitv  Employer  M/F 


Rhode  Island 


October  1981 

Volume  64,  Number  10 


Medical  Journal 


EDITORIAL  STAFF 

Seebert  J.  Goldowsky,  MD 

Editor-in  Chief 

EDITORIAL  BOARD 

Guy  A.  Settipane,  MD 

Chairman 

Stanley  M.  Aronson,  MD 

Contributing  Editor 

Paul  Calabresi,  MD 
Herbert  Fanger,  MD 
Pierre  M.  Galletti,  MD,  PhD 

OFFICERS 

Charles  E.  Millard,  MD 

President 


Karen  Challberg 

Managing  Editor 


*John  F.  W.  Gilman,  MD 
‘Samuel  V.  Just,  MD 
‘James  B.  Leach,  Jr.,  MD 
Robert  V.  Lewis,  MD 

Umberto  Capuano 

Student 


William  F.  Varr,  Jr.,  MD 

Vice  President 

Melvin  D.  Hoffman,  MD 

President-Elect 


John  E.  Farrell,  ScD 

Managing  Editor  Emeritus 


•Member  of  Publications  Committee 

‘Peter  L.  Mathieu,  Jr.,  MD 
‘Jay  M.  Orson,  MD 
‘Sumner  Raphael,  MD 
Henry  T.  Randall,  MD 

Joseph  Amaral,  MD 

Resident 


David  R.  Hallmann,  MD 

Secretary 

Erminio  Cardi,  MD 

Treasurer 


DISTRICT  AND  COUNTY  PRESIDENTS 


Alexander  Arvanitidis,  MD 

Bristol  County  Medical  Society 

William  F.  Varr,  Jr.,  MD 

Kent  County  Medical  Society 

Peter  D.  T.  Clarisse,  MD 

Newport  County  Medical  Society 

Richard  G.  Bertini,  MD 

Pawtucket  Medical  Association 


Frank  G.  De  Luca,  MD 

Providence  Medical  Association 

Joseph  J.  O’Neill,  MD 

Washington  County  Medical  Society 

Roger  J.  Fontaine,  MD 

Woonsocket  District  Medical  Society 


hode  Island  Medical  Journal  is  owned  and  published  monthly  by  the  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence  Rhode  Island  02903  Ph^  401 -331 -3207 
ingle  Ses  $1  00  Subsc^^^^^^^  $To  00  per  year  (Members  of  the  Rhode  Island  Medical  Society,  $5,00  annually).  Second  Class  postage  at  Providence,  Rhode  Island 


The  Office  Protection  Plan 
(TOP)  gives  you  one  low-cost 
policy  that  covers: 

• Destroyed  accounts 
receivable 

• Employee  dishonesty 

and  embezzlement  „ ^ 

• Destroyed  patient  charts  421-6900. 

• Office  liability  6$tablished  1879 

. Personal  injury  ^ Starkweatl: 

• Office  equipment  ^ - 

• Practice  interruption  %Sc  ^h0pi0y^iN 

Complete  Business  &.  Personal  Insurance,  Pension  & Estate  Planning 

155  South  Main  Street,  Providence,  RI  02903  Telephone  (401)  421 


Plus  many  other  significant 
risks  faced  by  physicians.  And 
TOP  covers  these  risks  fully  . . . 
adequately ...  so  you  need  not 
worry  again  about  loss.  For 
more  information  on  TOP,  call 
Don  Marcum  at  (401) 
421-6900. 


Starkweather 


\ 


Rhode  Island  Medical  Journal 


Volume  64  Number  10 


October  1981 


1 

I 


TABLE  OF  CONTENTS 


CONTRIBUTIONS 

468  Surgery  for  Head  and  Neck  Cancer 

It  Is  Desirable  To  Minimize  Certain  Prejudices  Regarding  Treatment  Options 
Leonard  J.  Triedman,  MD 

473  Adolescent  Conflict  and  the  Question  of  Homosexuality: 

A Guide  to  Counseling  for  Physicians  and  Sex  Educators 

The  Vicissitudes  of  General  Character  and  Sexual  Development  Cannot  Be  Overlooked  in 
Understanding  Its  Unconscious  Roots 

Samuel  P.  Hunt,  MD 

477  Hospice  Care  in  Rhode  Island 

Bruno  Borenstein,  MD  Marion  A.  Humphrey,  RN 

457  PRESIDENT’S  CORNER 

459  EDITORIAL  Metronidazole  — A Versatile  Sleeper 

460  EDITOR’S  MAILBOX  Treatment  of  Alcoholism  Jejunoileal  Bypass 

Future  of  the  Rhode  Island  Medical  Society 

463  BOOK  REVIEW  “The  Invention  of  the  Modern  Hospital:  Boston  1870-1930” 

445  NEWSLETTER 

COVER 

The  famous  painting,  “The  Doctor’s  Visit,  ’’  is  a representative  work  of  the  1 7th  century  Dutch 
schooi.  The  subject  is  treated  with  simplicity  and  realism.  It  was  painted  in  1657  by  Frans  van 
Mieris  the  Elder  (1635-1681). 


October,  1981  — Vol.  64 


443 


Ifyra  don’t  let 
InBank  manage 
your  investments, 
you  could  be 
committing  a 
csmitaloffense. 


In  inflationary  times  like  these,  even  conservative 
investors  are  tempted  to  take  chances  in  order  to  pre- 
serve the  value  of  their  capital.  But  the  truth  is,  you 
don’t  have  to  risk  your  capital  to  stay  ahead  of  inflation. 
All  you  have  to  do  is  select  InBank  as  your  investment 
manager. 

Because  at  InBank,  you’ll  find  investment  advisers 
who  will  provide  you  with  a disciphned  approach 
for  selecting  the  securities  which  will 
meet  your  capital  preservation  objectives. 

For  complete  information  about  how 
InBank  can  keep  you  from  committing 
a capital  offense,  call  Gregory  Ahern 
at  (401)  278-6699,  or  write  to  him  at 
Industrial  National  Bank, 

Trust  and  Investment  Division, 

100  Westminster  Street, 
Providence,  RI  02903. 


$ INBRNK 

TRUST  AND  INVESTMENT  DIVISION 


Finiuicial  minds  for  your  peace  of  mind. 
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RinS  HOUSE  ACTIONS 

At  the  September  meeting  of  the  Rhode  Island  Nedical  Society  House 
of  Delegates  an  action  was  approved  to  increase  membership  dues  in 
IHfiE  to  This  is  the  first  dues  increase  since  nTt-  In  two 

other  actions  the  House  approved  III  a proposed  annual  budget  for 
IHfiE  and  121  called  for  a long-range  planning  report  from  the  Council 
to  be  presented  to  the  House  at  the  January  ITflE  meeting- 


RUBELLA  SEROLOGY  TESTING 

The  Rhode  Island  Department  of  Health  has  announced  that  it  plans  to 
discontinue  rubella  serology  testing  presently  provided  without  charge 
for  new  hospital  employees  and  entering  college  students-,  and  for  pre- 
marital and  prenatal  purposes-  However-,  testing  of  these  groups  will 
still  be  required  by  law  and  regulation- 


CHAFEE  LOBBIES  HCFA  ON  HEDICAID  FORNULA 

The  federal  budget  reconciliation  report  refers  to  six  states  which-, 
because  they  have  a "qualified  hospital  cost  review  program-."  would 
obtain  a one  per  cent  reduction  of  the  amount  by  which  the  federal 
contribution  in  the  dedicaid  formula  will  be  decreased-  Rhode  Island 
originally  was  not  listedn  but  by  an  intense  lobbying  effort  with  the 
Health  Care  Financing  Administration  IHCFAI  Senator  Chafee  has  obtained 
an  agreement  to  designate  Rhode  Island’s  voluntary  cost  containment 
program  as  a "qualified  hospital  cost  review  program^"  if  it  can  be 
demonstrated  that  per  admission  costs  in  Rhode  Island  are  at  least  two 
per  cent  lower  than  in  those  states  without  qualified  programs  for  the 
preceding  two  years-  According  to  the  original  language  of  the  pro- 
vision a "qualified  hospital  cost  review  program"  must  be  run  by  the 
sta t e - 


PERIPATETICS- - - 

Stephen  T-  Conway  HD  has  been  elected  President  of  the  dedical  Staff 
at  Notre  Dame  Hospital-  In  separate  actions  the  hospital's  Board  of 
Directors  approved  the  reappointment  of  Juan  N-  Medina  MD  as  Chief 
of  Surgery-,  and  Gilbert  J-  Altongy  MD  as  Chief  of  Medicine- 


LEGISLATIVE  ROUND-UP 


CHILD  PASSENGER  PROTECTION  LAUS:  Rhode  Island  is  among 
seven  states  in  IHfll  to  either  enact  for  the  first  time 
or  amend  an  existing  "child  passenger  protection  law." 
In  Rhode  Island  an  existing  statute  was  amended  to  make 
it  apply  to  children  three  years  of  age  and  under  rid- 
ing in  either  the  front  or  back  seat  of  the  auto.  The 
previous  law  had  required  the  use  of  restraint  systems 
only  for  children  riding  in  the  front  seat. 

GOOD  SAMARITAN  LAUS:  Rhode  Island  is  one  of  states 
to  pass  "Good  Samaritan"  laws  that  limit  a donor's 
liability  for  injuries  arising  from  the  use  of  food. 

The  purpose  of  these  laws  is  to  encourage  donation  of 
free  food  to  the  needy. 


FEDERAL  ADMINISTRATION  OPTIONS  FOR  MEDICARE  AND  MEDICAID 

Some  options  affecting  Medicare  and  Medicaid  under  consideration  by 
the  federal  administration  are  III  offering  Medicare  beneficiaries 
the  choice  of  coverage  through  private  health  plans.  IP}  offering 
vouchers  so  that  beneficiaries  can  buy  private  health  insurance  or 
enroll  in  health  maintenance  organizations  as  an  alternative  to  the 
Medicare  benefit  package.  13}  subsidizing  state  experimentation  with 
competitive  strategies  within  the  framework  of  the  Medicaid  cap.  14} 
federalizing  Medicaidin  order  to  institute  a private-sector  coverage 
option,  and  IS!  planning  for  the  future  separation  of  Medicaid  acute 
care  benefits  into  two  distinct  federal-state  programs. 


BOARD  OF  MEDICAL  REVIEW 

Stephen  J.  Hoye  MD.  Chairman  of  the  Rhode  Island  Board  of  Medical 
Review,  was  guest  speaker  at  the  September  meeting  of  the  Staff 
Physicians  Association  of  Rhode  Island,  held  at  Roger  Williams 
General  Hospital.  Providence.  Rhode  Island.  Dr.  Hoye  presented 
a review  and  analysis  of  the  Board's  work  since  it  began  opera- 
tions in  May  1H77.  He  noted  particularly  the  significant  number 
of  cases  investigated  and  the  importance  of  the  Board's  activities 
as  a referral  source  supporting  related  efforts  by  Blue  Cross  and 
Blue  Shield  Inc.  the  Rhode  Island  Medical  Society,  hospitals,  the 
Joint  Underwriting  Association,  and  other  agencies. 


HMOs  UNDER  MEDICARE 

To  a federal  proposal  that  the  prospective  reimbursement  to  HMOs 
under  Medicare  equal  HS  per  cent  of  the  non-HMO  beneficiary  costs, 
the  AMA  responded  III  to  note  that  the  probable  effect  of  this  would 
be  to  increase  overall  Medicare  costs,  and  -CBI  to  recommend  a limited 
demonstration  project  to  test  the  merits  of  such  a system. 


PUBLIC  HOSPITALS  AND  CONTRACT  HANAGEriENT 


Some  health  care  advocates  now  consider  contract  management  a great 
threat  to  the  mission  of  public  hospitals-  They  charge  that  when 
contract  management  saves  moneyi  it  is  notn  as  claimedn  through  bulk 
purchasing!  shared  services!  and  more  efficient  bill  collecting!  but 
through  denying  access  to  care!  lowering  staffing  ratios!  and  rais- 
ing charges-  A study  by  Lewin  & Associates!  a Uashington  DC  consult- 
ing firm!  of  financially  distressed  hospitals  changing  to  contract 
management  found  that  almost  all  of  them  had  surpluses  within  two 
years-  How  is  this  accomplished^  One  contract  firm  receives  $10!DDD 
a day  for  consulting  with  a particular  public  hospital-  Since  this 
beganT  the  per  diem  rate  in  that  hospital  has  gone  up  to  $fci3D  a day-- 
and  to  $l!SDD  a day  for  intensive  care- 


EDUARD  BRANDT  ON  HEALTH  POLICY 

In  a recent  speech  before  the  American  Association  for  Hospital 
Planning  Edward  Brandt!  DHHS  assistant  secretary  for  health!  af- 
firmed the  Reagan  government  pledge  that  health  care  "will  never 
be  priced  out  of  anyone's  reach  because  of  inflation-"  He  added! 
"Lie  have  a major  task  of  bringing  about  economic  recovery  in  our 
society-  One  aspect  of  that  task  is  to  make  sure  that  the  cost  of 
health  care  not  be  allowed  to  rise  beyond  the  reach  of  anyone  who 
needs  that  care-" 


HOSPITAL  STAFF  RELATIONS 

The  Council  of  the  California  Nedical  Association  has  endorsed  a new 
communications  program  with  chiefs  of  medical  staffs  to  keep  them 
informed!  help  them  effectively  lead  their  staffs!  and  provide  better 
liaison  with  CHA  and  specialty  societies-  Also!  the  California 
Delegation  has  adopted  a resolution  for  consideration  by  the  AHA 
House  of  Delegates  asking  the  AHA  to  develop  an  educational  program  for 
hospital  trustees  regarding  positions  and  interests  vital  to  orga- 
nized medicine!  including  responsibilities  that  properly  belong  to 
the  medical  staff- 


HOSPITAL  CHE  ACCREDITATION 

The  Rhode  Island  Hedical  Society  Educational  and  Scientific  Board 
will  recommend  reaccreditation  of  continuing  medical  education 
programs  at  the  Rhode  Island  Hedical  Center  General  Hospital!  St 
Joseph  Hospital!  Roger  Williams  General  Hospital!  and  Rhode  Island 
Hospital-  The  reaccreditation  of  these  programs  signifies  that 
they  can  conform  to  the  standards  of  the  national  Accreditation 
Council  for  Continuing  Medical  Education  -CACCMET!  and  is  granted 
on  the  basis  of  surveys  conducted  by  Lewis  Arnow  MD!  Chairman  of 
the  Educational  and  Scientific  Board!  members  of  the  Rhode  Island 
Medical  Society  staffs  and  selected  Board  members- 


HOSPITAL  COSTS:  ROOMS 


As  of  January  It  ITfll  some  avorage  costs  of  somiprivat©  hospital 
rooms  are  as  follows: 


S ta t©  : 


Sta t © : 


Alaska 
Conn©ct i cut 
Main© 

Mississippi 
N©w  York 
Rhod©  Island 


$13=1.  M7 
$137. AH 
$ 7fl.7b 
$lbS.aD 
$1SM. Db* 


California 
Florida 
Massachus©tts 
N©w  Hampshir© 
P©nnsyl vania 
Varmon t 


$lfi3.=m 
$1E1 . 3fl 
$17D. 

$mb.Sfl 

$lSb. Mfl 
$13E. M7 


Th©  high©st  and  low©st  av©rag©  costs  in  th©  Unit©d  Stat©s  ar© 
Alaska  and  Mississippin  r©sp©cti\/©ly . Th©  a\/©rag©  cost  nation- 
wid©  is  $132 . ME . 


*An  av©rag©  IQ.fl  per  c©nt  incr©as©  in  room  rat©s  at  Rhod©  Island 
Hospital  was  announc©d  on  S©pt©mb©r  EHt  ITfll.  This  will  bring 
th©  averag©  cost  of  a multipl©-b©d  room  in  th©  main  building  to 
approximat©ly  $lflfiT  and  th©  cost  of  most  privat©  rooms  to  $EQD 
a day  or  mor©.  St  Jos©ph  Hospital  and  Rog©r  Williams  G©n©ral 
Hospital  hav©  announc©d  similar  rat©  incr©as©s. 


"WOMEN’S  WORK  IN  A MAN’S  WORLD" 

Mary  C.  How©ll  MDt  PHDt  author  and  form©r  Associat©  D©an  of  th© 
Harvard  M©dical  Schooln  will  sp©ak  on  "Woman’s  Work  in  a Man’s 
Worldn"  on  Octobar  EDt  llfll  at  th©  Marriott  InnT  Provid©nc©T  Rhod© 
Island. 

Dr.  Howall  will  b©  addrassing  th©  first  annual  tri-stat©  dinnar 
maating  of  th©  ConnacticutT  Massachusatts t and  Rhod©  Island 
Chaptars  of  th©  Amarican  Madical  Woman’s  Association  -CAMWAI.  For 
information  and  rasarvations  contact  Francos  P.  Conklin  MDt  On© 
Randall  Squar©T  Provid©nc©T  Rhod©  Island  DE^DM. 


RIMS  MEMBERSHIP  COUNT 


Total  RIMS  mambars 

July  nai 
im7 

August  nai 
im7 

Total  AMA  mambars 

7MD 

750 

Naw  RIMS  mambars 

* Count  shows  M naw  mambars 

minus  M dacaasad. 

Naw  mambars:  Vaughn  G.  Gooding  Jr  MDt  Cacilia  A.  Gmuar  MDt 
Robart  C.  Hall  MDt  Patronalla  Morsch-Rossawai j MD. 


consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  [dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  [a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Each  capsule 
contains  50  mg,  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg,  of  hydrochlorothiazide. 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


* WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  It  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant  


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  It  supplementary  potas- 
sium IS  needed,  potassium  tablets  should  not  be  used  Hyper- 
kalemia can  occur,  and  has  been  associated  with  cardiac 
irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz- 
ards, including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
other  adverse  reactions  seen  in  adults  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  beeh  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  [in  one.  recommended  dosage 
was  exceeded:  in  the  other,  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  tor  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive  effects  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients.  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis.  Dyazide'  interferes  with  fluorescent 
measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods.  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide" 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions:  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances.  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone.  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide', 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules:  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only):  in 
Patienl-Pak  ’ unit-of-use  bottles  of  100. 


SK&F  CO. 

a SmithKIme  company 

Carolina,  P,R,  00630 


«'SK&FCo  . 1980 


No  one  wakes  up 
thinking, ''Today 
I’d!  going  to 
abuse  my  child!’ 

Abuse  is  not  some- 
thing we  think  about.  It’s 
something  we  do. 

Last  year  in  America, 
an  estimated  one  million 
children  suffered  from 
abuse  and  neglect,  and  at 
least  2,000  of  them  died 
needless,  painful  deaths. 

The  fact  is,  child 
abuse  is  a major  epi- 
demic in  this  country. 

The  solution?  Part  of 
it  lies  in  your  hands.  With 
enough  volunteers,  local 
child  abuse  prevention 
programs  could  be 
formed  to  aid  parents  and 
children  in  their  own 
communities.  With  your 
help,  most  abusers  could 
be  helped.  Please  write 
for  more  information  on 
child  abuse  and  what  you 
can  do. 

What  will  you  do 
today  that’s  more  impor- 
tant? 


Abused  children  are 
helpless. 
Unless  you  help. 


Write:  National  Committee  for 
Prevention  of  Child  Abuse, 

Box  2866,  Chicago,  III.  60690 


A Public  Service  oJ  This  Magazine 
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Each  capsule  contains  5 mg  chlordiazepoKide  MCI  and  2 5 mq 
clidinium  Br.  ^ 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences— national  Research  Council  and/or  other 
Information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective,  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CMS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg,,  operating 
machinery,  driving).  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
LibriumS  (chlordiazepoxide  HCI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  IS  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
Irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEQ  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  re , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets, 

Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


BOWEL  SY 


A visible  difference  in 
myoelectric  rhythms  of 
the  colon 

Studies  reveal  an  increased  fre- 
quency of  3-cycles-per-minute  slow 
wave  basic  electrical  activity  in  the 
colons  of  patients  with  IBS — a sig- 
nificant difference  in  basic  colonic 
rhythm  patterns  from  norma!  sub- 
jects/'^ these  findings  suggest  a 
physiological  basis  for  the  spasm 
and  hypermotility  characteristic  of 
IBS.  The  role  of  severe  anxiety  in 
triggering  or  aggravating  such 
symptoms  has  long  been  recog- 
nized. Consequently  treatment 
should  focus  on  both  aspects 
of  the  problem. 

LIbrax:  A logical  choice  for 
patients  with  IBS 

Logical,  because  the  antimotility- 
antispasmodic  actions  of  the 
Quarzan®(clidinium  bromide/Roche) 
component  of  Librax  can  help 
to  relieve  the  distressing  abdominal 
symptoms  associated  with  IBS.* 
Logical,  because  the  antianxiety 
actions  of  the  Librium'®  (chlordiaz- 
epoxide  hCi/Roche)  component 
can  help  to  reduce  the  excessive 
anxiety  that  can  contribute  to  IBS 
flare-ups. 

References;  L Sullivan  MA,  Cohen  5,  Snape  Wj 
n EnglJHed  Z98  878-885,  .Apr  20,  1978 
2.  Snape  WJ  et  al.  Qastroenterotog-^  72 
583-387,  1977. 


Artiste  concept  of  myoelectrlcal  slow  waves 
of  the  colon  which  seem  to  determine  the 
frequency  of  colonic  motor  activity 
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Each  capsule  contains  5 mg  chlordiaaepoxide  MCI  and  2 5 mg  cfidimum  8r 


Mbnxiety//^ti5ecretory/^ti5pa5m(^ 


* Librax  has  been  evaluated  as  possibly  effecb’ve 
for  this  indication.  Please  see  summary  of 


prescriping  information  on  facing  page 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 
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. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 


Ibnuate  Dospan 

(diethylpropion 
hydrochloride  USP) 


75  mg  controlled-release  tablets 


Tenuate’  ® 

(diethylpropion  hydrochloride  USP) 

Tenuate  Dospan"® 

(diethylpropion  hydrochloride  USP) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 


the  #1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Precautions 
and  Adverse  Reactions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.^  And  the  unique  chemistry 
of  Tenuate  provides  “. . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.”  ^ Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 


Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell  Dow 

•Registered  Trademarks  of  MERRELL-NATIONAL  LABORATORIES  Inc  , 

Cayey,  Puerto  Rico  00633 

Relerances:  1 Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc  , Cincinnati, 
Ohio  45215.  2 Hoekenga  MT  £1  al  A comprehensive  review  of  diethylpropion  hydrochloride. 
In  Central  Mechanisms  of  Anorectic  Drugs,  S Garattini  and  R Samanin,  Ed  , New  York 
Raven  Press,  1978,  pp  391-404 


Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  tew  weeks)  In  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states.  Patients  with  a history 
of  drug  abuse  During  or  within  14  days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect,  rather,  the  drug  should  be  discontinued  Tenuate  may  Impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle,  the  patient  should  therefore  be  cautioned  accordingly  When  central  nervous  sys- 
tem active  agents  are  used,  consideration  must  always  be  given  to  the  possibility  of  adverse  in- 
teractions with  3\coUo\  Drug  Dependence  Tenuate  has  some  chemical  and  pharmacologic 
similarities  to  the  amphetamines  and  other  related  stimulant  drugs  that  have  been  extensively 
abused.  There  have  been  reports  of  subjects  becoming  psychologically  dependent  on  diethyl- 
propion The  possibility  of  abuse  should  be  kept  m mind  when  evaluating  the  desirability  of  in- 
cluding a drug  as  part  of  a weight  reduction  program  Abuse  of  amphetamines  and  related  drugs 
may  be  associated  with  varying  degrees  of  psychologic  dependence  and  social  dysfunction 
which,  in  the  case  of  certain  drugs,  may  be  severe  There  are  reports  of  patients  who  have  in- 
creased the  dosage  to  many  times  that  recommended  Abrupt  cessation  following  prolonged 
high  dosage  administration  results  in  extreme  fatigue  and  mental  depression:  changes  are  also 
noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication  with  anorectic  drugs  include  se- 
vere dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and  personalty  changes  The  most 
severe  manifestation  of  chronic  intoxications  is  psychosis,  often  clinically  indistinguishable  from 
schizophrenia  Use  in  Pregnancy  Although  rat  and  human  reproductive  studies  have  not  indi- 
cated adverse  effects,  the  use  of  Tenuate  by  women  who  are  pregnant  or  may  become  pregnant 
requires  that  the  potential  benefits  be  weighed  against  the  potential  risks  Use  in  Children 
Tenuate  is  not  recommended  for  use  in  children  under  1 2 years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Card/ovascu/ar  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia  One  published  report  described  T-wave  changes  in  the  EGG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache,  rarely 
psychotic  episodes  at  recommended  doses  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cylosis,  leukopenia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians.  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating , and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride);  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger, 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperretlexia. 
rapid  respiration,  contusion,  assaultiveness,  hallucinations,  panic  states  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard  Intravenous  phentolamine  (Regitine")  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  it  this  complicates  Tenuate  overdosage 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consuitthe  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor'  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  prieumomae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication;  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings;  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGEN  ICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 

Precautions;  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Linder 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive  reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest'  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
m mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  m Infancy— Saie\y  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions;  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  f 5 percent  of  patients  and  include  morbilliform 
eruptions  (t  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  m 50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 m 100  patients) 

Causal  Relationship  Uncertain— Iransitory 
abnormalities  In  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic — Slight  elevations  in  SCOT.  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Wemaropo/ef/c— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 
ftena/— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 m 500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [iosobor) 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS 
pneumoniae  or  H influenzae  " 

Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-alfergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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PRESIDENT’S  CORNER 


The  Health  Planning  Challenge 


With  the  recent  passage  of  the  omnibus  federal 
budget  reconciliation  act,  it  has  become  clear  that 
the  model  for  health  planning  as  it  has  been  de- 
veloping during  the  past  few  years  with  ever  in- 
' creasing  government  involvement  and  control  will 
need  to  be  transformed.  Therefore,  the  time  is 
exactly  right  to  consider  and  decide  what  form  of 
health  planning  should  prevail  in  our  state,  and 
where  decision-making  authority  should  reside. 

, The  record  of  the  past  few  years  of  intense 
; government  efforts  to  influence  and  control  health 
systems  planning  has  been  remarkable  principally 
in  the  problems  and  failures  of  these  efforts.  In 
states  throughout  the  nation,  not  least  in  Rhode 
! Island,  schisms  have  developed  between  “pro- 
viders” and  “consumers”  on  the  councils  which 
were  established  by  federal  authority  to  bring  these 
groups  into  cooperative  unison.  This  represented  a 
failure  of  federal  purpose.  Local  associations  and 
institutions  which  were  supposed  to  participate  in 
the  work  of  the  Statewide  Health  Coordinating 
Councils  and  the  Health  Systems  Agencies  com- 
plained across  the  nation  that,  in  fact,  their 
comments  were  solicited  too  late  for  proper 
response,  and  then  their  views  were  rarely  heeded. 
The  antagonizing  of  nearly  all  the  major  provider 
sectors  represents  a failure  of  federal  purpose. 

How  can  health  planning  be  effective  when  it  is 
fraught  with  controversy?  How  can  it  be  effective 
when  development  in  high  quality  institutions  is 
discouraged?  How  can  it  be  effective  when 
planning  and  regulation  are  inextricably  inter- 
twined as  is  inevitable  when  government  is  in  the 
planning  lead? 

We  have  learned  from  experience  that  govern- 
ment planning  agencies  are  unresponsive  to  the 
integration  of  institutional  plans  into  their  own 
health  systems  plans,  and  tend  to  comply  with 
national  guidelines  regardless  of  local  circum- 
stances. Those  who  are  directors  and  administra- 
tors of  health  systems  agencies  responsible  for 
carrying  out  national  health  planning  mandates 
have  decried  the  excessive  procedural  requirements 
in  the  national  planning  act,  “a  focus  on  form 
rather  than  substance,”  and  the  difficulties  of 


Charles  E.  Millard,  MD 


“finding  and  retaining  board  members  capable  of 
addressing  complex  issues  and  sorting  out 
allegiances  to  the  local  community  and  the  federal 
government.”' 

These  mistakes  of  the  past  can  be  reversed  by  a 
concerted  effort  between  health  providers  and 
other  community  leaders  to  structure  an  inde- 
pendent, voluntary  health  planning  consortium. 
The  only  alternatives  to  this  course  are  state 
control  of  planning  or  chaos  in  planning.  Both  are 
unacceptable. 

In  California,  during  the  recent  legislative 
session,  a bill  was  introduced  which  would  have 
centralized  planning  authority  at  the  state  level  of 
government.  The  bill  was  defeated,  in  large  part 
because  of  alternative  legislation  sponsored  by  the 
California  Medical  Association  and  the  California 
Hospital  Association.  If  the  bill  had  passed,  it 
would  have  turned  over  federal  health  planning 
authority  to  the  State  of  California.^  Based  on  past 
experience,  this  alternative  is  undesirable. 

On  the  other  hand,  in  the  wake  of  federal 
government  intervention,  in  most  states  voluntary 
health  planning  is  rudderless.  Various  organiza- 
tions and  institutions  in  the  months  ahead  may 
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seek  to  gain  authority  in  this  domain  bringing  to 
their  attempts  their  own  private  ambitions  such  as 
hospital  program  expansion  or  control  of  reim- 
bursement levels.  As  their  efforts  collide,  the  chaos 
which  would  ensue  from  this  will  not  be  in  the  best 
interests  of  the  development  of  the  health  system 
or,  most  importantly,  the  best  interests  of  our 
patients. 

Therefore,  I propose  a unified  health  planning 
mechanism  for  our  state  which  is  neither  state 
controlled  nor  based  on  a free  competition  model. 
The  former  is  at  fault  by  its  excessive  adherence  to 
the  philosophy  of  cost  containment  in  the  industry, 
while  at  the  same  time  spending  countless  dollars 
on  its  own  bureaucratic  procedures  and  controls. 
The  latter  is  at  fault  because  laissez-faire  as  an 
operational  mode  in  the  present  system  is,  indeed, 
simplistic.  The  only  logical  solution  and  the  only 
moral  solution  is  to  organize  an  independent  con- 
sortium to  plan  our  health  system’s  future  which 
would  be  guided  by  informed  parties  with  the 
patient’s  well-being  as  their  principle  concern. 

As  such  a consortium  develops  and  establishes  its 
own  momentum,  many  specific  goals,  procedures, 
and  strategies  not  even  yet  imagined,  much  less 
articulated,  will  evolve.  As  stepping  off  points,  I 
believe  that  the  following  considerations  should  be 
heeded : 

1.  The  aim  of  the  consortium  should  be  to 
oversee  and  coordinate  “specialized”  problem 
solving  and  planning  efforts  by  all  professions, 
agencies,  and  institutions  responsible  for  providing 
health  services.  In  the  domain  of  public  health  and 
community  services  the  Rhode  Island  Department 
of  Health  would  be  accountable;  in  the  domain  of 
medicine  physicians  represented  by  the  Rhode 
Island  Medical  Society  would  be  accountable;  in 
the  domain  of  hospital  services  each  of  the  state’s 
short-and  long-term  care  institutions  and  the 
Hospital  Association  of  Rhode  Island  would  be 
accountable;  in  the  domain  of  physician  training 
Brown  University  would  be  accountable;  in  the 
domain  of  health  insurance  and  reimbursement 
Blue  Cross  and  Blue  Shield  of  Rhode  Island,  as  the 
primary  vendor,  would  be  principally  accountable. 

2.  The  idea  of  the  consortium  to  which  all  of 
the  above  groups  would  owe  their  allegiances 


would  be  the  improvement  of  the  system  for  the 
patient.  Any  and  all  conflicting  strategies  and  pur- 
poses would  be  reconciled  according  to  the 
principle  of  how  and  to  what  degree  the  best 
interest  of  the  patient  is  the  motive. 

3.  The  consortium  should  be  devoted  to  the 
concept  of  support  of  health  plans  which  are  not 
only  beneficial,  but  also  realizable.  It  should  be 
fully  cognizant  that  health  planning  as  merely  an 
intellectual  exercise  is  a costly  extravagance  which 
is  ultimately  detrimental  to  the  patient. 

4.  While  recognizing  that  dollars  are  finite,  the 
consortium  should  acknowledge  cost  containment 
as  a health  planning  goal  only  to  the  degree  that  it 
would  seek  to  eliminate  those  expenses  which  are 
truly  the  result  of  inefficient  resource  utilization.  It 
should  not  sanction  removal  or  curtailment  of 
direct  services  to  patients  for  any  reason.  The 
redirection  of  patient  care  dollars  to  social 
programs  is,  in  effect,  experimentation  with 
human  lives. 

5.  The  consortium  should  seek  members  who 
are  informed  about  the  realities  of  regulation, 
finance,  and  management  of  health  systems.  It 
should  draw  from  the  spectrum  of  community 
interests,  but  the  qualifications  for  membership 
should  be  more  stringent  than  being  a “consumer.” 
Demonstrable  understanding  of  social,  political, 
and  real-life  influences  on  one  of  our  society’s 
major  industries  should  be  an  absolute  prerequisite 
for  participation  in  the  consortium. 

The  time  is  now.  It  is  high  time  that  all  those 
who  profess  concern  about  health  planning  put 
aside  their  own  selfish  interests  and  join  forces  to 
cooperate  in  achieving  a sensible  practical  plan 
that  will  be  of  great  benefit  to  the  PATIENT  — and 
only  the  patient.  Let  all  of  us  who  really  care  meet 
this  challenge.  The  Rhode  Island  Medical  Society 
offers  to  lead  the  way.  Will  you  cooperate  with  us? 
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EDITORIALS 


Metronidazole  — A Versatile  Sleeper 

This  drug  was  first  introduced  in  1959  as  Flagyl® 

! for  the  treatment  of  vaginal  trichomoniasis.  It  was 
I welcomed  as  a simple  cure  for  a rather  messy  and 
' intractable  problem.  The  safety  of  the  drug  was  cast 
j in  a doubtful  light  when  it  was  shown  to  be 
I mutagenic  in  bacteria  and  oncogenic  in  animals. 

[ Epidemiologic  studies  based  on  its  use  for  a quarter 
i of  a century  in  thousands  of  patients,  however, 
appeared  to  have  established  its  safety. 

In  recent  years  it  has  become  clear  that  metroni- 
dazole is  also  a useful  agent  in  other  amebic  infesta- 
tions, such  as  amebic  dysentery,  giardiasis,  and 
balantidiasis.  Indeed,  it  has  proved  to  be  a sleeper. 

Its  current  vogue  is  related  to  its  unexpected 
efficacy  in  the  treatment  of  anaerobic  infections  due 
to  Bacteroides  fragilis.  Metronidazole  has  been 
shown  quite  conclusively  to  decrease  the  incidence 
of  infection  as  much  as  fourfold  after  colon  surgery 
when  administered  preoperatively  and  continued 
one  to  seven  days  postoperatively.  Some  studies  have 
demonstrated  successful  prophylaxis  when  used  in 
combination  with  another  antibiotic,  such  as 
gentamycin,  neomycin,  or  kanamycin,  but  it  is  not 
clear  that  the  results  are  significantly  better  than 
when  the  drug  is  used  alone. 

Controlled  trials  with  the  drug  used  alone  or  in 
combination  with  an  antibiotic  have  exhibited  ef- 
fective prophylaxis  in  surgical  operations  in  which 
there  is  a high  incidence  of  postoperative  infections. 
Anaerobic  bacterial  infections  have  been  reduced 
significantly  after  appendectomy,  either  by  use  of 
the  drug  alone  or  in  combination.  An  intravenous 
preparation  of  Flagyl®  is  now  available  and  has 
been  used  successfully  in  a single  preoperative  ad- 
ministration. 

It  decreases  the  risk  of  postoperative  anaerobic 
infection  in  both  vaginal  and  abdominal 


hysterectomy.  It  has  been  given  both  intravenously 
and  as  a rectal  suppository.  It  may  also  have  value 
in  dental  surgery  in  decreasing  the  incidence  of 
anaerobic  infections. 

Anaerobic  and  mixed  aerobic-anaerobic  infec- 
tions have  been  treated  successfully  in  a wide  variety 
of  conditions.  These  have  included  abdominal 
abscesses,  liver  abscesses,  wound  infections,  infected 
amputation  stumps,  lung  infections,  perirectal 
abscesses  and  phlegmon,  and  decubitus  ulcers. 

Despite  the  absence  of  in  vitro  activity,  metroni- 
dazole has  proved  to  be  effective  in  the  treatment  of 
“non-specific”  vaginitis  due  to  Gardnerella  vaginalis 
(formerly  known  as  Haemophilus  vaginalis) . There 
has  been  a significant  increase  in  the  incidence  of 
recovery  in  postpartum,  postoperative,  and  im- 
munosuppressed  (renal  transplant)  patients  suffer- 
ing from  infections  due  to  B fragilis. 

A recent  incidental  observation  may  be  of  great 
practical  value.  Metronidazole  has  been  found 
useful  in  reducing  the  odor  in  malodorous  malig- 
nant tumors  associated  with  fungal  infection. 

Another  recent  discovery  is  the  apparent  value  as 
a hypoxic  radiation  sensitizer  in  cancer  radiation 
therapy  to  potentiate  radiotherapeutic  killing  of 
hypoxic  cells  in  the  center  of  malignant  tumors. 
This  is  predicated  upon  its  ability  to  bind  to  critical 
sites  of  susceptible  cells. 

From  a drug  or  narrow  application,  metroni- 
dazole now  appears  to  have  a multitude  of  poten- 
tialities. It  may  be  that  this  recent  opening  up  of 
new  vistas  is  just  a beginning. 

SeebertJ.  Goldowsky,  MD  ■ 
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EDITOR’S  MAILBOX 


Treatment  of  Alcoholism 

To  the  Editor ; 

Doctor  Robert  Lewis’  review  of  “The  Alcoholic  Re- 
public” (RIMedJ  64  (6)  ; 295-296,  Jun  81)  was  an 
outstanding  piece.  The  influence  on  history  as 
wielded  by  alcohol  dependent  leaders,  American 
and  foreign,  recent  and  remote,  would  as  Doctor 
Lewis  put  it  be  an  “eye  opener”  were  it  not  for  the 
stigmata  that  prohibit  more  disclosure. 

1 should  like  to  register  more  optimism  than  1 
read  into  Doctor  Lewis’  assessment.  He  says  “most 
physicians,  even  those  who  primarily  treat 
alcoholism,  frequently  are  frustrated  by  the  poor 
cure  rate  and  the  high  relapse  rate.”  Most  of  us  do 
not  feel  the  cure  rate  in  alcohol  specific  treatment, 
ie  treatment  with  primary  focus  on  the  alcoholism, 
is  poor.  Indeed,  relapse  rates  are  significant  as  in 


Jejunoileal  Bypass 

To  the  Editor : 

I should  like  to  comment  regarding  the  editorial  by 
Doctor  Seebert  J.  Goldowsky  on  morbid  obesity 
and  also  tbe  paper  by  Doctor  Warren  W.  Erancis 
on  “Small  Bowel  Bypass  for  Morbid  Obesity” 
{RIMedJ  bA{l)  :341,  351-354,  Jul  81). 

I disagree  with  Dr.  Goldowsky’s  comments  con- 
sidering jejunoileal  bypass  as  a discredited  and  a 
generally  abandoned  operation.  I refer  him  to  a 
paper  in  the  Journal  of  Surgery,  Gynecology  and 
Obstetrics  (Surg  Gynecol  Obstet  150  (2)  ; 256-270, 
Feb  80).  I find  this  report  to  be  one  of  tbe  most 
comprehensive  ever  written  on  the  subject  of 
jejunoileal  bypass  for  the  treatment  of  morbid 
obesity.  It  puts  the  operation  and  its  results  in  the 
proper  perspective.  One  sentence  best  describes  the 
bad  press  given  to  jejunoileal  bypass:  “Despite  the 
low  incidence  of  liver  problems,  reports  of  several 
deaths  resulted  in  much  notoriety  and  encouraged 
many  less  adventuresome  surgeons  to  desert  the 
operation.” 


most  chronic  disease  states,  but  the  quality  of  life 
in  those  interested  in  recovery,  even  with  relapses, 
is  higher  than  in  the  collagen,  cardiovascular, 
cardiorespiratory,  and  even  some  of  the  psychiatric 
diseases.  All  physicians  working  in  the  disease  field 
wish  that  more  individuals  had  the  clean-cut 
diagnostic  paradigm  of  the  strep  throat  with  its 
incontrovertible  diagnostic  tests  and  its  specific 
cure  in  a limited  time. 

The  rewards  to  the  clinician  from  the  recovered 
alcoholic  are  great  — the  rewards  to  the  alcoholic 
person  of  a better  life  and  tbe  quality  of  that  life 
are  immeasurable. 

Roswell  D.  Johnson,  MD 


The  paper  by  Doctor  Francis  was  very 
interesting.  I accept  his  findings  and  understand 
his  conclusions  based  on  the  results  in  his  series, 
but  disagree  with  his  comments  regarding  small 
bowel  bypass  as  a dangerously  mediocre  operation. 

My  argument  is  not  that  everyone  should 
undertake  jejunoileal  bypass  as  his  standard 
treatment  for  morbid  obesity.  Rather,  every 
general  surgeon  interested  in  the  surgical 
treatment  of  morbid  obesity  should  keep  this 
procedure  in  his  armamentarium  as  an  equal 
partner  in  the  treatment  of  morbid  obesity,  along 
with  medical  treatment  and  possibly  gastric  bypass 
operations. 

Richard  L.  Testa,  MD 

(While  jejunoileal  bypass  for  morbid  obesity  re- 
mains the  operation  of  choice  in  a few  centers,  it 
has  generally  been  abandoned.  Ed.) 
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Future  of  the  Rhode  Island  Medical  Society 


To  the  Editor ; 

Again  the  Rhode  Island  Medical  Society  finds  itself 
facing  a financial  crisis.  It  is  very  apparent  that  the 
Society  cannot  carry  out  its  administrative  duties, 
maintain  its  buildings,  the  library,  and  the  Journal 
without  a significant  increase  in  dues.  It  has  been 
recommended  by  the  Council  that  the  future  dues 
would  be  $175  in  1981,  $225  in  1982,  $275  in 
1983,  and  $300  in  1984. 

If  all  current  and  future  members  of  the  Rhode 
Island  Medical  Society  do  feel  that  this  is  not  a 
burden,  there  is  no  need  for  study  at  this  time.  On 
the  other  hand,  the  AMA  has  experienced  a 10  per 
cent  decrease  in  membership  in  response  to  dues 
increases,  and  it  has  been  suggested  that  the  Rhode 
Island  Medical  Society  might  lose  5-10  per  cent  of 
our  membership  over  the  next  several  years.  In 
order  to  minimize  this  dues  increase  and  resulting 
loss  of  members,  it  is  being  suggested  that  a 5-10 
year  plan  be  developed.  It  is  anticipated  that  in  de- 
veloping this  plan  the  Society’s  priorities  would  be 
reexamined  and  changes  made.  The  following  is  a 
discussion  of  these  priorities  and  the  cost  of  these 
programs  based  on  the  cost  analysis  presented  at  the 
August  1981  Council  meeting. 

A dministrative 

Perhaps  one  of  the  main  purposes  of  the  Society  is  to 
represent  the  physicians  of  the  state.  The  Society 
has  interfaces  with  many  different  organizations, 
the  most  frequent  being  those  with  the  General 
Assembly,  Blue  Cross  and  Blue  Shield,  other 
medical  societies,  and  the  Joint  Underwriting  Asso- 
ciation QUA).  In  order  to  carry  on  these  activities 
we  require  a staff  that  can  help  formulate  and  carry 
out  our  policy  decisions,  and  a central  office  to  keep 
the  membership  together  and  informed.  Our 
current  staff  and  work  space  seem  to  be  capable  of 
carrying  out  this  role. 

Annual  Meeting 

Currently  each  May  the  Society  has  a scientific 
meeting,  followed  by  the  Annual  Meeting,  a guest 
speaker,  and  a dinner.  The  attendance  at  these 
scientific  meetings  has  not  been  high.  Reasons 
which  may  account  for  the  poor  attendance  are  the 
time  of  day  the  events  are  held  and  the  fact  that 
many  physicians  are  attending  specialty  society  con- 
gresses, or  are  engaged  in  other  activities.  The 
deficit  from  the  1981  Annual  Meeting  was  about 


$7000,  part  of  wbicb  was  for  a band  that  sat  on  the 
sidelines  because  of  tbe  long  speaking  program. 
This  is  not  to  suggest  that  the  Society  withdraw  from 
continuing  medical  education  or  that  we  discon- 
tinue the  Annual  Meeting.  However,  from  a 
personal  point  of  view  I have  found  that  the  scien- 
tific meeting  was  not  scheduled  at  a convenient  time 
and  that  the  format  of  the  Annual  Meeting  was  so 
boring  that  many  attending  for  tbe  first  time  said 
“never  again.”  If  the  Society  wishes  to  continue  in 
the  same  format,  that  is  fine  if  these  functions  are 
financially  self-sufficient.  I think  the  leadership  of 
the  Society  will  find  it  difficult  to  sell  a dues  increase 
and  maintain  the  extravagant  Annual  Meeting 
which  seems  to  have  little  scientific  meaning  for  the 
average  Rhode  Island  physician.  Personally,  I 
would  like  to  see  the  Annual  Meeting  streamlined, 
and  built  around  topics  that  are  more  meaningful. 

Rhode  Island  Medical  Society  Building 

The  AMA  some  years  ago  conducted  a study  of  the 
Rhode  Island  Medical  Society.  It  recommended 
that  the  Society  give  up  most  of  the  space  it  now 
occupies.  Although  my  personal  contact  with  other 
medical  societies  is  limited,  it  has  been  my  observa- 
tion that  both  the  Michigan  and  Virginia  Medical 
Societies  utilize  less  space  than  we  do,  and  in  light  of 
their  large  memberships  they  use  relatively  much 
less  space. 

Let  us  consider  alternatives.  The  auditorium  is 
used  for  quarterly  meetings  of  the  House  of 
Delegates  and  for  a few  other  meetings.  An 
auditorium  could  certainly  be  procured  for  these 
meetings.  It  is  my  feeling  that  the  AMA  report  be 
reviewed  and  serious  consideration  be  given  to  im- 
plementing their  recommendations. 

Library 

This  issue  is  now  being  reconsidered.  After  lengthy 
debate  two  years  ago  it  was  voted  to  maintain  the 
status  quo.  Some  of  the  pros  and  cons  for  keeping 
the  library  are  listed. 

Reasons  for  keeping  the  Library:  1.  by  retaining 
the  Library  we  maintain  a tax-free  status  for  the 
entire  building,  2.  the  Library  bas  been  utilized  by 
tbe  membership,  3.  the  Library  is  a depository  of 
many  old  texts,  which  may  have  considerable 
value,  and  4.  the  Library  preserves  the  Society’s 
journals. 
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Reasons  for  discontinuing  the  Library : 1 . direct 
costs,  such  as  binding,  2.  indirect  costs  - the  costs 
of  maintaining  a large  building  (electricity,  heat) , 
and  3.  the  Library  distracts  from  the  Society’s 
major  priorities.  (One  need  only  to  review  the 
numerous  Council  debates  on  this  subject.)  There 
are  several  choices  available:  1.  close  the  Library 
and  sell  the  books  and  other  collections,  2.  transfer 
the  Library  to  Brown  University,  or  3.  reduce  the 
size  and  scope  of  the  Library. 

It  is  my  personal  observation  that  the  Library  has 
on  its  shelves  many  volumes  that  have  not  circulated 
and,  looking  to  the  future,  probably  won’t 
circulate.  It  seems  that  the  Library  is  serving  a very 
few  members  of  our  Society  and  seems  to  be 
diverting  money  and  energy  from  the  main  goal  of 
the  Society. 

Rhode  Island  Medical  Journal 

The  Publications  Committee  has  reorganized  the 
Journal  and  sought  more  advertising  to  increase 
Journal  income.  Also,  the  Journal  has  become 
more  current,  and  therefore  does  provide  current 
information  to  our  members. 

Cooper  Property 

The  Council  has  found  that  the  cost  of  maintaining 
this  property  exceeds  the  income  and  has  decided  to 
sell  this  property. 

Computer 

For  the  past  several  years  each  president  of  the 
Society  has  been  faced  by  a financial  crisis.  Some  of 


these  have  been  real,  but  others  were  created  by  the 
fact  that,  with  the  changes  in  personnel  in  the 
positions  of  treasurer  and  executive  director,  the 
Society  did  not  really  know  its  financial  status. 

Again,  if  one  reviews  the  Council  minutes,  it 
becomes  painfully  obvious  that  the  Society  has 
been  crippled  by  poor  fiscal  management.  It  is 
recommended  that  the  Society  computerize  its 
accounts  so  that  future  presidents  will  be  able  to 
obtain  current  and  accurate  accounting. 

Also,  once  computerization  begins,  it  is 
anticipated  that  the  Rhode  Island  Medical  Society 
would  carry  out  dues  collection  functions  for 
specialty  and  subspeciality  societies  in  keeping  with 
its  state  medical  society  leadership  role. 

In  summary,  I recommend  that  a planning 
committee  be  formulated  to  consider  these  cost- 
saving measures : 1 . sell  the  Cooper  House  property, 
2.  implement  the  AMA  recommendation  of  selling 
or  leasing  the  current  Rhode  Island  Medical  Society 
building,  3.  reduce  the  role  of  Library,  4.  review  the 
purpose  and  the  costs  associated  with  the  Annual 
Meeting,  and  5.  implement  the  computer  program. 

It  is  my  hope  that  by  instituting  these  cost-saving 
devices,  future  dues  increases  can  be  minimized  and 
the  membership  of  the  Rhode  Island  Medical 
Society  increased. 

Charles  P.  Shoemaker,  MD,  FACS 

Vice  Speaker  of  the  House  of  Delegates  ■ 
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BOOK  REVIEW 


“The  Invention  of  the  Modern  Hospital:  Boston  1870-1930” 

by  Morris  J.  Vogel.  Chicago.  University  of  Chicago  Press,  1980. 


This  small  volume,  actually  a monograph,  describes 
the  development  of  the  modern  hospital  from  the 
post-Civil  War  period  to  the  era  before  World  War 
II.  Tbe  author,  who  teaches  history  at  Temple  Uni- 
versity in  Philadelphia,  does  not  explain  why  he 
chose  Boston  to  exemplify  the  metamorphosis  of  the 
traditional  charity  hospital  of  the  19th  Century  to 
the  scientific  focus  of  medical  practice  which  the 
modern  hospital  represents.  This  reviewer  spent  his 
formative  years  in  medicine  in  Boston  during  the 
latter  years  of  this  study  period  and  enjoyed  the 
nostalgic  memories  which  it  evokes. 

While  the  history  formally  begins  with  tbe  open- 
ing of  the  Boston  City  Hospital  in  1864,  there  is 
actually  a quick  review  of  the  period  from  the 
founding  of  the  Massachusetts  General  Hospital  in 
1811. 

Hospitals  were  initially  pest  houses  or  refuges  for 
the  impoverished  sick  and  unfortunate.  As  Boston 
became  a center  of  wealth  based  on  tbe  China  trade 
and  later  tbe  vast  textile  industry,  the  hospitals 
became  a paternalistic  means  for  the  aristocratic 
rich  to  care  for  their  sick  and  injured  employees  and 
their  families.  Only  the  poor  went  to  hospitals  for 
treatment.  The  well-off  and  affluent  were  treated  in 
their  homes.  Around  the  turn  of  the  century  a 
scattering  of  private  hospitals  appeared  as  occurred 
in  Rhode  Island.  The  first  real  private  pavillion,  the 
Phillips  House,  was  not  opened  until  1917  as  part  of 
the  Massachusetts  General  Hospital.  Even  among 
the  poor,  sickness  was  considered  as  something  a 
little  shameful.  Patients  with  tuberculosis,  syphilis, 
and  alcoholism  in  the  early  days  either  were  not 
admitted  at  all  or  were  required  to  pay. 

The  drastic  changes  that  were  to  take  place  the 
author  has  termed  “Hospitalizing  of  the  Middle 
Classes.” 

The  medical  staffs  were  composed  almost 
exclusively  of  Boston  Brahmins.  The  hospitals 
provided  for  them  a means  of  improving  their 
medical  skills  and  reputations  and  of  attracting 


private  patients.  They  were,  of  course,  not  paid  as 
virtually  all  hospital  patients  were  charity  cases. 

Boston  claimed  many  famous  doctors  and  was 
the  site  of  the  first  formal  demonstration  of  ether 
anaesthesia  at  the  Massachusetts  General  Hospital. 
Yet,  toward  the  turn  of  the  century  it  was  becoming 
clear  that  the  standards  of  scientific  medicine  and 
teaching  were  not  adequate.  In  1893  surgeon 
Maurice  Howe  Richardson  wrote:  “We  hear 
nothing  but  the  John  (sic)  Hopkins  Hospital  and 
what  they  do  there.” 

This  dissatisfaction  with  the  local  scene,  and  the 
vigorous  efforts  of  President  Charles  Eliot  of 
Harvard  to  upgrade  the  standards  at  Harvard 
Medical  School,  culminated  in  the  opening  of  the 
new  Harvard  Medical  School  complex  in  Boston  in 
1906  and  of  the  Peter  Bent  Brigham  Hospital  in 
1913,  the  first  university  hospital  in  Boston. 
Although  nominally  an  affiliated  hospital,  its 
virtual  incorporation  into  the  University  structure 
was  a landmark  event.  The  Massachusetts  General 
Hospital  had  had  from  the  beginning  a close  affilia- 
tion with  the  medical  school.  Its  staff  had  been 
faculty-members,  and  it  bad  been  used  for  teaching 
medical  students.  The  new  type  of  academic  affinity 
went  a long  way  toward  recapturing  for  the  medical 
school  its  world  class  stature,  the  loss  of  which  had 
worried  Maurice  Richardson  and  Charles  Eliot. 

The  opening  of  Carney  Hospital,  and  later  of  St. 
Elizabeth’s  as  a conscious  effort  on  the  part  of 
William  Cardinal  O’Connell  to  introduce  ethnic 
and  religious  components,  further  advanced  the 
democratization  of  the  hospital  system.  Almost  the 
final  act  in  this  progression  to  1930  was  the 
founding  of  Beth  Israel  Hospital  in  Roxbury  in  1915 
and  its  eventual  move  to  its  new  building  on  Brook- 
line Avenue  in  1928  as  a full-fledged  teaching 
hospital  in  the  Harvard  Medical  complex. 

As  the  author  states,  important  social  factors,  in 
addition  to  the  emergence  of  scientific  medicine, 
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“helped  make  hospitalization  an  appropriate 
recourse  in  illness  and  accident.”  To  justify  his  use 
of  Boston  as  an  exemplar  of  the  process,  he  quotes 
Oliver  Wendell  Holmes,  poet  and  the  quintessence 
of  Boston  Brahmin  physicians:  “To  write  of  ‘Medi- 
cine in  Boston’  is  not  unlike  writing  of  the  tides  in 


Boston  harbor.  Boston  is  a fraction  of  the  civilized 
world,  as  its  harbor  is  part  of  the  ocean.”  The  book 
can  be  recommended. 


SeebertJ.  Goldowsky,  MD  ■ 
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Fiske  Fund  Prize  Dissertation 

1981 

The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  for  the  Prize  Dissertation  of  1981  ; 

Possible  Financial  and 
Medical  Solutions  to  the 
Medicaid  Problem 

The  awarding  of  prizes  and  the  amounts  are  made  at  the  dis- 
cretion of  the  Trustees.  Awards,  if  any,  may  vary  from  a minimum  of 
$200  to  a maximum  of  $1,000.  The  dissertation  particularly  will  be 
graded  on  the  basis  of  original  work  by  the  author.  The  competition 
is  not  restricted  to  physicians.  Each  competitor  for  the  premium  is 
expected  to  conform  with  the  following  regulations : 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
fifteenth  day  of  December,  1981,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a sealed 
envelope  bearing  the  same  motto  inscribed  on  the  outside  with  his 
name  and  address  within.  The  author’s  name  should  appear  on  the 
title  page  of  the  manuscript. 

Previous  to  receiving  the  premium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right,  title 
and  interest  in  and  to  the  same,  for  the  use,  benefit,  and  advantage 
of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  ones,  will  be  returned  to 
the  authors. 

The  dissertation  must  be  typewritten,  double  spaced  on  standard 
typewriter  paper  and  should  not  exceed  10,000  words. 

TRUSTEES,  CALEB  FISKE  FUND 
RHODE  ISLAND  MEDICAL  SOCIETY 

Secretary 

Miss  Judith  Zimmer  Charles  E.  Millard,  M.D. 

106  Francis  Street  Melvin  D.  Hoffman,  M.D. 

Providence,  RI  02903  William  F.  Varr,  Jr.,  M.D. 


Paperwork  Isn’t  Just  a Problem  For  Doctors 
Anymore.  It’s  An  Epidemic.  And  There’s 
Every  Indication  That  It’s  Going  To  Get  Worse. 


At  IIAK'I'OK  Systems  we  have  the  solution  to  solving  the  billing,  bookkeeping,  and  management 
information  needs  for  medical  practices  of  all  sizes  and  specialties.  The  Medical  Office 

Management  System  automates  most  of  the  repetitive  manual  tasks  and  provides  you  with  the  ability  to 
improve  patient  care  without  increasing  personnel  requirements. 


The  Medical  Office  Management  System  features: 

• Automatic  Insurance  Form  Preparation 

• Automatic  Weekly  or  Monthly  Patient  Statements 

• Patient  Follow-up  and  Automatic  Recall 

• Automatic  Accounts  Receivable  Aging  Report  by  Patient  and 
Insurance  Carrier 

• Daily  Reporting  and  Cash  Receipts 

• Physician  Productivity  and  Practice  Analysis  Reports 

• Automatic  Recording  and  Accounting  of  each  Patient  Visit 

• Automatic  Assignment  of  Patient  Account  Number 

• Automatic  Procedure  Pricing  — Eliminates  Error 

• Simple  Inquiry  into  Patient  Records  — Alphabetic  or  Numeric 

• Consistent  Format  through  Menu-Driven  Screens 

• Detailed  Start-up  Assistance 

• Thorough  Training  of  Office  Staff 

• Superior  Texas  Instruments  Hardware 

• Reliable  Texas  Instruments  Maintenance 

• Continuing  Future  Support 


IIAN'I'dK’s  Medical  Office  Management  System  is  designed  to  provide  your  practice  with  an  effective 
method  for  solving  your  medical  information  processing  requirements  and  provides  you  with  the 
proper  tools  to  meet  today’s  demands  of  medical  office  management. 


DON’T  S ACTUAL  DEMONSTRATION 

o£  the  IIAK'I'OK  M«iica!  Office  Management  System  in  operation  with  the  latot 
Texas  Instruments  amaputers. 

Attend  our  special  show  and  learn  how  you  can  become  a charter  member  in  a new 
local  Medical  Office  Management  Group  ...  an  exciting  new  concept  with 

far- reaching  profit  potentiaL 

MARRIOTT  INN,  Charlie  ^ Orms  Sfc.,  Providence,  R*  L 
Wednesday,  Nov,  4th,  3?00  PM 


It’s  Sad  When  You  Have  To  Spend  More  Time 
With  Paperwork  Than  With  Patients! 
Here’s  The  Remedy! 


Featuring  Texas  Instruments  DS990  Integrated  Family  Of  Computers 


CaMPUTER  SYSTEMS 

151  Lavan  St.,  Warwick,  R.  I.  02888 
Tel.  (401)  467-2050 

NAME 

ADDRESS 


□ Yes,  I’ll  be  attending  your  show 

□ I’m  bringing  along associate(s) 

□ Sorry,  can’t  make  it,  but  keep  me  posted! 


CITY STATE ZIP 

TELEPHONE BEST  TIME  TO  CALL 


I 
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Surgery  For  Head  and  Neck  Cancer 


It  Is  Desirable  To  Minimize  Certain  Prejudices 
Regarding  Treatment  Options 


Leonard  J.  Triedman,  MD 


The  general  principles  of  management  of  malig- 
nant disease  do  not  vary.  We  aim  for  the  highest 
cure  rates  or  best  palliation  with  the  least 
morbidity,  pain,  and  suffering.  Minimal  loss  of 
function,  an  acceptable  aesthetic  appearance,  and 
the  prevention  of  short-term  and  long-term 
complications  is  our  goal.  Survival,  in  the 
management  of  head  and  neck  cancer,  must  be 
measured  both  in  terms  of  quality  as  well  as 
quantity  of  life.  Since  quality  and  quantity  of  life 
may  often  be  competing  outcomes  in  the  treatment 
of  this  disease,  controversy  exists  regarding  appro- 
priate treatment  modalities.  It  is  this  condition 
which  primarily  will  be  addressed  by  this  paper.  It 
shall  discuss  the  features  of  this  disease  and  the 
advantages  and  disadvantages  of  various  manage- 
ment protocols,  and  I hope  to  minimize  certain 
prejudices  regarding  treatment  options. 

Squamous  cell  carcinoma  of  the  head  and  neck 
presents  several  biologically  unique  features  which 
bear  not  only  on  the  progress  and  prognosis  of  the 
tumor,  but  also  on  the  most  appropriate  form  of 
management.  It  is  primarily  a lymphangioinvasive 
disease,  multifocal  in  nature,  and  a disease  of 
mucous  membranes  rather  than  of  a specific 
locale.  Since  the  majority  of  head  and  neck  cancers 
metastasize  in  a hematogenous  manner  only  late  in 
their  course,  control  of  the  disease  “above  the 
clavicle”  motivates  our  primary  therapeutic  efforts. 


Leonard  J.  Triedman,  MD,  Assistant  Professor  of 
Surgery,  Brown  University,  Providence,  Rhode 
Island;  Chief  Head  and  Neck  Sendees,  The 
Miriam  Hospital,  Providence,  Rhode  Island. 


Proper  tumor  management  is  dictated  by  several  ‘ 
features  of  both  tumor  and  host.  The  disease  tends! 
to  recur  both  locally  and  regionally  rather  than 
disseminate  early  in  its  course.  Host  treatment! 
affects  the  basic  human  functions  of  breathing,  j 
talking,  chewing,  and  swallowing,  and  may  i 
adversely  affect  the  patient’s  appearance.  The  1 
patient  population  must  also  be  considered.  Long-  j 
term  abuse  of  alcohol  and  tobacco  are  high  among  I 
the  risk  factors  for  head  and  neck  cancer.  In  our 
experience,  many  in  this  group  are  uncooperative, 
psychologically  unstable,  malnourished,  and  i 
immunosuppressed.  All  factors  must  be  assessed  in  ; 
the  determination  of  an  appropriate  treatment  j 
plan.  ! 

Squamous  cell  cancer  of  the  head  and  neck  is  ; 
responsive  to  several  therapeutic  modalities  < 
surgery,  irradiation,  chemotherapy,  and  immuno-  j 
therapy.  Each  has  a role.  Surgery  and  radiotherapy,  | 
the  only  modalities  which  at  present  have  the  poten-  [ 
tial  to  provide  a cure,  are  directed  primarily  at  the  ! 
control  of  local  and  regional  disease.  Chemotherapy  : 
and  immunotherapy  have  been  used  primarily  in  an  ■ 
adjunctive  or  palliative  setting.  Because  of  the  effec-  ! 
tiveness  of  each  of  these  modalities  in  certain  clini- 
cal situations,  it  is  appealing  to  treat  the  disease  in  a ! 
multidisciplinary  manner.  This  approach,  as  will  be 
discussed  later,  seems  to  have  considerable  merit.  i 
Still,  we  must  be  certain  that  the  use  of  the  multiple 
therapeutic  modalities  increases  the  control  of  the 
disease  and  rate  of  survival,  and  does  not  merely 
add  to  the  complications  of  tumor  management. 

As  mentioned,  with  the  present  state  of  the  art, 
surgery  and  radiotherapy  are  the  only  therapeutic 
options  for  the  cure  of  the  disease.  I should  like  to 
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emphasize  that,  in  order  to  compare  these  two 
modalities,  one  must  compare  surgical  therapy  and 
radiotherapy  of  equal  competence  and  intent,  ie 
radiotherapy  for  cure,  as  opposed  to  adjunctive 
radiotherapy.  We  are  interested  in  selecting  from 
these  options  to  effect  management  and  control  of 
the  local  and  regional  disease,  thus  attaining  a satis- 
factory cure  rate  with  the  least  morbidity  and  mor- 
tality. In  general,  local  control  of  the  primary  lesion 
is  approximately  the  same  for  both  surgery  and 
radiotherapy.  Problems  with  the  surgical  approach 
usually  relate  to  the  cells  which  persist  at  the 
margins  of  the  resection.  Radiotherapy  has  its 
problems  with  cells  at  the  hypoxic  center. 
Multimodality  treatment  is  often  efficacious,  pro- 
viding better  control  of  the  disease.  Studies  now  in 
progress  on  adjunctive  treatment  with  drug  and 
immunopotentiating  agents  are  also  encouraging. 

In  comparing  control  rates  of  the  two  primary 
treatment  modalities  it  is  difficult  to  find  prospec- 
tive randomized  series.  Most  reviews  in  the  litera- 
ture are  biased  and  rely  on  historical  controls  or 
other  reported  series.  Malignant  disease  of  the 
head  and  neck  is  not  a common  diagnosis,  and 
since  its  behavior  is  very  dependent  on  its  anatomi- 
cal location,  good  statistically  sound  analyses  of 
results  are  difficult  to  come  by.  Statistics  which  are 
available  from  large  series  comparing  the  two 
primary  treatment  modalities  reveal,  in  general, 
similar  control  rates  for  early  smaller  lesions  (T1 
T2)  with  somewhat  improved  local  surgical  control 
in  the  later  lesions  (T3  T4)  where  size  and  depth 
are  greater. Secondary  surgical  control  of  radia- 
tion failures,  even  in  this  less  favorable  group, 
tends  to  approximate  the  control  rates  though  the 
postsurgical  complications  in  this  group  represent 
great  hazard.®'^ 

In  the  best  prospective  randomized  controlled 
series  Hintz®  and  his  group  at  the  University  of 
Miami  largely  confirm  the  results  of  previously 
mentioned  retrospective  series.  Primary  radiation 
controlled  thirty-five  per  cent  of  the  cases,  surgery 
thirty-nine  per  cent,  and  preoperative  radiation 
and  surgery  forty-four  per  cent  in  a modest-sized 
series  of  advanced  primary  lesions.  Surgical  salvage 
of  the  radiation  failures  evened  the  first  two 
groups.  Although  the  addition  of  preoperative 
radiation  slightly  improved  local  control,  five  year 
survivals  were  not  changed.^  Prospective  random- 
ized studies  of  Ketcham,  Marchetta,  et  of  com- 
bined surgery  and  radiotherapy  in  the  advanced 
squamous  cell  cancers  of  the  upper  aerodigestive 
tract  confirm  what  many  others  have  shown.  Local 
control  seems  slightly  improved,  but  survival  rates 


are  not  altered  and  distant  metastases  may  in  fact 
be  increased  in  the  group  given  preoperative 
adjunctive  radiation. 

Surgical  and  Radiotherapeutic  Treatment 
of  Head  and  Neck  Carcinoma 

Given  this  information,  which  is  the  preferred 
modality  in  the  therapeutic  marketplace?  When 
there  is  little  difference  in  the  rates  on  control  and 
survival,  questions  of  aesthetics,  function,  safety, 
and  cost  become  important. 

Today  surgeons  feel  comfortable  and  competi- 
tive in  all  of  these  concerns.  We  are  well  aware  of 
our  liabilities  and  have  made  great  efforts  to 
remedy  them  when  possible.  Now  the  surgeon  must 
overcome  prejudices  of  both  patient  and  referring 
physician  in  favor  of  radiotherapy.  It  is  often 
psychologically  easier  to  face  a little  radiation 
exposure,  which  leaves  no  immediate  and  obvious 
scars,  and  to  assume  that  the  result  is  more 
pleasing  and  palatable  than  surgery  for 
management  of  the  disease.  There  is  also  the  pre- 
vailing opinion  that  the  surgeon  can  salvage  a 
radiation  failure. 

Examining  the  four  factors  mentioned  above,  we 
find  that  these  prejudices  against  surgical  therapy 
are  unfounded.  How  do  we  manage  the  patient 
aesthetically?  Surgery  of  the  intra-oral  malignant 
lesion  certainly  has  the  potential  to  deform.  During 
the  past  one  or  two  decades,  the  routine  use  of 
rotation  flaps,  myocutaneous  island  flaps,  man- 
dible-sparing procedures,  and  planned  and  well- 
conceived  surgery  allow  us  to  present  a favorable 
aesthetic  result  along  with  local  control.  Main- 
taining integrity  of  the  mandible  is  most  impor- 
tant. Diagnostic  modalities  such  as  bone  scan  help 
in  saving  the  mandible. 

Attention  must  be  directed  to  function  as  well. 
Certainly  if  a patient  can  retain  use  of  his  larynx, 
continue  to  eat,  swallow,  and  attain  the  same 
control  as  with  primary  radiation  treatment, 
surgery  is  perfectly  reasonable  and  desirable.  At 
the  present  time,  with  the  addition  of  conservative 
procedures  after  preoperative  radiation  alone  and 
the  careful  utilization  of  frozen  section  margins  in 
the  operating  rooms,  function  can  frequently  be 
retained.  Often  the  compromise,  in  order  to 
“retain  the  function”  by  use  of  radiotherapist, 
results  in  a subsequent  complicating  and  frequently 
failing  salvage  procedure  by  the  surgeon.  Although 
it  is  occasionally  true  that  the  secondary  surgery 
may  salvage  a radiation  failure,  the  resulting 
functional  disability  is  frequently  greater  than  and 
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the  reconstructive  procedures  more  difficult  and 
less  satisfactory  than  with  primary  surgery. 

What  about  safety  of  surgery?  All  surgical  series 
demonstrate  that  radical  neck  dissection  carries  a 
less  than  one  per  cent  mortality.  Even  extended 
combined  procedures  with  or  without  resection  of 
the  mandible  in  a frequently  malnourished  group 
of  patients  are  accomplished  with  a minimum  of 
postoperative  problems.  The  availability  of  blood 
banks,  antibiotics,  and  nutritional  measures  such 
as  hyperalimentation  and  enteric  feeding  all  make 
this  surgery  extraordinarily  safe  and  relatively  free 
of  major  complications  when  performed  carefully 
by  experienced  surgeons.  The  substitution  of  a 
radiation  failure  changes  the  ground  rules  and 
results  considerably. 

What  about  cost?  And  time?  The  post-surgical 
problems  are  easy  to  identify  and  predict.  Surgery 
is  well  tolerated,  and  the  hospitalization,  unless 
multiple  reconstructive  procedures  are  necessary, 
tends  to  be  brief. 

In  contrast,  the  radiotherapist  faces  his  compli- 
cations not  only  in  the  immediate  period,  but  over 
a lifetime.  Radiation  effect  to  the  skin  leads  to 
erythema  and  may  progress  from  a dry  to  wet 
epidermatitis.  Even  many  years  later,  the  irradi- 
ated area  is  markedly  susceptible  to  exposure 
to  sunlight.  The  nutrition  of  the  skin  is  poor. 
Minimal  trauma  may  lead  to  necrosis  and  chronic 
indolent  ulcers,  which  frequently  require  surgical 
excision  and  a full-thickness  skin  graft.  If  surgery  is 
necessary,  potential  breakdown  is  a problem. 
Mucous  membranes  are  also  markedly  affected. 
The  frequent  continued  association  of  tobacco  and 
alcohol  markedly  accentuate  the  normally  induced 
radiation  edema.  Loss  of  taste  and  smell  are 
associated  with  dry  mouth  and  throat,  dysphagia, 
and  trismus.  The  dry  mouth,  taste  loss,  and  ten- 
acious secretions  may  last  for  several  months  or 
longer. 

Decay  of  teeth  is  frequently  seen,  either  from 
radiation  to  the  teeth  or  the  alveolar  bed.  Altera- 
tions of  the  amount  and  the  chemical  characteris- 
tics of  saliva  are  found.  The  patient  is  always  at 
risk  for  radioosteonecrosis,  and  there  is  frequently 
dead  bone.  If  radioosteonecrosis  becomes  infected, 
it  almost  always  becomes  painful  suppurative 
osteomyelitis.  The  associated  pain  frequently  leads 
to  narcotic  addiction. 

Another  theoretical  consideration  makes  radia- 
tion therapy  more  hazardous.  Numerous  studies 
have  indicated  that  in  the  markedly  immunosup- 


pressed  patient  radiotherapy,  either”  *^  preopera- 
tive, postoperative,  or  therapeutic  alone,  has  a 
further  immunosuppressive  effect.  Chretion^"  and 
others  at  the  National  Institutes  of  Health  have 
demonstrated  by  reactivity  to  DCNB  and  other 
recall  antigens  that  anergy  is  frequently  associated 
with  head  and  neck  cancer.  The  anergic  group 
were  cured  less  than  one  third  as  often  as  those  who 
were  fully  immunocompetent.  Considerable 
investigative  effort  is  being  directed  at  reconstitut- 
ing the  patient’s  immune  system  as  well  as  poten-  ! 
tiating  it  in  the  hope  that  cure  rates  will  be  im- 
proved.*"' While  all  commonly  used  treatment 
modalities  appeared  to  affect  the  immunocompe- 
tence,  radiation  therapy  appeared  to  produce  the 
most  adverse  effects.  This  may  well  explain  why  the 
addition  of  local  radiation  therapy,  although 
favoring  the  local  control,  may  encourage  distant 
dissemination  of  disease. 

Other  problems  are  the  development  of  radia- 
tion carcinoma  in  the  site  of  the  chronic  scar  or 
radiation  burn.  Often  the  radiation  carcinoma 
occurs  with  no  history  of  acute  problem  after  latent 
period  of  twenty  to  thirty  years. 

Although  for  the  primary  patient  the  surgeon  is 
able  to  predict  quite  accurately  the  final  result  of 
surgery  and  start  treatment  with  dispatch,  treat- 
ment of  patients  with  radiation  sequelae  is  much 
more  difficult  and  hazardous.  Poor  blood  supply, 
frequent  infection,  and  a high  incidence  of  failure 
are  often  encountered.  Fistulae  with  saliva  under 
the  skin  flaps,  necrotizing  infection,  skin  slough, 
and  subsequent  carotid  blowout  are  all  too 
common  and  harrowing  experiences  for  those 
dealing  with  radiation  failures.  Thus,  the  sugges- 
tion that  the  surgeon  can  often  salvage  a radiation 
failure  is  often  literally  true  only.  It  is  indeed  a 
“salvage”  operation  and  less  satisfactory  than 
primary  surgical  treatment.  The  complications 
related  to  this  endeavor  are  frequently  horrendous 
and  life-threatening,  and  the  subsequent  results  less 
desirable. 

There  are  certain  other  features  of  surgery  which 
favor  its  widespread  use  as  the  preferred  modality 
of  treatment  of  this  disease:  1)  Surgery,  unlike 
radiotherapy,  accurately  determines  both  the 
histology  and  the  stage  of  the  disease.  Tumor 
margins  and  routes  of  spread  are  well  defined  by 
multiple  biopsies  and  study  of  tumor  margins  while 
surrounding  tissues  are  spared.  2)  The  necrotic 
hypoxic  center  of  the  tumor,  resistant  to  radio- 
therapy, is  easily  excised.  3)  Surgery  is  rapid, 
usually  well  tolerated,  and  the  defect  remaining  is 
predictable.  Procedures  to  restore  the  mandible 
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and  to  reconstruct  in  a planned  manner  with  the 
i use  of  soft  tissue,  flaps  and  hone  are  a well 
integrated  part  of  the  surgeon’s  armamentarium. 

' 4)  Even  in  cases  where  radiotherapy  is  [)lanned  as 
the  primary  treatment  modality,  surgery  under 
anesthesia  is  often  required  to  deal  with  the 
problems  of  nutrition  and  respiration.  Aspiration 
' and  respiratory  obstruction  following  radiation 
therapy  may  require  tracheostomy.  Feeding 
gastrostomy  and  jejunostomy  often  complement 
the  best  and  most  effective  radiotherapy. 

‘ Indications  for  Surgery 

I have  reviewed  the  unique  features  of  surgery  and 
' its  advantages.  Many  of  these  may  be  challenged 
by  our  radiotherapeutic  colleagues.  Still  there  are 
‘ some  relative  and  absolute  indications  for  surgery. 

1)  Premalignant  and  in-situ  lesions  are 
completely  curable  by  excision.  There  is  no  reason 
to  add  the  local  use  of  radiotoxicity  here. 

j 2)  Removal  of  early  carcinomas  in  accessible 
I areas  is  less  painful,  time-consuming,  and  cost- 
effective.  Surrounding  normal  tissue  is  not 
disturbed. 

I 3)  Exophytic,  slowly  growing  lesions  of  low  histo- 
' logic  grade  are  amenable  to  surgical  extirpation. 

4)  Late,  bulky  carcinomas  with  a necrotic 
hypoxic  center  fare  better  with  surgery.  Combined 
treatment  for  tumors  with  uncertain  margin  and 
extensive  infiltration  may  offer  the  best 
I opportunity  for  control. 

! 5)  Direct  invasion  of  the  maxilla  or  mandible  by 

the  tumor  strongly  favors  the  use  of  surgery. 
Radiotherapy  may  be  helpful  as  a pre  or  post- 
operative adjunct,  hut  tumoricidal  doses  to  bone 
raise  the  high  possibility  of  subsequent  osteone- 
crosis. 

6)  Although  there  are  many  cases  where  radia- 
tion therapy,  surgical  therapy,  or  both  may 
produce  the  same  results  in  the  area  of  the  primary 
lesion,  radiation  therapy  as  a primary  management 
for  clinically  palpable  lymph  nodes  does  not  seem 
to  be  as  satisfactory  as  surgery  in  general.  Lymph 
nodes  of  greater  than  3 cm  in  diameter,  those  that 
are  fixed,  and  those  that  occur  at  multiple  levels 
are  not  easily  sterilized  by  radiation  alone. 
Addition  of  radiation  and  surgery  may  yield  better 
local  and  regional  results  than  surgery  alone. 

7)  Adenocarcinomas,  soft  part  sarcomas  about 
the  head  and  neck,  and  melanomas  are  notably 
radioresistant  and  respond  better  to  surgical  treat- 
ment. 


8)  H the  i^aticnt  is  malnourished,  has  poor 
dental  hygiene,  and  continues  to  smoke  or  drink, 
surgery  is  the  jtreferred  method  of  management. 
Continued  tobacco  exposure  multiplies  the  risk  of 
recurrence  ten  fold,  and  radiation  may  mask 
recurrences.  Subsequent  treatment  of  a second 
primary  lesion  in  a previously  irradiated  area  is 
extremely  difficult  and  fraught  with  complications. 
Psychological  instability  in  a patient  who  will  not 
follow  the  radiotherapeutic  treatment  plan  strongly 
suggests  surgery  as  the  most  logical  method  of 
management. 

Conclusion 

Recommendations  for  overall  treatment  should 
be  individualized  to  the  patient,  the  tumor,  and 
the  available  facilities.  Treatment  must  be  directed 
at  control  of  the  primary  tumor  and  the  regional 
lymph  nodes  with  the  least  possible  loss  of  function 
and  self-image.  Surgery,  or  surgery  with  preopera- 
tive adjunctive  radiotherapy,  offers  the  patient 
slightly  higher  rates  of  control  thar;  radiotherapy 
alone  in  most  head  and  neck  lesions.  Surgery  also 
allows  for  considerably  more  control  and 
predictability  of  future  complications  of  treatment, 
while  modern  reconstructive  techniques  limit  or 
eliminate  the  former  sacrifice  of  facial  aesthetics 
and  function.  Although  radiation  failures  become 
the  province  of  the  surgeon  and  some  of  these 
patients  may  be  salvaged,  salvage  is  frequently  at 
great  cost.  Many  problems  can  be  avoided  by  com- 
prehensive, aggressive,  and  primary  surgical  man- 
agement. 

A recent  survey  sponsored  by  the  American 
Cancer  Society  of  public  attitudes'®  toward  cancer 
indicates  that  the  public  associates  differing 
advantages  and  disadvantages  with  various  types  of 
cancer  treatment.  None  of  the  cancer  treatments  is 
considered  optimal  yet.  Surgery  is  viewed  as  the 
most  effective  by  eighty  per  cent  as  compared  to 
fifty  seven  per  cent  for  radiotherapy.  By  a forty  to 
twelve  margin,  radiation  therapy  is  believed  to 
produce  significant  complications  when  compared 
to  surgery. 

Maybe  our  patients  know  more  than  we  think! 
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Adolescent  Conflict  and  the  Question  of 
Homosexuality:  A Guide  to  Counseling  for 
Physicians  and  Sex  Educators 

The  Vicissitudes  of  General  Character  and  Sexual  Development 
Cannot  Be  Overlooked  in  Understanding  Its  Unconscious  Roots 


Samuel  P.  Hunt,  MD 


Homosexuality,  like  heterosexuality,  has  multi- 
ple determinants.  It  is  not  congenital,  except  in 
rare  instances.  It  can  best  he  understood  when  con- 
sidered historically  in  the  context  of  the  in- 
dividual’s intimate  life  experience  with  important 
persons  during  the  formative  years.  It  should  be 
viewed  together  with  heterosexuality  within  the 
matrix  of  general  psychosexual  development  that 
reaches  termination  with  the  ending  of  ado- 
lescence. A few  words  about  the  nature  of  ado- 
lescence and  its  special  vulnerability  to  anxiety  and 
conflict  will  therefore  precede  some  comments 
about  homosexuality. 

It  requires  about  ten  years  for  the  process  of 
adolescence  to  transform  a dependent  child  into  an 
autonomous  adult  in  this  society.  Stirred  by  the 
maturing  genitals  and  the  powerful  hormonal 
upsurge  in  sexuality  and  aggression,  adolescence 
reactivates  composite  memories  of  the  individual’s 
unique  emotional  experience  with  other  people 
since  infancy,  and  brings  past  and  present  together 
in  new  emotional  alignments.  Recapitulation  and 
creative  elaboration  of  wishes,  ambitions  and  reac- 
tions to  others  combine  in  a final,  unconscious 
integration  that  coalesces  to  form  the  adult  char- 
acter in  the  early  twenties.' 


Samuel  P.  Hunt,  MD,  Clinical  Associate  Professor 
of  Psychiatry  and  Human  Behavior,  Brown  Univer- 
sity, Providence,  Rhode  Island;  Consultant,  Rhode 
Island  Hospital,  Providence,  Rhode  Island;  Staff 
Member,  Butler  Hospital,  Providence,  Rhode 
Island;  also  in  the  private  practice  of  psychiatry. 


Adolescence  culminates  a phased  progression  in 
personality  organization  shaped  by  changing  rela- 
tions with  other  persons  since  birth.  An  early 
milestone  in  this  unfolding  progression  takes  place 
in  the  second  year  when  the  child  learns  its  gender 
identity  and  achieves  partial  independence  from 
his  or  her  symbiotic  mother.*  The  onset  of  the  final 
adolescent  phase  itself  is  announced  by  another 
major  step,  when  the  individual  no  longer  feels 
“owned”  by  the  parents  as  a child  is  “owned,”  and 
begins  to  take  over  control  of  her  or  his  own  body. 
The  main  function  of  adolescence  is  to  finish  psy- 
chosexual development.  Among  several  things,  this 
means  establishing  a capacity  for  intimacy  with 
another  person  of  a unique  kind  an  intimacy 
adapted  to  the  individual’s  own  particular  con- 
science and  biology,  and  frequently  opposed  to  the 
conventional  mores  of  the  adult  world.  Final  de- 
velopment of  sexuality,  including  unconscious  deci- 
sions about  sexual  orientation,  is  associated  emo- 
tionally with  three  other  functions  of  adolescence: 
the  discovery  of  new  ways  to  know  and  relate  to 
other  people  outside  the  family;  the  development 
of  increasing  capacity  for  altruistic  interest  and 
concern  for  others;  an  increasing  capacity  for 
intellectual  work  made  possible  by  brain  matura- 
tion and  new  sublimations.  All  of  these  functions 
serve  the  progression  toward  adult  autonomy. 


*Knowledge  of  gender  has  nothing  to  do  with  homosexuality.  Homo- 
sexual persons  may  wish  to  belong  to  the  opposite  sex,  but  they  have 
no  cognitive  doubt  about  their  gender.  For  a brief  discussion  of  gender 
disorders,  see  chapter  24  in  Comprehensive  Textbook  of  Psychiatry, 
2nd  edition,  Freedman,  Kaplan  & Sadock,  1975. 


October,  1981  — Vol.  64 


473 


A phase  of  increased  bisexuality  or  of  mild  sexual 
attraction  to  persons  of  the  same  sex  — not  to  be 
labeled  homosexuality  — seems  to  be  a necessary 
part  of  the  process  of  sexual  maturation  in  adole- 
scence, and  of  course  the  capacity  for  affectionate 
friendship  with  persons  of  the  same  sex  is  a major 
sign  of  psychic  health.  Phase-specific  early  adole- 
scent homosexual  interests  (crushes)  serve  certain 
developmental  functions  but  they  do  not  decide  per- 
manent sexual  orientation.  They  are  major  carriers 
of  feeling  and  an  expression  of  the  adolescent’s  need 
for  emotional  intimacy  at  a time  when  experiments 
in  relating  to  the  opposite  sex  may  still  seem  peril- 
ous. Temporary  mild  homosexual  alliances  help  to 
affirm  the  adolescent’s  sense  of  physical  and  sexual 
adequacy  in  the  face  of  competition  with  peers. 
They  may  help  boys  break  their  emotional  ties  to 
their  mother.  They  often  are  sanctuaries  against  the 
irrational  fears  of  girls  with  which  boys  enter  puber- 
ty. In  some  instances  they  represent  an  indirect  fare- 
well to  an  earlier  relationship  with  the  loved  parents 
of  the  same  sex.  Both  heterosexual  and  homosexual 
feeling  and  fantasy  are  represented  throughout 
childhood.  The  balance  is  tipped  by  complex  emo- 
tional factors  that  are  largely  unconscious,  having 
to  do  with  relative  intensity  of  emotional  attach- 
ments to  other  people,  and  very  little  influenced  by 
outside  events.  The  accentuated  normal  bisexual 
ambivalence  of  this  phase  usually  produces  conflict 
about  the  opposing  attractions,  but  the  conflict  is 
usually  resolved  in  favor  of  heterosexuality  by  the 
end  of  adolescence.  Often,  of  course,  it  is  never  fully 
resolved. 

Period  of  Experiment 

Adolescence  is  a period  of  experiment  with  different 
forms  of  human  relationship.  It  is  not  necessarily  a 
stage  of  great  trouble  or  turmoil.  Many  adolescents 
experience  these  years  as  liberating  and  creative  and 
drive  toward  their  adult  goals  with  confidence,  good 
humor,  and  power.  This  is  especially  true  of  those 
who  have  the  continued  interest  and  support  of 
parents  and  community  as  they  relinquish  their 
dependence  and  as  their  parents  give  up  some  of 
the  more  possessive  features  of  their  control.  The 
intensity  of  the  adolescent’s  newly  discovered 
feelings  and  the  ambivalences,  disharmonies  and 
contradictions  between  different  aspects  of  their 
developing  and  still  unstable  personalities  make 
them  very  vulnerable  to  emotional  upsets  which  may 
interrupt  the  normal  course  of  their  development. 
Social  factors  often  have  a part  in  setting  the  stage 
for  such  reactions.  For  one  example,  chronic  un- 
employment — the  absence  of  interesting,  sustained, 
and  meaningful  activity  recognized  as  important 


just  when  they  are  trying  to  find  their  inde- 
pendence from  their  family  — can  seriously 
undermine  adolescents’  uncertain  self-esteem.  It 
can  make  real  their  fears  of  failure  in  the  adult 
world.  Damaged  self-esteem  is  a major  factor  in 
precipitating  many  different  emotional  disturb- 
ances in  adolescence.  It  can  lead  to  turning  emo- 
tionally to  a person  of  the  same  sex  for  solace,  reas- 
surance and  acceptance  not  experienced  elsewhere. 
It  can  be  in  part  responsible  for  diverse  and  bizarre 
symptoms  and  behavior,  from  “machismo”  violence 
on  the  one  hand  to  depression  on  the  other.  Pre- 
mature parenthood  and  obsessive,  unproductive 
pessimism  about  the  future  in  a threatening  nuclear 
world  are  two  other  factors  of  many  which  can  help 
interrupt  or  derail  psychosexual  development. 
Many  adolescents  find  their  only  escape  from  their 
sense  of  alienation  and  lonely  anxiety  about  form- 
ing new  relationships  through  the  anaesthesia  ob- 
tained from  alcohol,  promiscuous  sex,  and  drugs. 
This  relief  offers  powerful  temptation  to  give  up 
their  drive  to  achieve  higher  levels  of  personality 
integration.  Most  adolescents  need  and  want  aid  in 
taming  their  sexual  and  aggressive  drives,  in  learn- 
ing control,  and  in  maintaining  their  goals.  They 
look  to  respected  adults  as  models  and  for  reassur- 
ance, guidance,  and  intellectual  stimulation.  A 
high  school  or  college  with  a perceptive  faculty  in- 
terested in  the  students  can  provide  major  support 
in  this  very  vulnerable  transitional  period.  At  times, 
adolescent  behavior  can  be  extremely  provocative, 
and  this  may  start  a typical  pattern.  The  adolescent 
is  labeled  “bad,”  and  social  supports  are  withdrawn. 
The  withdrawal  of  social  and  emotional  support 
can  easily  tip  the  balance  toward  regressive  psycho- 
pathology at  a time  when  personality  integration, 
including  judgement,  is  not  yet  complete  and  firm. 

The  augmented  sexual  and  aggressive  drives  of 
puberty  do  not  influence  choice  of  the  sex  of  the 
partner.  But  they  are  powerful.  They  often  reacti- 
vate old  anxieties  or  engender  new  ones,  as  the 
adolescent  seeks  at  last  to  put  into  action,  in  rela- 
tion to  other  people,  what  in  earlier  years  had  been 
only  private  wish  and  fantasy.  This  is  true 
especially  if  there  is  a previous  history  of  emotional 
disturbance  and  a lack  of  family  and  community 
support.  Adolescent  anxieties  can  vary  greatly  in 
intensity  and  induce  a variety  of  symptoms  from 
mild  to  severe.  The  milder  symptoms  include  dis- 
turbing fantasies  and  depression,  transient  failures 
in  self-confidence,  under-achievement  in  school, 
increased  emotional  ambivalence,  prolonged 
deferral  of  attempts  to  relate  to  the  opposite  sex, 
and  worry  about  eventual  sexual  orientation.  The 
more  serious  symptoms  include  violent  ambi- 
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valence,  withdrawal  into  extreme  passivity  or  surly 
negativism,  abandonment  of  intellectual  com 
petition  with  peers,  suicidal  depression,  panic, 
vandalism,  and  commitment  to  delinquency  and 
drug  abuse.  It  is  often  difficult  to  evaluate  the 
seriousness  of  some  of  these  symptoms  in  ado- 
lescence. Professional  consultation  may  help  differ- 
entiate transient  conflicts  with  their  sometimes 
dramatic  signs  from  the  deeper  disturbances  that 
not  only  require  assistance  but  represent  indirect 
ways  of  begging  for  help. 

Psychoanalytic  Data 

There  are  psychoanalytic  data  available,  obtained 
from  countless  empirical  studies,  which  trace  some 
of  the  many  courses  and  variations  of  psychosexual 
development  in  human  beings  from  infant  to 
adult.  These  data  describe  in  detail  how  parts  of 
the  complex  emotional  patterns  upon  which  an 
individual’s  adult  sexuality  is  based  are  laid  down 
in  the  child’s  early  experience  with  caretaking 
persons.  They  show  how  some  of  the  child’s  emo- 
tional reactions  to  these  early  experiences  are 
stored  away  in  memory  systems  retrievable  only 
under  certain  conditions  later.  During  adolescence 
many  of  these  responses  are  reactivated,  re- 
worked and  amalgamated  with  new  experience 
to  contribute  unconsciously  to  the  adult  character. 
In  all  cases  studied  by  the  psychoanalytic  method, 
there  is  evidence  for  the  following:  the  appearance 
of  frank  homosexuality  in  adolescence  beyond 
what  is  phase  specific  means  one  of  two  things: 
it  represents  an  attempt  at  a solution  to  conflicts 
aroused  at  that  time  about  both  sexes  which 
involves  a magnified  attraction  to  the  same  sex  and 
an  emotional  withdrawal  from  the  opposite  sex. 
IThe  conflictual  (ambivalent)  aspect  of 
homosexuality  can  usually  be  observed  most  clearly 
when  its  obverse  side  the  fear  or  dislike  of  the 
opposite  sex  — is  explored  more  deeply  in  a thera- 
peutic setting.  The  attempt  to  escape  from  the 
anxiety  generated  by  this  ambivalence  brings  about 
a special  alignment  of  the  contradictory  feelings  in- 
volved. 

On  the  other  hand,  sometimes  the  data  show  that 
the  appearance  of  frank  homosexuality  in 
adolescence  has  less  to  do  with  adolescent  conflict 
than  with  the  final  emergence  of  a much  earlier 
fixation  a fixation  already  established  in  an 
attempt  to  solve  conflicts  about  family  disturbances 
besetting  the  child  during  the  first  five  or  six  years  of 
life.  Most  of  the  unsolved  family  and  personal  con- 
flict which  leads  to  homosexual  fixation  in  child- 
Ihood,  or  which  lays  down  the  emotional  pathways 


for  the  subsecjuent  homosexual  orientation  in  ado- 
lescence, originates  so  early  that  adults  usually 
recall  little  about  it  and  may  flatly  deny  its 
existence.  This  amnesia  is  the  work  of  repression. 
Some  persons  may  smooth  over  what  they  do 
remember  and  insist  bornosexuality  is  congenital  or 
no  more  than  an  “alternative  life  style.”  Psycho- 
analytic evidence  shows  this  is  also  a manifestation 
of  repression  and  that  conscious  memory  alone  is  a 
very  unreliable  guide  to  understanding  character 
development  of  any  kind. 

There  are  a number  of  common  misconceptions 
about  the  origins  of  homosexuality.  While  it  is  true 
that  children  and  adolescents  identify  with  adults 
they  like  and  admire,  there  is  no  evidence  that 
adults  serve  as  sexual  role  models  for  them.  There 
is  no  evidence  that  homosexual  teachers  per  se 
could  threaten  their  psychosexual  development. 
There  is  no  evidence  that  a single  homosexual  ex- 
perience could  “cause”  a child  or  adolescent  to 
become  homosexual,  although  it  might  stir  up  pre- 
existing homosexual  feelings.  Except  in  very  rare 
special  cases,  there  is  no  evidence  that  genes  or 
hormones  “program”  or  determine  homosexuality. 

Counseling 

Counseling  of  adolescents  and  their  parents  about 
homosexuality  is  a very  individual  matter.  Much 
depends  on  the  empathy  and  the  objectivity  of  the 
physician.  Much  depends  on  his  tolerance  of  this 
condition  and  his  understanding  of  the  unhappi- 
ness usually  associated  with  it  however  masked  by 
apparent  acceptance.  The  first  task  in  assisting  the 
adolescent  worried  about  homosexuality  is  to 
reduce  panic  and  depression  so  that  more  objective 
introspection  and  reappraisal  becomes  possible. 
Often  the  worry  is  groundless.  Sometimes  the 
problem  seems  serious  enough  to  justify  further 
consultation.  For  parents  and  families,  the  main 
problem  is  to  help  them  see  the  futility  of  condemn- 
ing either  themselves  as  parents  or  the  disap- 
pointing teenager.  Panic  and  condemnation  most 
often  stem  from  misinformation  or  fear  of  the 
unknown.  Misinformation  should  of  course  be 
remedied  as  far  as  possible.^  Teenager  and  family 
can  be  reminded  that  adolescence  is  normally  a 
time  of  uncertainty  and  rapid  change,  of  intense 
feeling  and  shifting  allegiances  and  of  contradic- 
tion and  ambivalence  in  human  relationships. 
They  can  be  told  that  homosexual  feeling  is 
natural  at  any  age  and  does  not  necessarily  lead  to 
homosexual  fixation.  Both  adolescent  and  family 
should  understand  that  what  to  do  about  it  is  a 
question  of  its  intensity  and  predominance.  When 
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homosexual  feeling  or  fantasy  becomes  so 
persistent  and  intense  that  it  disrupts  psychosexual 
or  intellectual  development,  then  it  is  a sign  of 
emotional  confusion  and  anxiety  which  may 
benefit  from  professional  assistance.  Persons 
worried  about  their  homosexuality  and  desiring  to 
change  can  be  told  that  homosexuality  is  not 
necessarily  irreversible.*  This  is  true  despite  the  op- 
posing claims  of  militant  homosexual  groups  and 
others,  some  of  whom  glorify  homosexuality,  want 
it  to  be  irreversible,  and  aggressively  dismiss  out  of 
hand  therapeutic  possibilities  for  all  others  as  well 
as  for  themselves.  In  fact,  in  some  special  instances 
when  the  reality  factors  and  the  psychological 
complications  are  not  too  formidable,  motivation  is 
strong,  and  the  condition  has  not  been  allowed  to 
take  its  course  for  too  many  years,  homosexuality, 
as  well  as  other  aspects  of  defensive  character 
formation,  may  respond  to  the  kind  of  understand- 
ing achieved  in  long-term  psychoanalytic  therapy. 

Psychoanalysis  as  an  attempt  at  a comprehensive 
developmental  psychology  has  added  a dimension 
to  a basic  principle  of  developmental  biology.^  It 
has  shown  that  the  principle  of  determinism  and 
the  process  of  recapitulation  operate  in  rather  the 
same  way  in  the  psychological  development  of 
mind  and  will  and  in  building  psychic  structures  as 
they  do  in  the  embryonic  maturation  of  brain  and 
body.  Psychoanalysis  has  worked  out  empirically 
some  of  the  ways  that  adolescence  achieves  a final 
and  decisive  integration  of  past  with  present  ex- 
perience in  human  relations  to  form  the  adult 


*There  are  known  examples,  for  instance,  of  a permanent  shift  from 
committed  homosexuality  to  heterosexuality  as  a response  to  religious 
conversion.^ 


character.  When  successful  — or  predominantly! 
successful  — this  integration  brings  a measure  of  i 
autonomy  that  leaves  most  childhood  dependence  i 
behind  and  makes  possible  the  individual’s  com-  j 
mitment  to  responsible  parenthood.  When  chronic  j 
anxiety  causes  the  drive  for  synthesis  to  falter  at  | 
any  stage  of  development,  remnants  of  childhood  : 
conflict  re-emerge,  disguised  as  character  forma-  i 
tions  or  as  symptoms.  These  may  take  the  form  of 
homosexual  feeling  or  fantasy  that  appear  either  in 
a stage  of  childhood  or  during  the  final  develop- 
mental stage  of  adolescence.  For  an  attempt  at  the 
clear  understanding  of  any  feature  of  human 
behavior  brought  about  by  unconscious  forces,  past 
and  present  must  both  be  explored  in  an  at- 
mosphere of  uncritical  objectivity  and  confiden- 
tiality. Past  and  present  have  to  be  faced  and  ex- 
plored in  detail  for  a serious  attempt  at  the  thera- 
peutic and  theoretical  understanding  of  the  un- 
conscious roots  of  homosexuality.  Seen  from  this 
deeper  perspective,  homosexuality  represents  far 
more  than  conscious  choice. 
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Current  Opinion 


Hospice  Care  in  Rhode  Island 


Bruno  Borenstein,  MD 
Marion  A.  Humphrey,  RN 


1.  Patients  with  cancer  hope  to  be  cured.  If  this  is 
not  possible,  they  hope  for  a normal  life  span  free 
of  discomfort  despite  the  presence  of  significant 
disease. 

Great  strides  have  been  made  in  the  treatment  of 
cancer,  often  allowing  the  patient  prolonged  life 
lived  in  substantial  comfort.  Multimodality  treat- 
ment, including  surgery,  radiation  and  chemo- 
therapy, has  produced  encouraging  survival  rates 
in  several  cancers.  The  outlook  for  continued 
progress  is  encouraging. 

A time  is  reached,  however,  when  standard 
treatment  no  longer  controls  the  disease  process. 
Experimental  therapy  may  be  offered  in  the  hope 
of  halting  the  disease,  but  such  therapy  does  not 
help  the  patient  to  deal  with  the  emotional  and 
physical  stresses  accompanying  progressive  illness. 

Care  of  the  dying  patient  and  sensitivity  to  his 
needs  have  become  significant  medical  issues  in 
recent  years.  This  is  reflected  in  the  numerous 
articles  and  courses  dealing  with  death  and  dying, 
frequent  references  in  the  media  to  death  with  dig- 
nity and  the  mushrooming  of  facilities  and  services 
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aimed  at  the  supportive  care  of  patients  terminally 
ill  with  cancer. 

Many  factors  have  contributed  to  this  enhanced 
awareness.  Patients  with  cancer  tend  to  be  older, 
and  their  needs  relate  as  well  to  their  age  as  to  the 
type  of  disease.  In  addition,  publicity  has  been 
focused  on  several  issues  relevant  to  such  patients. 
For  example,  is  the  right  to  truth  for  patient  and 
family  mandatory  in  every  setting  regarding 
diagnosis,  treatment,  and  prognosis?  Is  euthanasia 
permissable?  Are  “heroic”  measures  to  he  used  to 
treat  patients  with  advanced  cancer? 

As  the  end  stages  of  disease  approach,  new  direc- 
tion must  be  given  to  patient  and  family  to  help 
them  cope  with  the  reality  of  eventual  death.  It  is  a 
time  for  continued  medical  expertise  directed  at 
relief  from  distressing  symptoms,  both  physical  and 
psychological,  in  the  setting  most  desired  by 
patient  and  family.  It  is  as  well  a period  for 
realistic  hope  and  comfort  whose  ultimate 
potential  has  been,  until  recently,  only  barely  ap- 
preciated. 

//.  While  some  patients  seek  experimental 
therapy  to  continue  the  fight  against  their  disease, 
many  terminally  ill  cancer  patients  accept  the 
inevitability  of  death  and  refuse  further  anti- 
cancer  treatment.  They  still  require  help,  however, 
in  dealing  with  fears  of  pain,  of  isolation  from 
family  and  professionals,  of  the  unknown,  of 
anguish  over  life’s  unfullfilled  goals,  and  for  loved 
ones’  futures. 

Such  patients  retain  the  right  to  relief  from  disease 
symptoms  and  to  be  considered  living  human 
beings  until  death  comes.  They  need  to  feel  that 
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their  fears  are  legitimate  as  are  our  attempts  to 
alleviate  them. 

Such  needs  may  be  actively  addressed  by  an 
“appropriate  shifting  of  therapeutic  goals”  by  a 
physician  who  remains  interested  and  actively 
involved  in  the  care  of  such  patients.  Relief  of  dis- 
tressing symptoms,  with  good  preservation  of  life’s 
quality,  is  a paramount  need  and  an  imperative 
goal  in  the  setting  of  advanced  disease.  Thera- 
peutic nihilism  has  no  place  here,  for  the  successful 
relief  of  symptoms  will  be  easily  achieved  by  care- 
ful instruction,  guidance,  and  support.  While 
death  may  be  inevitable,  how  death  occurs  is  very 
much  controllable. 

More  than  80  per  cent  of  cancer  patients  die  in 
hospitals  and  nursing  homes.  One  may  argue  that 
such  death  is  easiest  for  all  concerned,  for  the 
patient  whose  last  days  are  spent  free  of  physical 
discomfort,  and  for  the  family,  able  to  contribute 
to  the  patient’s  emotional  care  even  as  his  physical 
needs  are  cared  for. 

In  truth,  allowing  the  patient  the  choice  of  his 
final  environment  is  clearly  a prominent  need  in 
the  last  days  of  life,  in  which  care  can  be  delivered 
by  the  treatment  team  under  the  guidance  of  the 
primary  physician.  In  recent  years,  hospitals  and 
nursing  homes  have  been  criticized  for  the  poor 
quality  of  terminal  care  provided  in  them.  Rules 
and  schedules  have  seemed  excessively  rigid,  with 
staff  orientation  directed  toward  acute  medical 
care  with  potential  cure,  or  isolated  custodial  care. 
Such  environments  have  worked  unwittingly 
against  effective  terminal  care  for  patient  and 
family. 

III.  Palliative  termmal  care  does  not  seek  either 
to  prolong  life  or  the  act  of  dying.  It  is  directed  at 
maximizing  comfort,  both  physical  and  psychologi- 
cal, for  as  long  as  that  patient  lives,  consistent 
with  the  needs  of  the  patient  and  family  as 
expressed  to  each  other  and  to  the  treatment  team. 

The  notion,  so  frequently  heard,  that  “nothing 
more  can  be  done”  for  terminally-ill  patients  upon 
failure  of  curative  treatments,  can  no  longer  be 
accepted.  Such  a prejudicial  and  abhorrent 
concept,  in  violation  of  fundamental  human 
rights,  denies  basic  medical  treatment  to  patients 
in  desperate  need  simply  because  their  illness  is  no 
longer  amenable  to  effective  control.  It  violates  all 
medical  tradition  and  stigmatizes  those  un- 
fortunate souls  as  sub-human,  somehow  unworthy 
of  our  care  and  concern.  Terminally-ill  patients, 


whether  cardiac  or  cancerous,  are  indeed  deserving 
of  care.  Their  needs  for  relief  of  pain  and  anxiety 
are  valid  and  pertinent.  They  represent  a formid- 
able challenge  to  a health  care  system  increasingly 
attracted  by  technology,  which  emphasizes  disease 
control  rather  than  humanistic  support. 

It  is  crucial,  therefore,  to  affirm  the  goal  of 
death  with  dignity,  but  to  emphasize  as  well  the 
dignity  of  death.  This  acknowledges  the  medical 
and  psychological  distinctiveness  of  patients  dying 
from  illness  and  the  legitimacy  of  their  needs. 
Terminally  ill  patients  do  not  expect  cure.  They 
hope  for  empathetic  care  and  this  they  have  every 
right  to  demand  of  us. 

IV.  The  Hospice  Movement  is  a response  to  the 
wide-spread  needs  and  fears  of  patients  separated 
from  loved  ones  during  the  final  phases  of  their 
illness.  It  emphasizes  humane  and  empathetic  care 
delivered  by  those  most  concerned  with  the  welfare 
of  that  patient,  in  the  environment  designated  by 
patient  and  family,  under  the  guidance  of  the 
primary  care  physician  or  his  designate. 

Hospice  underscores  the  appropriateness  of  care  to 
the  particular  stage  of  illness.  It  vehemently 
negates  the  notion  that  doctors  are  obligated  to 
prolong  life  at  all  costs,  and  emphasizes  that  the 
use  of  modern  technological  tools  may  be  sadly 
inappropriate  to  the  terminally-ill  patient. 

Hospice  believes  that  what  people  need  most 
when  they  are  dying  is  relief  from  distressing 
symptoms  of  their  disease,  the  security  of  a caring 
environment,  sustained  expert  care,  and  the  assur- 
ance that  they  and  their  families  will  not  be 
abandoned. 

Hospice  Care  exists  in  Rhode  Island.  It  is  not  a 
building  or  a hospital,  but  a concept,  incorporat- 
ing basic  medical  and  nursing  principles  in  the 
care  of  terminally-ill  patients. 

The  goals  of  Hospice  are  in  accordance  with  the 
standards  of  the  National  Hospice  Organization. 
They  are : 

1)  To  help  the  patient  live  as  fully  as  possible, 
by  a coordinated  program  of  services,  in  the  en- 
vironment of  his  choice. 

2)  To  support  the  family  as  the  primary  unit  of 
care,  including  the  period  of  bereavement. 

3)  To  meet  physical,  emotional,  and  spiritual 
needs  by  a physician-directed  interdisciplinary 
team. 
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4)  To  involve  trained  volunteers  as  an  essential 
part  of  the  program  of  care,  on  call  seven  days  a 
week. 

5)  To  support  the  health,  professional,  and  lay 
people  in  caring  for  the  dying. 

6)  To  supplement  existing  services  without  du- 
iplication,  based  on  need  rather  than  ability  to  pay. 

Criteria  for  admission  include: 

, 1)  Diagnosis  of  progressive  malignant  disease 

for  which  all  curative  efforts  have  ceased. 

2)  Projected  prognosis  of  six  months  or  less. 

3)  Primary  physician’s  willingness  to  continue 
responsibility  for  patient’s  care. 

4)  Identifiable  family  care  giver,  who 
understands  and  is  willing  to  work  with  Hospice, 

|with  the  consent  of  the  patient. 

I Hospice  care  is  provided  in  the  home  by  a team 
[of  nurses,  volunteers,  clergy,  social  workers,  and 
[visiting  nurses  in  cooperation  with  the  patient’s 
Iphysician.  The  primary  burden  for  the  patient’s 
support  falls  upon  nursing,  staff,  and  volunteers. 
All  receive  training  in  the  nature  of  malignant 
disease  symptoms  as  well  as  an  understanding  of 
[the  need  to  communicate  in  a quiet  and  unobtru- 
isive  way  and  to  be  flexible  in  accepting  different 
[cultural  and  religious  beliefs. 

[ Hospice  care  is  not  a panacea  for  all  terminally 
I ill  cancer  patients.  It  can  be  an  effective 
[complement  within  the  present  patient  care  system 
[for  those  patients  and  families  who  choose  to  die  in 
[their  homes,  with  loved  ones  present. 


Modern  medical  and  nursing  care  can  do  much 
to  keep  patients  comfortable.  But  much  more  is 
needed,  as  we  seek  also  to  allay  fears  and  work  to 
preserve  “the  image  of  self’  unique  to  each 
individual. 

Many  problems  remain.  Should  Hospice 
constitute  a specialized  unit  in  an  acute  care 
hospital  or  remain  as  a home-care  program?  How 
is  Hospice  to  be  supported  in  the  future  if  third 
party  payers  remain  reluctant  to  do  so?  What  rela- 
tion should  Hospices  have  to  HMOs  and  what 
future  standards  will  be  imposed  by  the  WHO  and 
federal  government? 

The  patient  is  the  most  logical  person  to  have  a 
significant  role  in  the  direction  of  supportive 
measures  offered  to  him.  He  should  possess  the 
information  that  enables  him  to  participate  in 
management  decisions,  though  these  may  differ 
than  those  arrived  at  by  the  health  team. 

Appropriate  renewed  hope  begins  when  the 
patient  is  made  a partner  in  his  own  care.  Such 
hope  may  then  be  focused  on  goals  appropriate  to 
that  patient’s  care  in  the  setting  of  his  choice. 

No  one  remains  the  same  as  the  result  of  working 
with  dying  patients  and  their  families.  Human 
growth  and  renewed  sweetness  to  life  become  in- 
escapable gifts  for  those  who  offer  care  and  hope 
to  these  unfortunate  fellow  beings. 


333  School  Street 

Pawtucket,  RI  02860  I 
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CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

Exercise  Therapy  and  Comprehensive 
Rehabilitation  Services  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Each  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER 

200  High  Service  Avenue 
North  Providence,  R1  02904 


274-6777 


NO  MORE  TANKS 


Safe,  simple,  convenient  and  economi- 
cal. The  Oxy-Concentrator  actually  con- 
centrates oxygen  from  normal  room  air 
and  delivers  it  to  the  patient  in 
enriched,  filtered  and  conditioned  form. 

CALL  US  NOW  FOR  DETAILS 

Medicare  and  Third  Party  Approval 


A Complete  Medical 
Supply  Center 

Medicare  Claims 


685  Park  Ave. 

Cranston 

(401)781-2166 


Briox. 

the  new,  safe 
concept  in  oxygen 
for  home  use. 


HEALTH  HAVENS 

NURSING  HOME 


East  Providence 


EXPERTS 

IN 


CE  DESIGN 
& SPACE 


National  Business  Interiors 

A Division  ot  National  Office  Supply  Co 
36  Branch  Ave  , Providence.  R I 02904  (Branch  Ave  Exit  Rt  95) 
401-274-9000 


evening  clinic 

for  alcohol  affected  families 

A state  licensed  private  medical  out- 
patient facility  for  the  alcohol  sick  person 
and  his  suffering  family. 

Four  week  individualized  therapy  in 
strictly  observed  confidentiality. 

Outpatient  treatment  fully  covered  by  all 
health  insurers  as  mandated  in  1980  Act 
of  R.l.  General  Assembly. 

For  further  information  contact: 

FRANEK  CLINIC,  INC. 

884-3530 


WANTED:  MEDICAL  OPHTHALMOLOGIST 

To  join  established,  growing  practice  in  beau- 
tiful Lake  Tahoe  - Reno,  Nevada  area.  Excellent 
climate  and  year-round  recreational  facilities.  Will 
consider  full  or  part  time  or  retired  physician. 
Contact  Karen  Grodowitz,  M.S.  - Executive  Di- 
rector - Reno  Eye  Clinic  1530  E,  6th  St.,  Reno.  Nv. 
89512  (702)  329-1389. 


FOR  SALE  OR  LEASE:  Ski  house  located  on 
Black  Mountain,  Jackson,  New  Hampshire. 
Excellent  view  of  Mount  Washington  Valley. 
Ski  Trails  abut  property.  Excellent  condi- 
tion. Fully  furnished  and  available  for  im- 
mediate occupancy.  Call  463-9171  or  463- 
8768 


GREENVILLE  MEDICAL  CENTER 

7 SMITH  AVE.,  GREENVILLE,  R.L  02828 
Finished  office  available 
Desirable  location  for  Internist, 
Family  Practitioner,  and  other 
Specialties 

401/331-7171 


For  Rent 

Barrington:  147  County  Road. 

Ideal  location  for  professional,  medical 
and/or  dental  office.  1100  square  feet.  Also 
possibility  of  sharing  another  medical  suite  on 
a part-time  basis.  Off-street  parking.  Call  247- 
0130 
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Cholangiogram  showing 
retained  stone  near  the  ampuia 


See  page  511 


I Courtesy  of  the  Department  of  Surgery, 
i Roger  Williams  General  Hospital, 

\ Providence,  Rhode  Island 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 
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Jpu  KNOW  ITS  REALLY 
m^g|NX1ETY  SYMPTOMS 
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symptoms:  palpitations,  chest  pain, 
IBiHlTOronic  exhaustion  and  occasional  difficulties  in  breathing. 
IjBjBl^ood  reason  for  concern.  A complete  workup  uncovers  no 
prganic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 


^ IP 

# 


yS-iSSI  Por  Tx:pid  relief  you  prescribe 

r IP  Vallum  (diazepam/Roche) 

jr 

w f 


At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ’days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare,  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

\AkLIUMt 

diazepom/RDche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU'RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


ROCHE 


Please  see  summary  of  product  information  on  the  following  page. 


VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications;  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
lunctively  m skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuroh  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  tor  sole  therapy) 

The  effectiveness  of  Valium  (diazepam.'Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings;  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and'or 
seventy  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and-'or  seventy  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinualion,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  Increased  risk 
of  congenital  malformations  as  suggested  In 
several  studies.  Consider  possibility  of  preg- 
nancy when  Instituting  therapy;  advise 
patients  to  discuss  therapy  If  they  Intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psycholropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazmes.  nar- 
cotics. barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  m elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  IS  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  laundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  laundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  bid  to  q i d , alcoholism,  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed. 
ad|unctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q I d , adjunctively  in  convulsive  disorders,  2 to  10  mg 
bid  to  q I d Geriatric  or  debilitated  patients  2 to  2'/2 
mg,  1 or  2 times  daily  initially  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  2'/2  mg  t i d 
or  q I d initially.  Increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white,  5 mg,  yellow,  10  mg.  blue — 
bottles  of  100*  and  500.*  Prescription  Paks  of  50. 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25. t 
and  in  boxes  containing  10  strips  of  10  v 

^Supplied  by  Roche  Products  Inc  . Manati,  Puerto 
Rico  00701 

vSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Ihc  , Nutley  New  Jersey  07110 


R0CHE>  ROCHE  PRODUCTS  INC 
^ Manati,  Puerto  Rico  00701 


Statement  of  Ownership,  Management  and 
Circulation 

(Act  of  August  12,  1970:  Section  3685,  Title  39, 
United  States  Code) 

1 . Title  of  Publication : Rhode  Island  Medical  Journal 

2.  Date  of  Filing : September  22,  1981 

3 . Frequency  of  issue  : Monthly 

4.  Location  of  known  office  of  publication:  106  Fran- 
cis St.,  Providence  County,  Rhode  Island  02903 

5.  Location  of  headquarters  or  general  business  offices 
of  the  publishers:  106  Francis  St.,  Providence  R 1 
02903 

6.  Names  and  addresses  of  publisher,  editor  and  man- 
aging editor: 

Publisher:  Rhode  Island  Medical  Society,  106  Fran- 
cis St,,  Providence,  R.l.  02903 
Editor:  Seebert  J.  Goldowsky,  458  Wayland  Ave., 
Providence,  R.L  02906 

Managing  Editor:  Karen  Challberg,  41  Nicholas 
Brown  Yard,  Providence,  R.L  02904 

7.  Oumer:  Rhode  Island  Medical  Society,  106  Francis 
St.,  Providence,  R.L  02903 

8.  Known  bondholders,  mortgagees,  and  other  security 
holder  owning  1 per  cent  or  more  of  total  amount  of 
bonds,  mortgages  or  other  securities : None 

9.  For  completion  by  nonprofit  organizations  author- 
ized to  mail  at  special  rates  (Section  132.122,  Postal 
Service  Manual) 

The  purpose,  function,  and  nonprofit  status  of  this 
organization  and  the  exempt  status  for  Federal 
income  tax  purposes  have  not  changed  during  pre- 
ceding 12  months 

10.  Extent  and  nature  of  circulation 


Average 

Actual  no. 
of  copies  of 

copies  of 

single  issue 

issue  during 

published 

preceding 

nearest  to 

12  months 

filing  date 

A,  Total  no.  of  copies  printed 
(Net  press  run) 

1754 

1750 

B Paid  circulation 

1 . Sales  through  dealers  and 
carriers,  street  vendors  and 
counter  sales 

1.  Mail  subscriptions 

1490 

1447 

C.  Total  paid  circulation 

1490 

1447 

D.  Free  distribution  by  mail,  carrier, 
or  other  means 

1 . Samples,  complimentary,  and 
other  free  copies 

200 

200 

Copies  distributed  to  news  agents, 
but  not  sold 

E.  Total  distribution 
(Sum  of  C and  D) 

1690 

1647 

F.  Office  use,  left-over,  unaccounted, 
spoiled  after  printing 

64 

103 

G.  Total.  (SumofEandF  — 
should  equal  net  press  run 
shown  in  A ) 

1754 

1750 

11.  1 certify  that  the  statements  made  by  me  above  are 
correct  and  complete.  Seebert  J.  Goldowsky,  MD 

12.  For  completion  by  publishers  mailing  at  the  regular 
rates  (Section  132.121,  Postal  Service  Manual) 

39  U.  S.  C.  3626  provides  in  pertinent  part:  “No 
person  who  would  have  been  entitled  to  mail  matter 
under  former  section  4359  of  this  title  shall  mail 
such  matter  at  the  rates  provided  under  this  sub- 
section unless  he  files  annually  with  the  Postal 
Service  a written  request  for  permission  to  mail 
matter  at  such  rates.” 

In  accordance  with  the  provisions  of  this  statute,  I 
hereby  request  permission  to  mail  the  publication 
named  in  item  1 at  the  reduced  postage  rates 
presently  authorized  by  39  U.  S.  C.  3626. 

Seebert  J.  Goldowsky,  MD 
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works  well  in  your  office . . . 


NEOSPORIN'Ointment 

(polymyxin  B-bacitracin-neomycin) 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
system  ically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NTOSPORIN  Ointment— for  the  office,  for  the  home. 

( poly myx j n B baci  t rac i n-  neo myci  n ) 

Effective  • Economical  • Convenient  • Recommendable 


K Sulfate) 

o.UUU  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
b trig  equivalent  to  3.5  mg  neomycin  basel;  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1 /2  oz  and  1 /32  oz 
lapprox.l  foil  packets. 


WARNING:  Becaiise  of  the  potential  hazard  of  neph 
toxicity  and  ototoxicity  due  to  neomycin,  care  should 
exercised  when  using  this  product  in  treating extens 
burns,  trophic  ulceration  and  other  extensive  conditio 
where  absorption  of  neomycin  is  possible  In  bui 
where  more  than  20  percent  of  the  body  surface 
^fected.  especially  if  the  patient  has  impaired  rci 
lunction  or  is  receiving  other  amiiioglycoside  an 
biotics  concurrently,  not  more  than  one  applicatloi 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  withswelling. 

dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
Signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptlble  organisms.'including  fungi.  Appropriate 
measures  should  be  taken  If  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sion^ Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

' r/>  / Research  Triangle  Park 

Wellcome/  North  Carolina  27709 
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WHITHER  TOWN  AND  GOWN? 

(Text  of  a talk  delivered  by  Edward  A.  lannuccilli,  ID  at  the  meeting  of  The 
Rhode  Island  Society  of  Internal  Tfedicine  held  at  The  Miriam  Hospital,  Providence, 
Rhode  Island  on  October  14,  1981.) 


In  the  past  15  years,  the  growth  of  hospitals  and  the  development  of  the 
Brown  University  Program  in  Medicine  in  the  State  of  Rhode  Island  have  created 
new  perplexing  problems.  The  latest  issue  revolves  around  the  change  of  deliv- 
ery of  health  care  and  the  growth  in  the  number  of  hospital  salaried  physicians 
in  the  state.  As  a result,  private  doctors  fear  that  they  are  losing  control 
of  their  hospitals  to  the  university  and  salaried  hospital  physicians.  This 
seemingly  unfortunate  circumstance  has  been  the  topic  of  conversation  through- 
out most  of  1981. 

Disturbing  problems  at  The  Miriam  Hospital  with  regard  to  its  cardiovascular 
program  and  at  the  Rhode  Island  Hospital  with  regard  to  the  Department  of  Ortho- 
paedics and  the  Department  of  Surgery  have  served  as  catalysts  to  seme  of  the 
questions  and  concerns  that  I have  heard.  There  are  concerns  about  preferential 
treatment,  cutbacks  in  operating  rocm  time  for  surgeons  in  order  to  accemmodate 
the  needs  of  a growing  university  medical  staff,  hospital  control  of  the  delivery 
of  medical  care,  a loss  of  the  autonemy  of  private  physicians,  and  the  heavy  and 
strong  contention  that  hospital  salaried  physicians  are  building  private  practices 
which  may  cut  into  the  cemmunity  practitioners'  livelihoods.  Indeed,  seme  cem- 
munity  physicians  visualize  the  hospital  and  the  Medical  School  as  a threat  to 
the  private  practice  of  medicine. 

This  undercurrent  of  resentment  is  further  corplicated  by  a fear  that  full- 
time hospital  salaried  physicians  have  an  unfair  control  of  hospitals  and  have 
the  party  line  to  their  respective  boards  of  trustees;  and  that  the  private 
practice  physicians  are  not  compensated  by  hospitals  for  their  time  devoted  to 
teaching  and  cenmittee  work.  VJith  all  these  accusations — both  founded  and  un- 
founded— it  is  not  difficult  to  see  why  anxiety,  fear,  and  aggressive  behavior 
may  be  an  understandable  reaction  of  the  private  practitioner.  We  should  really 
ask,  "Is  salaried  medical  practice  becoming  a hazard  to  good  medical  care  and 
teaching?" 

Add  to  all  these  problems  the  startling  reality  that  in  the  next  few  years 
there  will  be  increasingly  large  numbers  of  new  practitioners  who  will  undoubtedly 
intensify  competition  for  patients  and  shrinking  health  care  resources.  Marketing, 
advertising,  private  emergency  rooms,  and  prepaid  health  plans  are  already  disrupt- 
ing the  existing  medical  economy.  Hospital- sponsored  group  practices  appear  to 
be  a trend  of  the  future,  and  everyone  is  making  a pitch  for  part  of  the  ambulatory 


care  inarket.  This  is  a harbinger  of  ccmpetition,  which  I believe  will  cause  the 
solo  practitioner  actively  to  seek  rnore  patients  and  to  seek  work  beyond  his 
private  office,  resulting  in  a ccmplete  restructuring  of  private  practice,  with 
regard  to  reimburserent,  practice  style,  professional  status,  accountability, 
and  practice  philosophy.  If  these  patterns  continue  in  this  conmunity  with  little 
thought  given  to  the  participation  of  all  individuals  on  the  health  care  team,  we 
may  well  end  up  with  a serious  fragmentation  of  medical  care. 


Changes  During  the  Past  Decades.  A brief  description  of  the  develo^ent  of 
the  typical  medical  center  since  the  1940s  will  be  helpful  in  understanding  tliese 
problems.  University  hospitals,  as  conmonly  conceived,  were  those  closely  asso- 
ciated with  the  university  and  sanetimes  an  integral  part  of  it.  These  diversity 
hospitals  recruited  full-time  department  heads  and  significant  numbers  of  f^l 
time  faculty  members.  Full-time  salaried  physicians  finally  came  to  dorunate 
the  teaching  hospital  and  control  the  staffing,  and  an  academic  ap^intoent  in 
the  university  became  a prerequisite  for  appointment  in  most  teaming  hospita  s. 
The  full-time  salaried  physicians'  responsibilities  were  privily  teaching  and 
research,  and  patient  care  became  secondary  as  a method  of  obtaining  the  teach 
ing  material  and  an  opportunity  to  participate  in  clinical  resear  J.  Traditional 
full-time  faculty  saw  only  referred  patients,  and  the  referral  pattern  was  clearly 
defined  to  establish  a non-conpetitive  posture  between  the  full  time  faculty  and 
the  practicing  physician,  while  furthering  the  aims  of  teaching  and  research. 

In  the  early  1950s  and  all  through  the  1960s,  there  was  liberal  financial 
support  National  Institutes  of  Health- support  responsible  for  a dramatic 

expansion  of  full-time  clinical  departments.  Resear^  became  s^n^^  witt 
federal  funding,  and  there  was  a natural  trend  toward  subspecializati  . 
emphasis  shifted  in  that  patient  care  now  became  the  funtoental  province  of  the 
hospital  and  new  approaches  and  implementations  were  tried. 

Significant  events  forced  another  change  in  emphasis  in  the  1970s:  the  loss 
of  liberal  support  of  research  by  the  NIH  and  the  loss  of  specialty  referrals  to 
the  medical  c^er  because  medical  center  train^  socialists  ^ 

in  the  community.  It  was  clear  that  something  had  to  change;  the  hopi^ls  h^ 
to  look  to  other  sources  of  revenue;  the  obvious  place  to  look  w^ 

aM  surrounding  area.  No«,  the  medical  center  with  its  ch^^  role 
provides  ccraprehensive  health  care,  takes  on  the  more  comply  probl^,  and 
indeed  outreach  programs  and  satellite  clinics  to  entice  patiente  to  their 
facilities  Services  are  marketed  through  advertising,  and  such  strateg^s  as 
prSidSrtran^rtation  for  patients-even  helicoptors-^e  being  used  to  bring 
in  patients  to  Sll  hospital  beds.  At  the  Massachusetts  General  Hospitel,  80 
Sr  cSrS  Ss  patients  are  now  self-referred.  With  the  ^tbacks  in  funding, 
it  was  only  natuSl  that  full-time  salaried  physicians  would  turn  to 
practice  fL  further  income— not  only  to  provide  their  planes,  but  also  to 
LoTDort  research  Thus,  the  past  15  years  have  generated  ma3or  changes  in 

3 SSSt  for  doctors'  services.  For  example,  the  support  for  patient 

care  servicS^rovided  by  faculty  ^^SoiSSSse^StSity 

The  effects  have  been  obvious  and  have  generated  the  paranoia  and  sensitivi  y 

that  I alluded  to  in  the  introduction. 

Teaching  of  Students  and  Residento.  ^ut 

aspects  of  toe  probian,  m i^Li-ui£»i^  rSSnsSurty^o?  teaching  has 
residents.  Frcm  f ® f ^^icing  physicians  to  the  full-time  faculty. 

rhfsr  rtsr^i^H^rSen  j ^'rKu^^Li 

°rL"SreS^^s1:!tE'^prtCtiSoL"rs,  and  although  the  voluntary  work 


IS  r^arding,  it  nonetheless  increases  the  workload  of  private  practitioners  and 

Sei?  ^ ^ faculty  on  patient  care  but  not  enhancing 

to  teaching  and  acadendc  contributions.  It  appears  that  pitient 
^e  whi^  inco^rates  teaching  cannot  be  as  efficient  as  patS^t  carfLSe 

fe^s  important,  then  the  teaching  suf- 

! question  that  this  is  a double-edged  sword.  It  is  now  becon- 

obvious  ^at  the  faculty  who  generate  large  sums  in  patient 
0^0/  beccme  more  influential  in  schools  and  hospitals. 

My  inflam^tory  observation  that  the  money  incentive  decreases  the  teach- 
inc^tive  is  a personal  one.  Increasingly  l see  directors^f deS^S 
asking  to  increase  their  full-time  faculty  so  that  individuals  can  te^Se  for 
rese^^  and  teachyig.  On  the  other  hand,  I see  full-time  hospital  salaried 
increasing  their  clinic  time,  their  private  patient  time,  and  in 
private  practice.  They  are  on  call  at  night,  they  are  working  in 
^emerg^^  roans,  and  they  are  attaipting  to  be  good  doctors  in  responding 
it  ^ time  of  the  day  and  night.  This  is  cattmendable,  but 

teaching,  and  indeed  good  care.  Hospitals  should 
state  that  full-time  salaried  physicians  are  entering  the  canmunity  not  onlv 
^ J^P  others  for  teaching  and  research,  but  also  to  corplement  what  the 
entire  faculty  is  doing  with  regard  to  private  practice  in  medicine. 


I am  r^dy  to  admit  that  I am  a better  physician  because  of  the  salaried 
physicians  v^o  have  cane  to  this  catmunity.  I also  firmly  believe,  although 
there  is  no  strong  supporting  data,  that  the  level  of  health  care  in  this 
caiiiiunity  is  far  better  than  it  was  prior  to  the  inception  of  the  Medical 
School  and  the  development  of  the  Medical  School  faculty. 

1*^0  Must  Org^ize  to  Address  These  Problems.  It  is  time  for  the  medical 
sch^ls  and  hospitals  to  explore  ways  of  improving  and  expanding  the  opportu- 
nities for  catmunity  physicians  to  contribute  to  the  schools'  mission  and  the 
schTOls  and  hospitals  to  contribute  to  the  interests  of  the  catmunity  physician. 
It  IS  important  to  realize  that  private  practitioners  have  abundant  clinical 
expertise,  frequently  matching  that  of  full-time  feculty~and  their  experiences, 
:]udgment,  and  decision-making  skills  can  add  iitportant  dimensions  to  education 
and  training.  If  the  residents  are  astute  enough  to  realize  this,  then  I suggest 
that  the  medical  schools  and  hospitals  be  equally  aware.  Good  bedside  teachers 
must  be  given  due  recognition. 


Rather  than  ccmpete  with  each  otiier  for  patient  revenue,  a corpetition 
that  leads  to  destructive  conflicts,  the  private  practitioners  and  the  faculty 
must  develop  ways  of  working  together  to  meet  their  needs  and  the  needs  of 
society.  The  physicians — all  of  than — should  be  a strong,,  cohesive  and  aggressive 
group  and  should  not  be  threatened  by  a gradual  erosion  of  position.  Dislodging 
and  displacing  people  does  not  solve,  but  rather  creates  problems  and  what  may 
appear  to  be  a lack  of  concern  for  people  as  human  beings.  We  must  now  better 
define  what  the  words  academic,  private  practice,  salaried  practice,  research, 
and  teaching  really  mean  to  all  physicians  in  the  catmunity. 

The  basic  question  for  the  future  is,  "IaSio  is  primarily  responsible  for  the 
care  and  treatment  of  patients — the  physician  or  the  hospital?"  As  hospitals 
^sorb  more  physicians  on  their  full-time  payrolls,  the  dichotony  between  attend- 
ing staff  physicians  and  hospital  administration  becones  more  pronounced.  Aggres- 
sive hospitals  are  going  through  a period  of  reorganization  to  increase  their  in- 
oane  by  responding  to  opportunities  in  health  care  and  business.  Face  it — hospitals 
must  take  advantage  of  new  revenue  opportunities  because  philanthropy  has  dried  up. 


the  inflation  rate  is  high,  and  cost  containment  is  a problem.  That  is  why  the 
physicians  must  work  as  a cohesive  group.  Remeiiber,  the  hospital  is  its  physi- 
cians; vdien  are  we,  as  physicians,  going  to  realize  that? 

In  surrmary,  it  is  time  that  we  organize  and  act  to  address  these  very  serious 
problems.  If  not,  I see  a rebellion  developing  and  a clear  dichotcmy  existing 
between  the  salaried  physicians  and  private  practitioners.  The  competition  for 
patients  will  be  vigorous  and  perhaps  detrimental.  We  should  identify  and  meet 
public  needs,  and  in  the  process  realize  that  polar  orientations  exist  and  are 
not  exclusionary.  We  must  recognize  the  importance  of  each  orientation  in  the 
best  interests  of  better  health  care  for  the  people  in  the  Rhode  Island  ccmmunity. 


Edward  A.  lannuccilli,  ^^D  is  Governor-Elect  from  the  State  of  Rhode  Island  to 
the  American  College  of  Physicians;  also,  he  is  Clinical  Associate  Professor, 
Brcwn  University  Program  in  Medicine,  Providence,  Rhode  Island. 


"BUILDING  FUNDS. . .POTENTIAL  SOURCES" 
(Sound  familiar?) 


"To  renovate  our  current  headquarters  or  build  a new  building  will  be  expen- 
sive. The  stay /move  issue  has  been  discussed  on  and  off  for  years... ten  at  least... 
pretty  much  on  for  the  past  three  years.  Recently,  another  Ad  Hoc  Ways  and  Means 
Canmittee  met  and  again  studied  the  alternatives. 

"Selling  the  Rare  Books  Collection.  At  the  Special  Council  meeting  of  Au<^st 
11,  1981,  a motion  was  passed  to  have  the  rare  books  re-appraised.  This  is  being 
pursued  at  this  time.  The  monies  so  raised  could  be  used  to  finance  renovate/ 
relocate. 

"Assessment.  This  is  a funding  vehicle  where  the  money  to  renovate/relocate 
is  raised  ' up  front ' from  the  membership. 

"Selling  the  Current  Building.  The  current  Society  headquarters  has  been 
variously  appraised  at  $400,000  to  $470,000.  If  the  current  building  were  to 
sell  for  scmewhat  in  this  range,  that  money  could  be  used  as  partial  payment  on 
a new  building. 

"Renting  Space.  Since  we  currently  have  more  space  than  is  anymore  needed, 
perhaps  the  banquet  rocm  and  auditorium  could  be  rented  either  in  their  present 
condition  or  changed  and  the  money  so  raised  could  be  used  to  renovate  the  portion 
used  by  the  Society. 

"Partial  Sale.  Along  the  same  lines,  perhaps  the  current  banquet  rocm  and 
auditorium  could  be  sold  in  their  present  condition  and  the  money  so  raised  used 
to  renovate  the  portion  used  by  the  Society." 


"Building  Funds. . .Potential  Sources"  is  excerpted  frcm  the  President's  Page,  S^ 
Louis  Medicine,  Volume  3,  Number  9,  September  23,  1981. 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  [brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 


Step  1 usually  consists  of  an  initial  phase  [a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+ supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


I Before  prescribing,  see  compiele  prescribing  information 
I in  SK&F  Co.  iiterafure  or  PDR.  The  foiiowing  is  a brief 
summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten- 
, Sion  and  edema  is  not  static,  but  must  be  reevaluated 
I as  conditions  in  each  patient  warrant 

"Contraindications:  Further  use  in  anuria,  progressive  renal 
3r  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
iserum  potassium  Hypersensitivity  to  either  component  or 
tther  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
iOtherwise,  unless  hypokalemia  develops  or  dietary  intake 
l3f  potassium  is  markedly  impaired.  It  supplementary  potas- 
iium  IS  needed,  potassium  tablets  should  not  be  used.  Hyper- 
lolemia  can  occur,  and  has  been  associated  with  cardiac 
rregularities  It  is  more  likely  in  the  severely  ill,  with  urine 
polume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
, suspected  or  confirmed  renal  insufficiency  Periodically, 
I'erum  K+  levels  should  be  determined  If  hyperkalemia 
tevelops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
irompt  additional  therapy.  Thiazides  cross  the  placental 
larrier  and  appear  in  cord  blood  Use  in  pregnancy 
1 equires  weighing  anticipated  benefits  against  possible  haz- 
I irds.  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
ilher  adverse  reactions  seen  in  adults.  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
Cparticularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease.  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one.  recommended  dosage 
was  exceeded,  in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene. and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients.  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide  interferes  with  fluorescent 
measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods.  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide' 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  tor 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity. purpura,  other  dermatological  conditions,  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide', 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules;  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak“  unit-of-use  bottles  of  100. 
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GregoryPeck 
offers  you  12 
ways  to  save 
energy. 

This  free  brochure  and  a walk 
through  your  house  could  cut 
your  home  energy  use  by  25%. 

For  example,  the  brochure 
tells  you  to  insulate  the  gaps 
you  left  the  first  time  around. 
Look  for  them. 

It  tells  you  to  lower  your  water 
temperature  to  1 20  degrees. 
Check  it. 

It  tells  you  1 0 other  proven 
money-savers.  Follow  them. 

Best  of  all,  it  tells  you  that 
saving  energy  makes  sense. 
Dollars  and  cents. 

Mail  the  coupon  to  the 
Alliance  to  Save  Energy  today. 


M THE  ALLIANCE  TO 
SAVE  ENERGY 

Box  57200,  Washington,  D.C.  20037 

Please  send  me  your  energy-saving, 
money-saving  brochure 

NAME 

ADDRESS 

CITY  STATE  ZIP 
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public  service  message  from  this 
magazine  and  the  Advertising  Council 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (Irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Glaucoma,  prostatIc  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CMS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e.g , operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium^  (chlordlazepoxide  MCI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics.  Inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  atania,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  it  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothlazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Flo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax,  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  Instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
Irregularities,  nausea  and  constipation,  extrapyramidal  symptoms. 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment  blood  dyscrasias  (including  agranulocytosis). 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manatl,  Puerto  Rico  00701 


BOWEL  SY 


Irritable 


A visible  difference  in 
myoelectric  rhythms  of 
the  colon 

Studies  reveal  an  increased  fre- 
quency of  5-cycles-per-minute  slow 
wave  basic  electrical  activity  in  the 
colons  of  patients  with  IBS — a sig- 
nificant difference  in  basic  colonic 
rhythnn  patterns  from  normal  sub- 
jects.these  findings  suggest  a 
physiological  basis  for  the  spasm 
and  hypermotility  characteristic  of 
IBS.  The  role  of  severe  anxiety  in 
triggering  or  aggravating  such 
symptoms  has  long  been  recog- 
nized. Consequently,  treatment 
should  focus  on  both  aspects 
of  the  problem. 

Librax:  A logical  choice  for 
patients  with  IBS 

Logical,  because  the  antimotility- 
antispasmodic  actions  of  the 
Quarzan®(clidinium  bromide/Roche) 
component  of  Librax  can  help 
to  relieve  the  distressing  abdominal 
symptoms  associated  with  IBS.* 
Logical,  because  the  antianxiety 
actions  of  the  Librium®  (chlordiaz- 
epoxide  MCI/Roche)  component 
can  help  to  reduce  the  excessive 
anxiety  that  can  contribute  to  IBS 
flare-ups. 

References:  1.  Sullivan  MA,  Cohen  5,  Snape  WJ 
n EnglJ  Med  298:678-885,  Apr  ZO,  1978 
2.  Snape  WJ  et  al:  Qastroenterologv  72 
383-387,  Mar  1977. 


Artist's  concept  of  myoelectrlcal  slow  waves 
of  the  colon  which  seem  to  determine  the 
frequency  of  colonic  motor  activity. 
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ubrax 

Each  capsule  contains  5 mg  chlordia^epoxide  MCI  and  2.5  mg  cUdinium  Br 


/^en></ety//^t/5ecretor///^t/5pa5modc 

*Libra/<  has  been  evaluated  as  possibly  effective 
for  this  indication  Please  see  summary  of 
prescribing  information  on  facing  page 
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for  Knotts  in  the  night 

Prescribe  new  formula 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients—especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime . . . can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


•Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc., 
Cayey,  Puerto  Rico  00633 


Quinamm’ 

(quinine  sulfate  tablets) 

each  tablet  contains  quinine  sulfate  260  mg 


Quinamm“ 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 
INDICATIONS  AND  USAGE 

For  Ihe  prevention  and  trealment  ol  nocturnal  recumbency  leg  muscle  cramps 
CONTRAINDICATIONS 

Quinamm  may  cause  letal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) for  attempted  abortion  In  about 
half  of  these  reports  the  mallormation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral delects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
in  rabbits  and  guinea  pigs  and  were  absent  m mice.  rats.  dogs,  and  monkeys. 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  II  this 
drug  IS  used  during  pregnancy,  or  il  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content,  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (6-6-pO}  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  m 
patients  with  a history  of  blackwater  lever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  m some  individuals  may  precipilate  a 
duster  of  symptoms  referred  to  as  cinchonism  Such  symptoms,  in  the  mildest 
form,  induce  ringing  in  the  ears,  headache,  nausea,  and  slightly  disturbed 
vision,  however  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gaslromlestina!  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skm 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
6-6-PD  deficiency  m quininr  Quinamm  should  be  stopped 

immediately  it  evidence  of  hernoiysis  appears 

If  symptoms  occur,  drug  should  be  ciis-:G'lnued  ano  supportive  measures 
instituted  In  case  of  overdosage,  see  0VERD0SA6E  s^iciion  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  il  there  is  any  av.dence  o*  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing  pruntus.  skin  rashes  fever 
gastric  distress,  dyspnea,  ringing  in  the  ears,  and  v ' impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  it  or..  n doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  quimdme  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  ol  digoxin  and  digitoxm  have  been  demonstrated  m 
individuals  after  concomitant  quinidine  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine,  it  is  recommended  that  plasma  levels  (or  digoxin 
and  digitoxin  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  Ihe  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombinemic  effect  may  enhance  the  action  of  warfarin  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium  sue- 
cinylcholine.  and  tubocuranne)  may  be  potentiated  with  quinine,  and  result  in 
respiratory  difficulties. 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  for  toxicity 
Drug  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  17-kelogenic  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 
A study  of  quinine  sulfate  administered  in  drinking  water  (0  l®o)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochlonde)  in  male  and  female  mice  gave 
negative  results  by  the  micronudeus  test  Intrapentoneal  miections  (0  5 mM 
kg  ) were  given  twice.  24  hours  apart  Direct  Salmonella  typhimunum  tests 
were  negative,  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  lo  the  effect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratooenic  Effects 

Because  quinine  crosses  Ihe  placenta  m humans  the  potential  for  fetal  effects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  m which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursing  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cin- 
chonism or  hypersensitivity ) 

Hematologic  acute  hemolysis  thrombocytopenic  purpura  agranulocylosis. 
hypoprothrombmemia 

CHS  visual  disturbances  including  blurred  vision  with  scotomata  photophobia, 
diplopia  diminished  visual  fields,  and  disturbed  color  vision  tinnitus,  deafness, 
and  vertigo,  headache  nausea,  vomiting  fever,  apprehension  restlessness 
confusion  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial  the  most  frequeni  type  of 
allergic  reaction  papular,  or  scarlatinal)  pruritus  flushing  of  the  skin  sweating, 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-related)  epigastric  pain 
DRUG  ABUSE  AND  DEPENDENCE 

Tolerance  abuse  or  dependence  with  Qumamm  has  not  been  reported 
OVEROOSAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  Ireatmenl  of 
overdose 

DOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  If  needed  2 tablets  may  be  taken  nightly — 1 following  the 
evening  meal  and  1 upon  relinng 

After  several  consecutive  nights  m which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  lo  determine  whether  continued  therapy 
IS  needed 

Product  Information  as  of  October,  1980 
Licensor  of  Merrell' 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 

Merrell 


MERRELL  DOW  PHARMACEUTICALS  INC 
Subsidiary  of  The  Dow  Chemical  Company 
Cincinnati.  OH  45215.  U.S.A. 


1-8137  IY437C1MNQ-699 


Are  you 
protected  from 
employee  embezzlement? 

The  Office  Protection  Plan  (TOP)  gives  you  one 
low-cost  policy  that  covers: 

• Destroyed  accounts  receivable 

• Employee  dishonesty  and  embezzlement 

• Destroyed  patient  charts 

• Office  liability 

• Personal  injury 

• Office  equipment 

• Practice  interruption 

Plus  many  other  significant  risks  faced  by 
physicians.  And  TOP  covers  these  risks  fully  . . . 
adequately  ...  so  you  need  not  worry  again 
about  loss.  For  more  information  on  TOP,  call 
Don  Marcum  at  (401)  421-6900. 


ESTABLISHED  1879 

Starkweather  & Shepleywc 

Representing  the  World’s  Major  Insurance  Companies 

155  South  Main  Street,  Providence,  RI  02903  Telephone  (401)  421-6900 


Paperwork  Isn’t  Just  a Problem  For  Doctors 
Anymore^  It’s  An  Epidemic.  And  There’s 
Every  Indication  That  It’s  Going  To  Get  Worse. 

At  IIAK'I'OX  Systems  we  have  the  solution  to  solving  the  billing,  bookkeeping,  and  management 
information  needs  for  medical  practices  of  all  sizes  and  specialties.  The  IIAN'I'OK  Medical  Office 
Management  System  automates  most  of  the  repetitive  manual  tasks  and  provides  you  with  the  ability  to 
improve  patient  care  without  increasing  personnel  requirements. 


The  Aiedical  Office  Aianagement  System  features: 

• Automatic  Insurance  Form  Preparation 

• Automatic  Weekly  or  Monthly  Patient  Statements 

• Patient  Follow-up  and  Automatic  Recall 

• Automatic  Accounts  Receivable  Aging  Report  by  Patient  and 
Insurance  Carrier 

• Daily  Reporting  and  Cash  Receipts 

• Physician  Productivity  and  Practice  Analysis  Reports 

• Automatic  Recording  and  Accounting  of  each  Patient  Visit 

• Automatic  Assignment  of  Patient  Account  Number 

• Automatic  Procedure  Pricing  — Eliminates  Error 

• Simple  Inquiry  into  Patient  Records  — Alphabetic  or  Numeric 

• Consistent  Format  through  Menu-Driven  Screens 

• Detailed  Start-up  Assistance 

• Thorough  Training  of  Office  Staff 

• Superior  Texas  Instruments  Hardware 

• Reliable  Texas  Instruments  Maintenance 

• Continuing  Future  Support 


IIAK'l'ilN’s  Medical  Office  Management  System  is  designed  to  provide  your  practice  with  an  effective 
method  for  solving  your  medical  information  processing  requirements  and  provides  you  with  the 
proper  tools  to  meet  today’s  demands  of  medical  office  management. 


r 


MISS 
TfflS 

of  the  liAKT#iH  Medical  Office  Management  System  in  <^peration  with  the  latest 
Texas  Instmm^ts  computet^. 

Attend  cmr  special  show  and  leam  how  you  can  become  a charter  member  in  a new 
local  M«lical  OflBce  Management  Group  . » * an  excitmg  new  concept  with 
far-  reaching  proBt  potentiat 

MARRIOTT  INN,  Charles  & Orms  St.,  Providence,  R.  L 
Wedbnt^day,  6,  1982,  33^  PM 


It’s  Sad  When  You  Have  To  Spend  More  Time 
With  Paperwork  Than  With  Patients! 
Here’s  The  Remedy! 


Featuring  Texas  Instruments  DS990  Integrated  Family  Of  Computers 


rTrrjFnisr 

5 COMPUTER  SYSTEMS 

I 151  Lavan  St.,  Warwick,  R.  I.  02888 

I Tel.  (401)  467-2050 

I NAME 

■ ADDRESS 


■ CITY 

^ TELEPHONE 


□ Yes,  I’ll  be  attending  your  show 

□ I’m  bringing  along associate(s) 

□ Sorry,  can’t  make  it,  but  keep  me  posted! 


STATE 


ZIP. 


BEST  TIME  TO  CALL 


I 

I 

I 

I 
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THE  MIRIAM  HOSPITAL 
AND 

THE  RHODE  ISLAND  MEDICAL  SOCIETY 

HISTORY  AND  MEDICINE 
ORATION 

. . . to  honor  Seebert  J.  Goldowsky,  M.D. 
for  two  decades  as 

Editor-in-Chief,  Rhode  Island  Medical  Journal 

Moderator:  G.  E.  Erikson,  Ph.D. 

Professor  of  Medical  Science 
Brown  University 

Greetings:  Charles  E,  Millard,  M.D. 

President 

Rhode  Island  Medical  Society 


Parasitic  Disease  and  World  History: 

Alfred  W.  Senft,  M.D.,  D.T.M.  & H.,  M.P.H.,  Professor  of  Medical  Science, 
Brown  University 

Lead  Poisoning  in  Colonial  America: 

Stanley  M.  Aronson,  M.D.,  M.P.H.,  University  Professor  of  Medical  Science, 
Brown  University 

Charles  V.  Chapin  Revisited: 

James  H.  Cassedy,  Ph.D.,  Historian,  National  Library  of  Medicine 

An  Appreciation: 

Irving  A.  Beck,  M.D.,  Lecturer  in  Medical  Science,  Brown  University 


Tuesday,  November  24,  1981 
8:00  P.M. 

The  Sopkin  Auditorium,  The  Miriam  Hospital 


PRESIDENT’S  CORNER 


Medical  Residents  — Rhode  Island  Highest 
in  the  Nation  — A Dubious,  Expensive  Honor 


Why  should  Rhode  Island  lead  the  nation  in  the 
number  of  its  residents  per  thousand  occupied 
hospital  beds? 

The  following  table  compiled  from  Hospital 
Statistics  published  by  the  American  Hospital  Asso- 
ciation presents  astonishing  statistics:’ 


Medical-Dental 

Trainees/1000  Occupied  Beds 

1973 

1979 

US 

78.1 

76.4 

Central 

69.3 

67.5 

East 

98.8 

113.8 

South 

54.7 

57.7 

West 

71.9 

72.8 

Connecticut 

125.3 

122.7 

Massachusetts 

115.4 

117.7 

Rhode  Island 

115.9 

137.0 

As  far  as  the  author  can  ascertain,  there  is  no 
rational  explanation  of  the  fact  that  the  smallest 
state  with  only  one  medical  school  has  such  a dis- 
proportionate number  of  residents  in  training. 
This  question  not  only  is  of  academic  interest;  it 
concerns  the  whole  community.  It  has  been 
estimated  that  approximately  45  per  cent  of 
physicians  remain  to  practice  in  the  community  in 
which  they  have  been  trained.  Rhode  Island 
already  has  an  ample  supply  of  physicians,  so  the 
high  number  of  residents  in  our  state  is  not 
explainable  as  a means  to  fill  a manpower 
shortage. 

In  view  of  the  escalating  costs  of  medical  care 
and  medical  societies’  increasing  involvement  in 
voluntary  attempts  to  contain  these  costs,  the 
expense  of  training  interns  and  residents  should 
concern  all  of  us.  According  to  information 
provided  by  Blue  Cross  of  Rhode  Island  for  the 
fiscal  year  ending  September  30,  1980  the  total 
number  of  intern  and  resident  full  time  equivalents 
(FTEs)  was  325.15.  The  average  salary  per  FTE 
was  $18,856  with  total  direct  salaries  amounting  to 


Charles  E.  Millard,  MD 


$6,130,942.  Trainees’  salaries  represent  only  a 
portion  of  the  total  cost  of  residency  programs. 
With  indirect  costs  included  Rhode  Island  spent 
$11,042,094  on  its  training  programs  equal  to 
$5,943  per  bed  for  1,858  beds.  Approximately  35 
per  cent  of  this  cost  is  paid  by  Blue  Cross;  more 
than  40  per  cent  is  paid  by  Medicare;  about  20  per 
cent  is  paid  by  the  state;  with  the  remainder  paid 
by  private  insurers. 

The  citizens  of  the  state  are  paying  for  this 
training,  and  a rational  explanation  by  those 
responsible  for  the  programs  certainly  seems  in 
order.  The  cost  of  residency  training  is  not  borne 
by  the  resident,  but  by  the  PATIENT  in  his  ever 
larger  hospital  bill. 

The  financing  of  physician  residency  training  is 
a complex  matter,  characteristic  of  the  whole 
health  system.  Another  way  of  estimating  expenses 
of  residency  programs  is  in  terms  of  session  costs 
per  resident.  The  following  is  a breakdown  from  a 
typical  case  in  a recent  study. ^ 
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Session  Costs  Per  Resident 

Salaries 

Faculty 

$ 

60.31 

Trainees’  stipends 

61.93 

Other  salaries 

72.93 

Fringe  benefits 

11.23 

Rent  or  Mortgage 

— 

Other 

43.75 

Total  Direct  Expenses 

250.15 

(Practice  site  revenues) 

{- 

-202.82) 

Net  Direct  Academic  Expenses 

$ 

47.32 

Indirect  costs 

Calculated  rental  costs 

16.06 

Other  indirect  costs 

51.82 

Total  Net  Academic  Costs 

$ 

115.20 

The  actual  program  analyzed  in  this  study  had 
34  trainees  in  the  year  in  which  these  figures  were 
collected,  and  an  estimated  3400  trainee-sessions. 
For  purposes  of  the  present  discussion  the  interest- 
ing points  to  he  drawn  from  the  breakdown,  which 
did  not  in  a specific  sense  pertain  to  a Rhode 
Island  institution,  are  that  practice  site  revenues 
did  not  equal  total  direct  expenses,  and  that 
indirect  costs  per  student  represented  about  59  per 
cent  of  total  net  academic  costs.  Indirect  costs 
included  personnel,  purchasing,  word  processing, 
and  payroll  functions  of  clinical  units,  as  well  as 
some  of  the  costs  of  the  general  medical  adminis- 
tration. 

States  with  a greater  than  average  number  of 
residents  in  relation  to  the  number  of  its  occupied 


hospital  beds  must  charge  patients  more  for 
hospital  services.  A state  such  as  California  with 
fewer  than  the  national  average  of  residents  in 
relation  to  occupied  hospital  beds  can  spread  the 
residency  financial  burden  more  widely,  resulting 
in  proportionately  lower  costs  to  patients.  Because 
it  actually  “imports”  more  residency-trained  physi- 
cians than  it  “exports,”  California  has  been  cited 
disparagingly  in  discussions  of  how  residency 
training  costs  are  distributed  nationwide.  Yet,  too 
many  residents  in  a community  is  as  undesirable  as 
too  few,  since  excess  quantity  of  residents  may 
influence  negatively  the  far  more  important  quality 
of  the  training  which  they  receive. 

There  is  no  panacea.  The  solution  to  cost 
problems  affecting  the  health  care  system  involves 
numerous  wise  and  judicious  decisions  which  are 
called  for  daily  in  many  important  contexts.  The 
only  reliable  guide  to  assure  that  the  decisions  are 
the  wisest  and  the  best  is  the  interest  of  our 
PATIENTS.  It  is  for  our  PATIENTS  that  we 
must,  in  the  words  of  AMA  President-Elect 
William  Y.  Rial,  MD,  “recommit  ourselves  to 
making  health  care  more  cost-effective  while  pre- 
serving its  quality  and  availability. 
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Direct  Membership  in  the  AMA  vs  Unitary  Membership 


All  medical  societies  are  having  fiscal  problems 
aggravated  by  lagging  membership  and  the  intract- 
able inflation.  The  American  Medical  Association 
recently  trimmed  its  administrative  structure  and 
instituted  a direct  membership  privilege  to  entice 
new  members,  who  would  not  be  obliged  to  join 
their  state  societies. 

The  Rhode  Island  Medical  Society  is  in  a recur- 
rent financial  bind  and  finds  it  necessary  to  increase 
its  dues  during  the  next  three  years,  having  failed  to 
do  so  during  the  past  five.  It  also  is  neglected  by 
those  physicians  in  the  state  who  belong  to  their 
district  societies,  but  not  to  the  state  organization. 
The  state  society  is  examining  such  unhappy  devices 
as  disposing  of  the  library,  discontinuing  the 
Journal,  and  renting  space  in  its  lovely  Renaissance 
palace  on  Francis  Street. 

We  now  have,  in  summary,  district  society  mem- 
bers who  do  not  belong  to  the  state  society,  state 
society  members  who  do  not  belong  to  the  AMA, 
and  some  AMA  members  who  belong  to  neither. 


This  situation,  it  would  appear,  has  the  potential 
of  further  diverting  members  from  the  state 
societies. 

Unitary  membership  - membership  in  one  means 
membership  in  all— must  eventually  become  the 
standard.  Only  a handful  of  states  require  it  now. 
The  House  of  Delegates  of  the  AMA  has  repeatedly 
shied  away  from  it  in  the  past,  and  has  again  found 
it  politically  unacceptable. 

If  this  structure  of  societies  were  allowed  to  die,  it 
would  be  necessary  — to  use  a cliche  To  invent  it 
all  over  again.  These  are  fine  organizations.  The 
AMA  and  the  state  societies  are  vastly  underrated. 
If  physicians  knew  their  true  worth,  what  they  do 
for  the  quality  of  medical  care  and  the  well-being  of 
the  profession,  they  would  gladly  pay  the  necessary 
dues.  The  cumulative  dues  are  in  truth  a bargain. 

Unitary  membership  must  one  day  soon  be  the 
heart  of  organized  medicine. 

SeebertJ.  Goldowsky,  MD 


Chronobiology  and  Chronopharmacology 


It  has  been  said  that  all  things  in  life  are  rhythmic. 
Chronobiology  is  now  an  established  science.  It  was 
shown  as  early  as  1973  that  graft  rejection  was  a 
circadian  phenomenon  and  later  that  rejection  also 
had  a weekly  rhythm  pattern. 

The  suggestion  has  been  made  that  the  timing  of 
immunosuppressive  therapy  in  connection  with 
renal  allografting  could  be  more  effective  if  it  were 
shown  that  rejection  is  more  likely  at  a particular 
time  of  day.  Knapp  et  al  in  Great  Britain  analyzed 
sequential  plasma  creatinine  concentration  in  a 
retrospective  study  of  graft  recipients.  They  found 
that  graft  rejection  occurs  suddenly  with  a change 
from  progressive  improvement  in  renal  function  to 
progressive  deterioration  occurring  over  less  than  24 
hours,  and  possibly  over  a period  of  hours  or  even 


minutes.  Venous  samples  were  taken  from  35  renal 
transplant  patients,  and  weight  corrected  plasma 
creatinine  values  were  recorded.  Twenty-two  rejec- 
tion episodes  in  16  patients  in  the  first  60  days  after 
transplantation  were  analyzed. 

Seventeen  of  the  rejection  episodes  (77  per  cent) 
occurred  in  the  night  and  early  morning,  and  5 (23 
per  cent)  during  the  rest  of  the  day.  Using  sophisti- 
cated mathematical  methods,  it  was  determined 
that  the  curve  of  incidence  had  its  highest  point  at 
5:58  am.  It  was  concluded  that  renal  allograft  re- 
jection has  a circadian  rhythm  and  is  more  common 
at  night.  It  is  most  likely  to  influence  creatinine 
clearance  at  approximately  6 am.  Plasma  levels  of 
administered  glucocorticoids  and  other  immuno- 
suppressive agents  are  usually  low  just  before 
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waking,  and  the  time  of  maximum  immune  re- 
sponse often  coincides  with  that  of  minimum 
plasma  concentrations  of  such  agents. 

Thus  immunosuppressive  agents  could  be  taken 
at  night  to  avoid  low  morning  levels.  The  authors 
believe  that  further  investigation  is  required  on 
circadian  and  other  rhythms  to  determine  defini- 
tively their  relationship  to  iatrogenic  interventions 
and  to  the  diagnosis  and  management  of  disease. 


Molecular  Biology,  Then  and  Now 

In  this  issue  of  the  Journal  are  two  book  reviews,  one 
titled  The  Eighth  Day  of  Creation,  a magnificent 
history  of  the  principle  eyewitness  scientists  in  the 
great  revolution  in  biology,  which  culminated  in  the 
demonstration  of  the  structural  and  molecular 
formula  for  DNA.  The  bridge  between  the  living 
and  non-living  was  made;  chemical,  molecular, 
and  even  mechanistic  explanation  of  insights  in  the 
life  process  itself  became  possible. 

The  rewards  and  fruition  of  this  revolution  in 
biology  is  shown  by  example  in  the  second  book 
review  Transfer  RNA : Structure,  Properties  and 
Recognition,  a highly  technical  book  in  contrast  to 
Judson’s  history.  The  ramifications  of  the  break- 
through, as  they  have  taken  place  in  the  past  ten 
years,  are  illustrated.  Cloning,  recombinant  DNA, 


The  proper  planning  of  immunosuppressive  medi- 
cations could  eventually  take  account  of  such 
rhythms.  One  can  thus  foresee  the  dawning  of  a 
new  discipline  for  which  the  term  “chronopharma- 
cology”  has  been  offered. 

SeebertJ.  Goldowsky,  MD 
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and  magical  possibilities  outstrip  any  science 
fiction. 

The  second  book  is  a tribute  to  co -discoverer  of 
the  structural  formula  of  DNA,  since  it  is  one  of  a 
series  of  basic  primary  source  books  in  molecular 
biology  published  by  the  Cold  Spring  Harbor 
Laboratory  which  has  become,  under  James  D. 
Watson’s  direction,  one  of  the  undisputably  great 
laboratories  of  molecular  biology  in  the  world. 
Hence,  in  this  issue  of  the  Journal  we  have  not  only 
current  history,  but  a magnificent  example  of  what 
the  current  history  made  possible. 

Robert  V.  Lewis,  MD 

{Editor’s  Note:  Doctor  Watson,  Nobel  Laureate,  is 
Doctor  Lewis’s  son-in-law. ) g 
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“The  Eighth  Day  of  Creation” 

by  Horace  Freeland  Judson. 

New  York,  Simon  & Schuster,  1979. 


“Twice,  especially,  since  1900  scientists  and  their  ideas  have 
generated  a transformation  so  broad  and  so  deep,  that  it 
touches  everyone’s  sense  of  the  nature  of  things.  The  first  of 
these  transformations  was  in  physics,  the  second  in  biology. 
The  revolution  in  physics  came  earlier.  It  began  with 
Quantum  Theory  and  the  Theory  of  Relativity  with  Max 
Planck  and  Albert  Einstein.  The  revolution  in  biology  stands 
in  contrast.  Beginning  in  the  mid-thirties,  its  first  phase, 
called  Molecular  Biology,  came  to  a kind  of  conclusion  — not 
an  end,  but  a pause  to  regroup  — by  about  1970.  A coherent, 
preliminary  outline  of  the  nature  of  life  was  put  together  in 
those  decades.” 

In  The  Eighth  Day  of  Creation:  The  Makers  of  the 
Revolution  in  Biology  the  author  acknowledges  the 
specialist,  hut  has  written  for  the  general  reader  a 
history  and  an  exposition  of  the  most  revolutionary 
and  revelationary  ideas  in  biology;  and  indeed,  a 
revolution  in  the  philosophy  of  the  concept  of  the 
life  process  itself.  The  Eighth  Day  of  Creation,  as 
the  author  states,  is  an  historical  account  of  the 
chief  discoveries  of  molecular  biology  and  how  they 
came  about,  derived  from  extensive  conversations 
with  all  the  principle  participants  and  actors  whose 
discoveries  have  been  so  recent  that  most  are  still 
alive  and  vigorous. 

Author  Judson  is  well  qualified  by  professional 
training  and  experience  for  the  task  which  he  has 
so  admirably  undertaken  and  so  superbly  ac- 
complished. A graduate  of  the  University  of 
Chicago,  he  was  science  correspondent  in  Europe 
for  Time  Magazine,  based  in  London  and  Paris. 

The  book  was  researched  for  several  years.  He 
recorded  over  a million  words  of  the  conversations 
of  the  leading  actors  in  molecular  biology. 

The  supreme  moment  in  the  history  of  biology 
came  with  the  demonstration  of  the  correct 
formula  for  DNA,  along  with  its  understanding  of 
the  principle  role  that  it  plays  in  all  “creation” ; 
providing  the  mechanism  for  all  life  processes ; and 
constituting  the  bridge  between  true  “organic” 


biochemistry  and  inorganic  chemistry.  With  the 
demonstration  of  the  structural  formula  for  DNA, 
the  mystery  and  mystique  of  living  systems  was  at 
once  unraveled  and  unveiled,  and,  since  its  demon- 
stration and  pronouncement,  the  central  dogma  of 
the  role  of  DNA  has  never  been  shown  to  be  at 
fault. 

The  great  moment  in  this  revolution  of  biology 
was  the  demonstration  by  Watson  and  Crick  of  the 
structure  of  DNA.  As  with  all  great  discoveries 
there  is  a tremendous  amount  of  science 
contributed  by  many  people  who  published  works 
and  discoveries  to  produce  the  necessary  elements. 
Then  comes  the  great  moment  of  “crystallization”; 
when  a scientist  suddenly  sees  for  the  first  time  out 
of  a mass  of  information  new  Truth  and  a 
universal  law  in  science. 

Never  before  in  the  history  of  science  has  there 
been  such  drama,  excitement,  or  significance  as 
generated  by  the  demonstration  of  the  structural 
formula  of  DNA  and  what  it  means.  There  used  to 
be  an  old  cliche  that  “truth  is  stranger  than 
fiction.”  Such  surely  can  be  applied  to  the  history 
of  the  revolution  of  biology  and  molecular  biology. 
The  story  is  better  than  a novel. 

As  fascinating  as  the  dramatic  moment  itself 
when  Watson  and  Crick  published  their  most 
famous  of  reports  in  Nature  Magazine  are  the  sig- 
nificant developments  as  a consequence  of  their 
discovery. 

Judson’s  book  is  a beautifully  written  superb 
contemporary  history.  It  will  be  for  many  years  to 
come  the  definitive  history  of  this  earthshaking 
event,  despite  the  fact  that  numerous  books  have 
been  written  on  individual  aspects  of  the  revolution 
in  biology,  and  will  be  written. 

To  use  the  words  “required  reading”  might  be 
inappropriate,  although  a propos.  The  book  is 
required  reading  not  only  for  scientists,  but  also  for 
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all  people  concerned  with  life  and  contemporary 
science.  Reading  it  is  pleasure;  no  chore  at  all  to 
peruse  and  devour  the  over  six  hundred  pages. 

It  is  a unique  presentation  by  virtue  of  the 
nature  of  the  personal  interviews  with  all  the  prin- 
ciple characters,  and  a delightful  experience. 

The  million  words  on  tape  and  notebooks  all 


came  from  the  mouths  of  the  principle  actors  in 
the  drama,  many  of  whom  have  received  the  Nobel 
Prize  chemistry,  physics,  or  medicine.  In  this 
age  of  oral  histories,  this  is  in  contemporary  style. 
The  superb  editorship  and  interpretation  by  Judson 
add  the  dimension  necessary  for  a great  book. 

Robert  V.  Lewis,  MD 


“Transfer  RNA:  Structure,  Properties,  and  Recognition” 

by  Paul  R.  Schimmel,  Dieter  Soil,  and  Jon  N.  Abelson. 

New  York,  Cold  Spring  Harbor  Laboratory,  1979. 


Transfer  RNA  (tRNA)  has  become  popular  for 
studies  of  gene  organization,  cloning,  and 
biosynthesis.  Because  of  this  it  is  natural  that 
investigation  has  been  intense.  As  stated  in  the 
Preface,  it  plays  a central  role  in  protein  synthesis; 
it  is  a relatively  small,  single-stranded  RNA  with  a 
molecular  weight  of  but  25,000,  and  can  be 
analyzed  by  structural  methods,  sequency,  and  x- 
ray  refraction.  Such  studies  are  not  often  feasible 
with  larger,  more  complex  RNA  molecules.  The 
Cold  Spring  Harbor  Laboratory  has  been  a moving 
force  in  the  dissemination  and  interchange  of  ideas 
on  subjects  in  the  forefront  of  scientific  investiga- 
tion. The  Symposia  and  the  Seminars  on  timely  sub- 
jects emerging  and  developing  in  the  field  of 
molecular  biology  — viruses,  and  tumor  viruses 
especially  are  unique  and  one  of  the  great  market 
places  for  the  exchange  of  knowledge  between 
scholars  working  in  a given  field  from  diverse 
corners  of  the  world.  The  present  contributors,  all 
of  whom  delivered  lectures  on  the  subject  of 
Transfer  RNA  at  Cold  Spring  Harbor  in  August  of 
1978,  come  from  the  far  corners  of  the  world 
East  Coast,  West  Coast,  Germany,  Austria,  and 
Japan,  to  mention  but  a few. 

In  The  Double  Helix  Watson  states  that  the 
pertinent  facts  and  new  discoveries  in  the  field  of 
then  nascent  DNA  discoveries  were  passed  around 
by  his  group  almost  like  the  beating  of  the  tom-toms 
in  Africa.  The  coming  together  for  the  pooling  and 
exchange  of  knowledge  in  small  scientific  fields  has 
been  enthusiastically  carried  on  by  Watson  at  Cold 
Spring  Harbor.  This  volume  is  but  one  of  many  in 
the  Cold  Spring  Harbor  tradition. 

Despite  the  rapidly  moving  field  and  new  dis- 
coveries in  Transfer  DNA,  much  of  the  accumu- 


lated knowledge  needs  summarization  and  storage 
in  a single  reference  volume.  This  is  accomplished 
by  a comprehensive  Appendix  which  is  a repository 
for  codified,  well-established  principles  and  dis- 
coveries, as  well  as  a proposed  numbering  system  for 
the  nucleotides  in  the  Transfer  RNAs. 

The  six  sections  are  divided  into  primary  struc- 
ture and  sequencing:  crystalline  structure;  struc- 
ture and  dynamics  in  solution;  aminoacyl-tRNA 
synthetases;  recognition  of  tRNAs  by  proteins;  and 
tRNA  interactions  with  ribosomes. 

The  ultimate  production  of  protein  occurs  in  a 
complex  manner  using  the  ribosome;  Transfer 
RNA,  which  is  essential  with  intermediary  roles  for 
ribosomal  RNA  ; and  messenger  RNA.  This  volume 
is  concerned  with  the  interaction  of  Transfer  RNA 
and  the  ribosome. 

To  a practicing  physician  the  beauty  of  the  clari- 
fication of  the  clover  leaf  structural  formula  ; the  se- 
quencing; and  the  side  chains  enlarge  one’s  intel- 
lectual horizon  by  the  realization  of  the  intense 
activity  in  the  very  basic  science  of  molecular 
biology,  and  allow  an  appreciation  of  its  accomp- 
lishments to  date. 

For  the  scientific  investigator  in  the  field  of 
Transfer  RNA  the  volume  will  be  a welcome  addi- 
tion as  an  authoritative  reference  book  for  work 
accomplished,  work  in  progress,  and  data  from 
which  to  plan  future  research. 

Robert  V.  Lewis,  MD 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


Prepared  by  Sanford  L.  Schatz,  MD ; f 

Allan  M.  Deutsch,  MD;  Michael  J. 

Ryvicker,  MD;  and  Howard  R.  Cohen,  MD. 


History: 

An  asymptomatic  twenty-two  year  old  man  was  found  to  have  first  degree  AV  block  on  a 
routine  EKG  obtained  as  part  of  an  athletic  scholarship  application  procedure.  On  physical 
examination  the  point  of  maximal  intensity  was  located  2 cm  to  the  left  of  the  mid  clavicular 
line  and  there  was  a parasternal  lift  at  the  second  left  intercostal  space.  There  was  a grade 
ll/VI  mid  systolic  murmur  heard  along  the  left  sternal  border  which  increased  to  grade  lll/VI 
with  leg  raising. 


For  discussion  turn  to  next  page. 
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Discussion : 

This  case  demonstrates  the  plain  film  findings  of  an 
uncomplicated  atrial  septal  defect  (ASD)  of  the 
ostium  secundum  (fossa  ovalis)  type.  This  was  con- 
firmed by  cardiac  catheterization.  The  plain  films 
demonstrate  minimal  cardiomegaly  with  increased 
pulmonary  vascularity  evenly  distributed  between 
the  upper  and  lower  lobes  and  tapering  gradually 
toward  the  periphery.  The  right  cardiac  chambers 
are  enlarged.  The  right  atrial  enlargement  is  seen 
on  the  PA  view  as  fullness  of  the  lower  right  cardiac 
border,  and  the  right  ventricular  enlargement 
causes  roundness  of  the  lower  left  heart  border  with 
lateral  displacement  of  the  cardiac  apex.  On  the 
lateral  view  the  lower  retro-sternal  clear  space  is 
filled  in  by  an  enlarged  right  ventricle  and  pulmon- 
ary outflow  tract.  The  aortic  arch  is  diminuative. 
The  left  atrium  and  the  left  ventricle  are  not 
enlarged;  however,  with  right  ventricular  enlarge- 
ment it  would  be  difficult  to  appreciate  left  ven- 
tricular enlargement.  The  left  atrium,  on  the 
lateral  view,  may  appear  falsely  enlarged  and 
displace  the  esophagus  posteriorly  when  right  sided 
enlargement  is  present.  This  is  in  contradistinction 
to  the  rather  sharp  indentation  on  the  esophagus 
seen  in  true  left  atrial  enlargement. 

In  the  most  common  type  of  ASD,  the  ostium 
secundum  type,  the  right  atrium,  right  ventricle, 
and  the  pulmonary  arteries  receive  more  blood  and 
therefore  dilate  and  become  more  prominent  on  the 
plain  films.  Although  the  left  atrium  receives  more 
blood,  it  is  able  to  empty  rapidly  during  systole  and 
diastole  through  both  the  septal  defect  and  mitral 
orifice.  Therefore,  it  does  not  enlarge. 

The  ostium  primum  ASD  is  less  common  than  the 
ostium  secundum  type  and  involves  the  lower  por- 
tion of  the  inter  atrial  septum.  It  is  perhaps  best 
thought  of  in  terms  of  an  endocardial  cushion 
defect  where  the  atrial  septal  defect  is  associated 
with  a cleft  anterior  mitral  valve  leaflet  and  other 


abnormalities  involving  other  components  of  the 
endocardial  cushion.  Clinically,  patients  with 
ostium  secundum  ASDs  are  usually  asymptomatic 
even  in  adult  life.  Patients  with  minimal  ostium 
primum  defects  may  be  indistinguishable  from 
those  with  ostium  secundum  defects  both  clinically 
and  radiographically.  Patients  with  more  severe 
involvement  of  the  endocardial  cushion  components 
are  usually  symptomatic,  have  more  cardiomegaly, 
and  may  present  in  congestive  heart  failure. 

Clinical  absence  of  cyanosis  and  the  prominence 
of  pulmonary  vascularity  on  the  radiograph  suggest 
a left  to  right  shunt.  The  right-sided  chamber 
enlargement  and  the  normal  left  atrium  point  to  an 
ASD  rather  than  a ventricular  septal  defect.  Since 
this  patient  is  asymptomatic  and  there  are  no  con- 
gestive changes,  a complicated  atrial  septal  defect  is 
unlikely.  Also,  the  aortic  arch  is  small;  therefore 
an  extra-cardiac  shunt  (such  as  a patent  ductus)  is 
unlikely.  Although  the  pulmonary  vascularity  is  in- 
creased there  is  no  “cephalization”  where  a dispro- 
portionate amount  of  blood  goes  to  the  upper  lobes 
as  opposed  to  the  lower  lobes.  This,  plus  lack  of 
left  atrial  enlargement,  rules  out  mitral  valve 
disease. 

In  conclusion,  an  acyanotic,  asymptomatic  pa- 
tient demonstrating  plain  film  findings  of  increased 
pulmonary  vascularity  evenly  distributed  between 
upper  and  lower  lobes,  normal  or  slightly  enlarged 
heart,  right-sided  chamber  enlargement,  normal 
sized  left  atrium  and  aortic  arch  is  most  likely  to 
have  an  uncomplicated  ASD. 
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a livinglrii^ 
you  donTt  have  to  die 
to  test  in  peace. 


You  probably  think  that  Trust  and  Investment  services  are  only  for 
the  old  and  very  wealthy.  But  InBank’s  Living  Trust  services  are  for 
people  of  all  ages  whose  investment  portfolios  are  important  to  them. 

Often  your  business,  family,  or  other  interests  don’t  give  you  the  time 
to  tend  to  financial  matters  the  way  you  know  you  should.  That’s  where 
a Living  Trust  comes  in.  It  can  provide  full-time,  professional  asset 
management,  handle  responsibilities,  even  pay  bills  and  taxes  if  you 
wish,  letting  you  concentrate  on  other  things.  And  if  you  become 
incapacitated,  it’s  the  one  way  your  assets  can  continue  to 
be  managed,  without  interruption,  according  to 
your  wishes. 

A Living  Trust  will  let  InBank 
become  your  financial  secretary  to 
take  over  as  many  or  as  few  of  your 
financial  duties  as  you  feel  are  nec- 
essary. But  the  best  part  about  a 
Living  Trust  is  its  flexibility. 

You  can  change  it,  add  to  it,  or 
end  it  any  time  you  wish. 

A Living  Trust  is  just  one  of 
the  ways  we  can  help  you  in 
the  here  and  now.  To  find  out 
others,  get  in  touch  with  the  financial 
experts  at  InBank.  Call  Gregory  Ahern 
at  (401)  278-6699,  or  write  to  him  at 
Industrial  National  Bank, 

Trust  and  Investment  Division, 

100  Westminster  Street, 

Providence,  Rhode  Island  02903. 


X INBRNK 


TRUST  AND  INVESTMENT  DIVISION 


Financial  minds  for  your  peace  of  mind. 


Blackstone 


Easier  for  you,  nicer  for  them. 


• SamC'Day  Surgery  facilities  for  general  surgeons, 
gynecologists,  plastic  surgeons,  ophthalmologists, 
oral  surgeons,  otolaryngologists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• General  anesthesia 

• Block  bookings 

• Modem,  pleasant  environment 

• Nursing  staff  exclusively  oriented  to  the  ambula- 
tory surgical  patient 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross  and  commercial  insurance 
coverage 

• Accredited,  National  Society  for  Free  Standing 
Ambulatory  Surgical  Care 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 


Cholangiography  Revisited 


Reduction  in  Morbidity  and  Mortality  Can  Be  Attained  by 
Thorough  Ductal  Palpation  and  Reliable  Cholangiography 


John  R.  Stuart,  MD 


The  National  Center  for  Health  Statistics  indicates 
that  432,000  cholecystectomies  were  performed  in 
this  country  during  19784  Cholecystectomy  is  be- 
coming the  most  frequent  intra-abdominal 
procedure  performed,  and  with  15-17  per  cent  of 
the  population  harboring  gallstones  its  frequency 
will  not  decreased 

The  indications  for  cholecystectomy,  surgical 
technique,  and  management  have  few  controversial 
areas.  However,  at  each  cholecystectomy  the  deci- 
sion as  to  a common  duct  exploration  (CDE)  arises. 
In  this  regard  areas  of  controversy  do  exist. 

Exploring  the  common  duct  will  increase  the  cost 
of  hospitalization  and  the  mortality  and  morbidity. 
How  many  negative  CDE  (minimal  estimated  cost 
$100)  versus  operations  for  re-exploration  of  the 
ducts  (estimated  cost  minimal  $2,000)  are  “within 
normal  limits”?  Furthermore,  with  an  estimated 
6,000  cases  of  retained  or  undiscovered  common 
duct  stones  (CDS)  occurring  each  year,  the 
problem  may  be  that  of  the  completeness  of  ex- 


From  the  Surgical  Service  of  Roger  Williams  General  Hospital, 
Providence,  Rhode  Island,  and  the  Division  of  Surgery,  Brown 
University  Program  in  Medicine,  Providence,  Rhode  Island. 


John  R.  Stuart,  MD,  active  staff  (director  of  operat- 
ing suite  and  the  surgical  care  floors) , Roger  Wil- 
liams General  Hospital,  Providence,  Rhode  Island; 
Assistant  Professor  (Surgery) , Brown  University 
Program  in  Medicine,  Providence,  Rhode  Island. 


ploration  and  stone  removal  rather  than  of  duct  ex- 
ploration.^ Pre-operative  studies  such  as  oral 
cholecystogram,  intravenous  (IV)  cholangiogram 
and  ultrasound  will  aid  in  these  decisions,  but  in  the 
emergent  patient  may  not  be  available.  The  usual 
and  traditional  indication  of  jaundice  and  ductal 
dilation  have  been  shown  to  be  unreliable  indica- 
tions of  common  duct  stones. 

For  example,  a brief  review  of  CDE  for  benign 
disease  at  Roger  Williams  General  Hospital  reveals 
that  during  2,029  consecutive  cholecystectomies 
during  a 14  year  period  the  common  duct  was  ex- 
plored in  399  (19.7  per  cent) . One  hundred  seventy- 
four  (43.6  per  cent)  of  these  were  productive  of 
stones;  255  (56.4  per  cent)  were  negative. 

Those  ducts  explored  with  the  single  indication 
of  dilatation  (duct  over  1cm  at  surgery)  39.5  per 
cent  (51/129)  were  productive  of  calculi.  Those 
ducts  explored  with  the  singular  indicator  of  jaun- 
dice were  productive  in  59.3  per  cent  (35/59). 
Those  ducts  explored  for  jaundice  and  dilatation 
were  productive  in  61.9  per  cent  (57/92). 

The  most  commonly  used  intra-operative 
diagnostic  aid  is  the  intra-operative  dye  study. 
Other  intra-operative  aids  such  as  operative  fluoro- 
cholangiography,  mannometric  studies,  and  biliary 
endoscopy  are  not  widely  available. 

The  role  of  the  operative  cholangiogram  is  con- 
troversial. Those  who  advocate  its  routine  use  state : 
1 . it  is  an  innocuous  procedure  and  with  proficiency 
adds  little  to  the  operative  time;  2.  false  positives 
are  minimal;  3.  the  incidence  of  unsuspected  or  re- 
tained stones  is  markedly  diminished;  and  4. 
unsuspected  anomalies,  or  pathology  or  both  may 
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be  found.  Those  advocating  selective  cholangio- 
graphy state:  1.  false  positives  will  cause  unneces- 
sary surgery;  2.  unwarranted  confidence  and  re- 
liance may  be  placed  on  a dye  study  of  poor  quality 
— unreliably  done  and  interpreted;  3.  ductal 
injury,  or  pancreatitis,  or  both  may  occur;  and  4. 
cost  effectiveness  must  be  considered.  Routine 
operative  dye  studies  are  not  economically  feasible. 
With  an  estimated  minimal  cost  of  $100.00  x 
400,000,  cost  would  be  prohibitive. 

Cholangiograms  are  not  infallible.  Their  use  will 
not  prevent  all  undiscovered  or  retained  calculi.  In 
our  experience  both  false  positives  (5  per  cent)  and 
false  negatives  (3  per  cent)  are  minimized  by  good 
technique  and  a dialogue  between  the  surgeon  and 
radiologist. 

Several  studies  show  both  a marked  reduction  (2- 
3x)  in  the  incidence  of  CDE  and  a marked  increase 
(2-3x)  in  the  number  of  positive  CDE  with  the  use 
of  operative  dye  studies."*  ® ® It  has  been  suggested 
that  the  surgeons’  criteria  for  common  duct 
exploration  be  used  instead  as  criteria  for  operative 
dye  studies.  This  is  to  be  applauded. 

Every  operating  room  where  operative  cholangio- 
grams are  performed  should  have  a protocol  for  this 
procedure.  A study  of  poor  quality  which  is  unreli- 
ably interpreted  is  worse  than  omitting  the  study. 
The  protocol  should  be  created  and  approved  by  all 
interested  and  participating  parties.  Some 
suggested  details  to  consider  in  establishing  such  a 
protocol  are  as  follows  : 

1 . A dye  study  should  be  done  prior  to  opening 
the  common  duct.  Dye  may  be  injected  into  the 
gallbladder  or  cystic  or  common  hepatic  ducts. 

a.  A scout  film  is  recommended. 

b.  Contrast  material  diluted  in  25-50  per  cent 
should  be  used.  Injection  pressure  should  be 
minimal  to  prevent  sphincter  spasm.  This  can  be 
accomplished  simply  by  letting  it  drip  in  via  a 
burette. 

c.  Films  should  be  exposed  when  dye  injection  has 
stopped  to  avoid  the  “rolling  stone”  effect.^  One 
film  may  be  taken  after  2-5ml  of  dye  is  injected,  a 
second  after  10-15ml  and  a third,  taken  after  the 
residual  ductal  dye  has  been  aspirated,  may  reveal 
the  “halo”  effect  (dye  adherent  to  the  surface  of  a 
stone) . 

d.  The  operating  table  should  be  rotated  to  the 
right  10-15°  so  that  ductal  structures  do  not  overlay 
osseous  structures.  Dilated  ducts  may  also  overlay 
less  dilated  ducts. 

2.  If  sphincter  spasm  is  suspected,  a probe  will 


pass  but  contrast  material  will  not.  Magnesium 
sulfate  injected  into  the  duct  may  relax  the 
sphincter.  Sublingual  nitroglycerine  and  inhaled 
amylnitrate,®  as  well  as  intravenous  (IV)  glucagon, 
may  also  be  used  for  this  purpose. 

3.  The  intrahepatic  radicals  must  be  visualized. 
Intrahepatic  stones  are  the  major  source  of  retained 
or  undiscovered  common  duct  calculi. 

A large  dilated  ductal  system  may  literally  be  a 
reservoir  for  injected  contrast  material  — 200- 
250ml  may  be  necessary  to  fill  the  biliary  tree.  Such 
a volume  of  diluted  dye  may  obscure  any  stones 
which  may  be  present.  In  these  instances  chole- 
dochoscopy if  available  will  give  a better  evaluation 
of  the  ductal  system.  Choledochoscopy  is  also 
valuable  in  cases  where  the  cholangiogram  may  be 
confusing. 

Although  there  is  controversy  concerning  the  role 
of  operative  dye  study  at  the  time  of 
cholecystectomy,  there  should  be  none  at  the  time 
of  common  duct  exploration.  It  is  an  essential  con- 
comitant of  this  procedure.  Common  ducts  which 
contain  stones  are  the  ones  most  likely  to  contain 
undiscovered  or  retained  stones. 

Note  our  experience  in  those  patients  undergoing 
common  duct  explorations.  Eleven  per  cent 
(44/399)  of  these  patients  were  found  to  harbor 
retained  or  undiscovered  calculi;  75  per  cent  an 
operative  dye  study  at  the  initial  surgery.  Twenty- 
five  per  cent  (11/44)  of  these  patients  had  no 
operative  dye  study  at  the  time  of  re -exploration 
(2nd  surgery).  Twenty-six  per  cent  (14/44)  of 
these  re-explorations  revealed  retained  stones  and 
only  50  per  cent  (7)  of  these  patients  had  operative 
dye  studies.  Therefore,  11  per  cent  were  found  to 
have  undiscovered  or  retained  calculi.  When  these 
ducts  were  re-explored,  26  per  cent  had  retained 
calculi. 

With  few  exceptions  the  operative  dye  studies 
were  done  via  a T-tube  after  duct  exploration. 
Surgery  came  first,  the  dye  studies  second. 

Palpation  of  an  intraductal  stone  is  one  of  the 
most  reliable  physical  indications  for  common  duct 
surgery.  Several  series  report  that  up  to  50  per  cent 
of  positive  ducts  can  be  detected  by  palpation.  In 
our  series,  however,  palpable  stones  are  mentioned 
in  only  a few  (5  per  cent)  instances.  Muller  has 
indicated  that  careful  ductal  palpation  and  opera- 
tive dye  studies  were  94.4  per  cent  accurate  in  a 
series  of  1000  patients. “ In  order  carefully  to 
palpate  the  common  bile  duct  it  is  necessary  to 
Kocherize  and  reflect  the  duodenum  and  to 
mobilize  the  distal  common  duct  and  pancreatic 
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head  by  blunt  dissection.  This  procedure  should  be 
g^ven  more  consideration,  as  it  is  relatively  simple 
and  can  give  reliable  information  to  tbe  surgeon.  In 
our  experience  it  is  underutilized  and  should  receive 
more  emphasis.  Every  effort  must  be  made 
adequately  to  explore  and  clean  the  ducts  at  the 
first  operation —second  operations  carry  a higher 
morbidity  and  mortality.'^  The  morbidity  and 
mortality  associated  with  a negative  ductal 
exploration  should  be  minimized.  Continued 
emphasis  on  reliable  cholangiography  and 
thorough  ductal  palpation  will  aid  in  these 
objectives. 
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If  youVe  disabled, 

what  happens  to  your 
earning  power? 

Think  how  an  unexpected  accident  or  sickness 

could  halt  your  income  at  any  moment 

and  you’ll  realize  how  important  Disability  Income 
Insurance  can  be.  Now  ....  by  applying  for  this 
policy,  you  can  assure  yourself  of  steady,  con- 
tinuing income  ....  benefits  that  go  to  work  for 
you  when  you’re  disabled. 


This  policy  is 
Endorsed 
by: 

RHODE  ISLAND 
MEDICAL  SOCIETY 


As  a member  of  the  Rhode  Island  Medical  Society, 
you’ll  get  this  coverage  at  a cost  less  than  an 
individual  policy. 

For  specific  information  on  costs  and  coverage, 
write  or  phone  the  administrators. 


Administered  by: 


/-> 


LB 


( persona!  service 
N^smce  1922 


LESTER  L BURDiCK,  INC. 

10  POST  OFFICE  SQUARE,  BOSTON,  MA  02109 
(617)  426-0020 


Local  Representative  JAMES  M.  FIGARA  (401)434-7091 


Underwritten  by;  COMMERCIAL  INSURANCE  COMPANY,  100  Wood  Avenue  South,  Iselln,  New  Jersey  08830  • (201)  321-3800 


Patterns  of  Automotive  Safety  Restraint 
Use  in  Rhode  Island:  Impact  of  the 
Child  Passenger  Restraint  Law 


Increased  Compliance  with  the  Law  Will  Substantially  Reduce 
Mortality  in  Children  and  Infants  Involved  in  Accidents 


Kenneth  B.  Ain,  MD;  David  T.  Barrall,  MD;  Robert  G.  Perez,  MD;  Harry  A.  Ward,  MD 


Although  society  has  made  great  strides  in  diminish- 
ing the  effects  of  disease  upon  young  children,  acci- 
dents continue  to  take  their  awesome  toll.  Except 
for  the  immediate  neonatal  period,  motor  vehicle 
accidents  presently  represent  the  greatest  single 
factor  initiating  morbidity  and  mortality  in  the 
young  children  and  infants  of  the  United  States. 
The  majority  of  affected  children  have  been  passen- 
gers rather  than  pedestrians.^  It  has  been 
estimated  that  the  proper  use  of  restraining  devices 
in  this  age  group  might  save  the  lives  of  91  per  cent 
of  the  mortally  injured  children;  non-mortal 
injuries  might  be  reduced  by  78  per  cent. 

Nearly  all  modern  automobiles  are  now  equipped 
with  seatbelt  restraints  (often  with  shoulder 
harnesses  also)  ; infants  and  small  children  are 
physically  unable  to  utilize  them.  Seatbelts  rely 
upon  contact  with  the  anterior  superior  iliac  spines 
to  provide  skeletal  support  and  stability.  Yet  these 
anatomic  structures  are  not  fully  developed  until 
the  child  is  ten  years  of  age.  In  addition,  the  bulges 
of  flesh  normally  present  in  the  pelvic  region  of 
small  children  make  correct  seatbelt  positioning 
virtually  impossible.  In  a child  without  adequate 
seatbelt  positioning  or  pelvic  support,  compression 
of  abdominal  viscera  caused  by  the  impact  of  the 
belt  could  result  in  severe  injuries.*^ 


Kenneth  B.  Ain,  MD;  David  T.  Barrall,  MD; 
Robert  G.  Perez,  MD;  and  Harry  A.  Ward,  MD 
are  graduates  of  the  Class  of  1981,  Brown  Univer- 
sity Program  in  Medicine,  Providence,  Rhode 
Island. 


The  Tennessee  Child  Restraint  Law,  which  went 
into  effect  on  January  1,  1978,  exempted  infants 
and  children  who  were  held  in  the  arms  of  older 
passengers.*'^  It  can  be  calculated  that  a 30  pound 
child  involved  in  a 20  MPH  crash  will  momentarily 
generate  up  to  600  pounds  of  force.  This  is  much 
more  than  the  average  adult  can  manage,  with  the 


During  their  required  clerkship  in  Community  Health, 
many  of  the  Brown  University  medical  students  elect  to 
engage  in  a field  study  seeking  to  achieve  some  under- 
standing of  a public  health  problem  which  affects  the 
welfare  of  the  citizens  of  Rhode  Island.  These  field 
studies,  typically  undertaken  by  four  to  ten  students  func- 
tioning as  a team,  have  frequently  culminated  in  creative 
reports  which  detail  the  nature  and  magnitude  of  the 
problem,  the  means  by  which  the  problem  has  been 
approached,  and,  finally,  some  appropriate  recom- 
mendations to  contain  or  diminish  the  effect  of  the 
problem.  In  the  nine  years  since  the  Community  Health 
clerkship  has  been  a required  part  of  each  Brown  medical 
student’s  education,  an  impressive  number  of  reports 
have  been  assembled  on  subjects  as  diversified  as  the 
utilization  of  emergency  room  facilities  in  Rhode  Island, 
the  need  for  Rape  Crises  Centers,  and  the  nursing  home 
resources  in  Rhode  Island  for  stroke  patients.  From  the 
beginning,  these  studies  have  been  ably  supervised  by 
Albert  Wessen,  PhD,  Professor  of  Medical  Science  and 
Sociology  at  Brown  University.  Below  is  one  such  recent 
study  conducted  by  four  students  and  is  concerned  with 
seatbelt  use  by  children.  It  is  hoped  that  public  health 
reports  of  this  nature  will  be  published  periodically  by  the 
Journal . 

Stanley  M.  Aronson,  MD,  Contributing  Editor 
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result  that  the  child  hurtles  forward.  In  addition, 
the  unrestrained  adult  may  then  crush  the  battered 
child. 

It  is  clear  that  the  only  safe  place  for  a young 
child  is  in  an  appropriate  restraining  device 
approved  by  Federal  Motor  Vehicle  Safety  Standard 
No.  213  (as  revised  in  May,  1978) . 

There  have  been  some  recent  efforts  to  legislate 
motor  vehicle  safety  practices  involving  the  use  of 
seatbelts  and  other  restraints.  Compulsory  seatbelt- 
use  laws  in  Australia  have  resulted  in  significant 
reductions  in  road  fatalities  and  injuries.®  Seatbelt 
legislation  in  Ontario,  Canada  (along  with  speed 
limit  reductions)  resulted  in  an  increase  in  seatbelt 
use  from  17.2  to  76.8  per  cent  with  reductions  in 
fatalities  of  16.1  per  cent  and  injuries  of  13.7 
per  cent.^  Significant  reductions  in  severity  of  non- 
fatal  injuries  in  belted  riders  have  been  documented 
in  Great  Britain.*  It  appears  that  legislation  when 
applied  to  adult  riders  has  lowered  mortality  and 
morbidity  rates. 

Experience  with  child  restraint  laws  has  been 
much  more  limited.  The  recently  enacted 
Tennessee  law  was  found  to  have  insignificant 
effects  on  use  of  child  restraints.  Over  80  per  cent  of 
Tennessee  children  were  observed  to  be  unre- 
strained four  months  after  enactment  of  the  law.  In 
addition,  the  exemption  of  children  held  by  adults 
resulted  in  an  increase  to  40  per  cent  of  children 
observed  to  be  carried  in  adult  arms  or  laps.*"* 

On  July  1,  1980,  a new  law  in  Rhode  Island, 
Chapter  31-22-22  of  the  State  General  Laws,  went 
into  effect.  The  law  requires  that  children  aged  3 
years  or  under,  if  in  the  front  seat  of  a motor 
vehicle,  be  restrained  in  a child  passenger  system 
approved  under  Federal  Standard  213.  The  law 
excludes  restraints  for  children  in  the  rear  seat.  The 
Rhode  Island  Department  of  Health,  through  its 
Division  of  Family  Health,  pursued  a program  of 
public  education  on  child  safety  restraint  in  motor 
vehicles.'® 

We  have  undertaken  the  present  study  in  order  to 
interpret  the  impact  of  this  Rhode  Island  legisla- 
tion. We  have  sought  to  evaluate  the  extent  of 
present  knowledge  of  this  law  and  the  degree  of 
actual  compliance.  The  patterns  of  safety  restraint 
use  for  both  adults  and  children  are  assessed,  and  a 
small  non -definitive  comparison  sampling  of 
neighboring  Massachusetts  was  undertaken.  In 
addition,  the  degree  of  police  knowledge  and  en- 
forcement of  the  law  was  ascertained  for  the  study 
period  (July  1,  1980  to  July  15,  1980) . 


Methodology 

This  study  collected  data  from  three  sites:  a public 
beach  in  Massachusetts  (surveying  only  Massachu- 
setts registered  vehicles) , and  a Rhode  Island  beach 
and  shopping  center  (surveying  only  Rhode  Island 
registered  vehicles) . The  sampling  period  was  from 
July  8,  1980  to  July  20,  1980.  Two-person  teams 
covered  site  entrances  with  one  person  screening  in- 
coming cars  and  another  making  observations  and 
questioning  chosen  vehicle  drivers.  Study  vehicles 
were  those  containing  at  least  one  child  of  three 
years  of  age  or  younger  whose  driver  agreed  to 
participate  in  the  interview.  Virtually  all  ap- 
proached drivers  participated. 

Before  speaking  with  the  driver,  the  interviewer 
noted  the  vehicle  registration  and  method  of 
restraint  or  non-restraint  of  every  occupant, 
placement  in  vehicle,  and  the  estimated  age  of  the 
occupants  was  recorded.  Children  aged  three  years 
or  younger  were  noted  to  be  either  unrestrained, 
wearing  seatbelts,  held  in  the  lap  of  an  adult,  in  an 
approved  restraint  (according  to  Federal  Motor 
Vehicle  Safety  Standard  No.  213),  or  in  an 
unapproved  child-seat.  Occupants  were  assigned  to 
three  age  groups:  adult  (aged  16  years  or  older), 
children  older  than  three  years  (aged  3 to  15) , and 
children  three  or  fewer  years  of  age  (falling  within 
the  age  jurisdiction  of  the  Rhode  Island  law) . After 
observing  the  occupants,  the  interviewer  questioned 
the  driver  in  a predetermined  format. 

Enforcing  policy  was  studied  in  nine  Rhode 
Island  police  jurisdictions  based  upon  impromptu 
queries  of  police  officer  knowledge  of  the  Rhode 
Island  Child  Safety  Restraint  Law.  Violation  data 
were  obtained  from  the  Adjudication  Division  of  the 
Rhode  Island  Department  of  Transportation. 

Results  and  Discussion 

Data  were  recorded  on  130  vehicles  with  Rhode 
Island  registration  and  34  vehicles  with  Massachu- 
setts registration.  A total  of  534  passengers  (and 
130  drivers)  in  Rhode  Island  and  139  (with  34 
drivers)  in  Massachusetts  are  incorporated  in  this 
sampling. 

1.  What  are  the  differences  in  child  restraint  and 
seatbelt  use  between  the  two  communities? 

The  State  of  Rhode  Island  has  enacted  a child- 
restraint  law,  while  the  neighboring  State  of 
Massachusetts  has  not.  Despite  this  difference, 
patterns  of  seatbelt  use  were  similar  in  both  tested 
regions  and  correlated  well  with  anecdotal  data 
obtained  from  the  drivers.  While  11  per  cent  of 
Rhode  Island  drivers  used  their  seatbelts,  15  per  cent 


516 


Rhode  Island  Medical  Journal 


were  observed  in  the  Massachusetts  sample.  V'ehicle 
passengers  wire  were  not  covered  hy  the  new  Rhode 
Island  law  also  exhibited  poor  safety  habits  with 
only  6 per  cent  of  the  passengers  in  Rhode  Island 
vehicles  observed  to  he  using  seatbelts.  Likewise, 
only  4 per  cent  of  the  passengers  (over  3 years  of 
age)  in  Massachusetts  vehicles  were  noted  to  he 
wearing  seatbelts.  Older  children  (between  3 and 
16  years  of  age)  comprised  the  bulk  of  this  poorly 
compliant  segment,  with  only  2 per  cent  of  Rhode 
Island  children  using  their  seatbelts.  There  were  no 
seatbealt  users  in  this  age  group  in  our 
Massachusetts  sample  (Table  1). 

Table  2 summarizes  patterns  of  seatbelt  use  for 
children  (ages  3 years  and  under)  observed  as 
passengers  in  the  front  seat.  Of  the  45  Rhode  Island 
children  in  this  category,  24  per  cent  were  observed 
to  be  in  an  approved  child-restraint  (21  per  cent  in 
the  Massachusetts  sample) . Both  Rhode  Island  and 
Massachusetts  had  similar  rates  of  child  safety  seat 
ownership  (78  per  cent  and  73  per  cent  respec- 
tively). Although  13  per  cent  of  Rhode  Island 
drivers  reported  compliance  with  the  new  Rhode 
Island  Child  Restraint  Law  for  children  in  the  front 
seat,  at  least  35  per  cent  of  this  group  were  observed 
to  be  in  violation  of  the  law  despite  assertions  to 
the  contrary.  This  discordant  trend  was  also  noted 
among  Massachusetts  drivers. 

There  are  few  studies  in  recent  literature  with 
which  to  compare  these  results.  Williams  in  1974 
conducted  extensive  observations  and  interviews  on 
this  problem.  In  his  study,  93  per  cent  of  children 
younger  than  10  years  of  age  were  not  restrained; 
89  per  cent  of  children  older  than  10  were  similarly 
unrestrained.  Only  22  per  cent  of  drivers  wore  seat- 
belts  in  his  study,  and  16  per  cent  of  the  child 
restraint  devices  observed  in  vehicles  were  not 
used.'®  Our  results  with  the  3-year-old-and-under 
category  indicated  that  59  per  cent  of  these  children 
were  not  properly  restrained  within  the  vehicle. 
Older  children  (ages  4-15  years)  showed  a 98  per 
cent  seatbelt  failure  rate.  Taking  the  difference  of 
the  ages  of  the  sample  group  into  account,  these 
rates  appear  about  comparable  to  those  of 
Williams. 

2.  How  has  the  enactment  of  the  Rhode  Island 
Child  Restraint  Law  changed  safety  restraint  use 
patterns? 

Over  94  per  cent  of  Rhode  Island  drivers 
questioned  admitted  knowledge  of  the  new  Rhode 
Island  law.  One-quarter  of  these  same  drivers 
claimed  increased  use  of  their  seatbelts  in  the  past 
month.  However  less  than  1 per  cent  who  admitted 


Table  1.  Use  of  Seat  Belts  Based  upon 
Information  from  Rhode  Island  Drivers 


All  of 
the  time 

Some  of 
the  time 

Never 

Driver  seatbelt  use 

N = 130 

8 

39 

52 

Passenger  seatbelt 

use  (excluding  drivers) 
N = 534 

8 

47 

45 

Table  2.  Observations  on  Restraint  of  Children 
(Ages  3 and  under)  in  Automobiles 


Rhode  Island 
% (N) 

Massachusetts 
% (N) 

Front  Seat: 

Approved  Child  Restraint 

24  (11) 

21(3) 

Not  Properly  Restrained 

76  (34) 

79(11) 

Standard  seatbelt 

6(2) 

9(1) 

Standing/sitting  alone 

44  (15) 

55  (6) 

Held  on  lap 

44  (15) 

36  (4) 

Unapproved  carseat 

6(2) 

0(0) 

Rear  Seat: 

Approved  Child  Restraint 

42  (44) 

67  (16) 

Not  Properly  Restrained 

58  (60) 

33  (8) 

Standard  seatbelt 

7(4) 

0(0) 

Standing/sitting  alone 

80  (48) 

75  (6) 

Held  on  lap 

8(5) 

25  (2) 

Unapproved  carseat 

5(3) 

0(0) 

30%  of  Rhode  Island  children  rode  in  the  front  seat  (37% 
Massachusetts).  Only  37%  of  Rhode  Island  children  in  the 
front  or  rear  seat  were  adequately  restrained.  While  23%  of 
Rhode  Island  children  were  observed  to  be  riding  in  violation 
of  the  law  (unrestrained  in  front  seat),  this  corresponded  to  a 
21  % violation  rate  for  vehicles  in  the  study. 


an  increase  in  seatbelt  use  did  so  without  knowledge 
of  the  law.  The  majority  of  drivers  knowledgeable 
of  the  law  (74  per  cent),  however,  denied  an 
increased  use  of  their  own  seatbelts  over  the  preced- 
ing month. 

Driver  responses  revealed  few  significant  changes 
in  child  safety  seat  restraint  use  between  the  periods 
prior  to  and  after  enactment  of  the  law.  Eighty-five 
per  cent  of  Rhode  Island  and  95  per  cent  of  Massa- 
chusetts subjects  reported  no  change  in  child  safety 
restraint  use  in  the  front  seat.  Surprisingly,  most 
drivers  claimed  to  have  owned  their  safety  seat  prior 
to  hearing  of  the  Rhode  Island  law.  Apparently, 
knowledge  of  the  law  in  itself  was  not  sufficient  to 
alter  driver  behavior. 
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while  78  per  cent  of  Rhode  Island  drivers  owned 
child  safety  seats,  only  51  per  cent  of  these  owners 
were  actually  observed  to  be  using  them.  Although 
some  of  those  unoccupied  safety  seats  had  been 
observed  in  the  vehicles,  most  respondents  claimed 
that  their  seats  had  been  left  in  storage  or  in  another 
vehicle.  An  approved  restraint  device  is  expensive 
and  some  drivers  complained  that  their  two-  and 
three-year-old  children  had  outgrown  their  initial 
safety  seat  and  that  they  did  not  intend  to  purchase 
another  seat. 

Many  parents  claimed  that  they  had  difficulty  in 
persuading  their  young  children  to  use  these  re- 
straints. A study  by  Christophersen  has  shown  that 
children  riding  in  car  seats  exhibited  higher  levels 
of  safe  behavior  when  compared  to  unrestrained 
children.  In  addition,  the  introduction  of  car  seats 
to  previously  unrestrained  children  improved  their 
behavior.^ 

Interesting  correlations  emerged  when  driver 
seatbelt  use  versus  observed  child  safety  seat  use 
were  compared.  While  5 per  cent  of  paired  observa- 
tions revealed  the  driver  wearing  a seatbelt  when 
one  or  more  children  (ages  3 and  under)  were 
unrestrained  either  in  the  front  or  rear  seat,  approx- 
imately 34  per  cent  of  these  pairs  had  an  unbelted 
driver  with  a properly  restrained  child.  Only  5 per 
cent  were  compliant  with  safety  standards  for  both 
driver  and  young  passengers  ages  3 and  under. 
Despite  these  observations,  it  must  be  re-empha- 
sized that  the  great  majority  of  both  drivers  and 
young  children  were  not  properly  restrained  in  their 
vehicles. 

In  several  studies  authors  have  attempted  to  char- 
acterize wearers  and  non-wearers  of  automotive 
safety  restraints.  Eiser  et  al  found  that  skepticism  of 
the  benefits  of  seatbelt  use  was  higher  among  non- 
wearers  and  that  the  use  of  belts  reflected  generally 
positive  attitudes  about  safeguarding  health."* 
Factors  associated  with  use  of  child  restraints  were 
characterized  by  Neumann  et  al  in  1974.  They 
found  that  children  most  likely  to  use  safety  seats 
were  six  months  old  or  younger  and  had  US -born 
white  married  parents  who  also  used  seatbelts. 
There  was  no  association  between  safety  seat  use 
and  knowledge  of  methods  of  restraint  or  family 
accident  history.'®  This  is  in  contrast  to  our  results, 
which  show  that  in  automobiles  with  restrained 
children  seven  times  as  many  drivers  were  not 
wearing  seatbelts  as  those  who  were.  These 
correlations  fit  well  with  our  findings,  which  show 
little  association  between  knowledge  of  the  Rhode 
Island  law  and  change  of  safety  restraint  use 
patterns. 


3.  What  is  the  present  extent  of  knowledge 
regarding  the  new  Rhode  Island  Child  Restraint 
Law? 

The  Rhode  Island  Department  of  Health  ex- 
pended $21,741  on  their  advertising  campaign  con- 
cerning the  new  law,  in  addition  to  numerous 
public  service  announcements  donated  by  local 
broadcasting  stations.'®  The  effectiveness  of  this 
promotional  material  is  evidenced  by  the  fact  that 
94  per  cent  of  Rhode  Island  drivers  questioned  had 
heard  of  the  law  within  three  weeks  after  its 
enactment.  However,  only  8 per  cent  of  these 
drivers  could  correctly  identify  all  of  the  law’s 
specifications  (age,  placement  of  child,  approved 
restraints,  penalty),  while  11  per  cent  were  unable 
to  supply  any  of  these  characteristics  of  the  law.  The 
remainder  of  the  drivers  were  able  to  explain  the 
law  with  varying  degrees  of  accuracy. 

The  sources  of  information  most  frequently 
identified  by  drivers  are  radio  or  television  (55  per 
cent)  and  the  daily  newspaper  (39  per  cent) . It  is 
important  to  note  that  no  driver  specifically  named 
a health  professional  as  the  source  of  information. 
This  is  in  accordance  with  the  study  of  Simons,  who 
found  that  only  4.6  per  cent  of  parents  with  small 
children  had  been  informed  of  car  seats  by  their 
physicians.'^  Both  Simons  and  other  researchers®  ® ® 
advocate  increased  effort  by  pediatricians  in 
educating  patients  and  their  families  about  safety  in 
motor  vehicles. 

4.  What  are  the  evolving  patterns  of  police 
knowledge  and  enforcement  of  the  new  Rhode 
Island  law? 

Enforcement  of  the  new  law  has  been  hindered  by 
poor  distribution  of  the  statute  to  the  individual 
police  departments,  resulting  in  a lack  of  knowledge 
by  law  enforcement  officers.  This  became  evident 
following  visits  to  nine  police  departments 
throughout  the  state.  Only  one  violation  had  been 
recorded  in  tbe  entire  State  of  Rhode  Island  during 
the  first  week  of  the  law  and  two  additional  viola- 
tions during  the  second  week.  With  a few 
exceptions,  the  source  of  information  for  police 
officers  was  the  news  media  rather  than  any  official 
source. 

Unenforced  laws  do  not  encourage  compliance. 
With  an  observed  21  per  cent  violation  of  the  law, 
the  issuance  of  only  three  official  violations  in  the 
entire  state  is  surprising.  It  is  evident  that  the  law 
enforcement  sector  must  coordinate  and  redirect  its 
efforts  for  more  efficient  enforcement  of  this  law. 


518 


Rhode  Island  Medical  Journal 


Conclusion 

The  Rhode  Island  Child  Passenger  Restraint  Law 
does  not  appear  to  have  yielded  results  despite 
adequate  publicity.  Many  safety  seats  appear  to  be 
unused,  and  21  per  cent  of  our  Rhode  Island  study 
population  was  observed  to  be  in  violation  of  the 
law. 

It  is  our  belief  that  increased  compliance  with  the 
law  will  substantially  reduce  the  morbidity  and 
mortality  of  young  children  and  infants  involved  in 
motor  vehicle  accidents.  It  appears  therefore  that 
greater  enforcement  is  both  warranted  and 
necessary.  Physicians  and  other  health-care  profes- 
sionals must  increase  their  efforts  through  coun- 
selling and  education  to  eliminate  motor  vehicle 
accidents  as  the  leading  cause  of  death  in  this  age 
group. 

We  gratefully  acknowledge  the  help  and  assistance 
of  the  following  persons:  Nick  Juliam  (Rhode 
Island  Department  of  Transportation) , Cynthia 
Lonardo  (Rhode  Island  Department  of  Health), 
and  William  F.  Ryan  (Rhode  Island  Department  of 
Parks  and  Recreation) . 
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The  Protective  Value  of  Protein  and 
Complement  in  Ascitic  Fluid 


A Close  Correlation  Exists  Between  Levels  of 
Protein  and  Complement  and  the  Risk  of  Infeotion 


Charles  J.  Diskin,  MD 
George  Ho,  Jr.,  MD 


The  occurrence  of  spontaneous  bacterial  peritonitis 
has  recently  been  described  as  epidemic  in  pro- 
portions,' and  several  intriguing  epidemiologic 
observations  have  been  made.  Malignant  ascites 
appears  to  be  free  from  risk  of  spontaneous 
bacterial  peritonitis  (SBP) . To  our  knowledge, 
there  is  but  one  documented  case  of  SBP  in  the 
literature,^  despite  an  eight  per  cent  incidence  in 
the  ascites  of  alcoholic  cirrhosis.^  This  population 
preference  remains  unexplained.  Gram -negative 
organisms  are  the  most  frequent  pathogens  found  in 
SBP,  and  their  predominance  is  not  well 
understood.  Recent  in  vitro  studies  have  suggested 
that  ascitic  fluid  has  decreased  opsonic  and 
bacteriocidal  activity  against  bacteria  when 
associated  with  decreased  immunoglobulin  and 
complement  levels.'*’®  We  therefore  undertook  the 
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following  study  to  determine  if  any  clinically 
available  laboratory  parameters  might  be  of  use  in 
identifying  the  factor  or  factors  responsible  for  the 
increased  susceptibility  of  alcoholic  cirrhotics  to 
Gram -negative  SBP. 

Materials  and  Methods 

Twenty-eight  consecutive  patients  undergoing  a 
diagnostic  or  therapeutic  paracentesis  on  forty- 
three  separate  occasions  were  studied.  Nineteen  had 
alcoholic  cirrhosis,  seven  had  malignant  disease, 
one  had  heart  failure  with  passive  congestion  of  the 
liver,  and  one  had  post  necrotic  cirrhosis.  Of  the 
nineteen  patients  with  alcoholic  cirrhosis,  five  were 
felt  to  have  developed  SBP  on  the  basis  of  fever, 
abdominal  tenderness,  response  to  antibiotics  and 
either  an  ascitic  fluid  with  a marked  leukocytosis, 
clearly  greater  than  has  been  reported  in  nonin- 
fected  ascites,®  ^ or  a positive  culture.  Cell  count, 
lactic  dehydrogenase  (LDH)  , and  cultures  were 
performed  at  the  time  of  the  paracentesis.  Aliquots 
of  serum  and  ascites  were  frozen  at  -70°  C for  not 
more  than  six  months.  This  extreme  temperature 
was  chosen  to  insure  the  stability  of  complement. 
After  thawing,  the  specimens  were  analyzed  for  the 
following:  protein  by  the  biuret  method,®  total 
hemolytic  complement  (CH50)  using  low  potassium 
sheep  red  blood  cells  (Cordis,  Miami,  Florida),'' 
and  C3,  C4,  IgA,  IgM,  and  IgG  by  radial  immuno- 
diffusion plates  (Meloy  Laboratories,  Springfield, 
Virginia).  The  mean  of  multiple  determinations 
was  used  for  statistical  purposes.  Analysis  of 
variance  was  used  in  all  calculations  unless  other- 
wise specified. 
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Table  1. 

Characteristics  of  Serum  and  Peritoneal  Fluid  in  Patients  with  Ascites 

Patient 

Cell  Count  IgM 

WBC/mm^  %PMN  mg/dl 

Peritoneal  Fluid 

IgG  IgA  Protein  CH50 

mg/dl  mg/dl  g/dl  units/ml 

C3 

mg/dl 

C4 

mg/dl 

Serum 
CH50  C3 

units/ml  mg/dl 

C4 

mg/dl 

Alcoholic  Cirrhosis  with  noninfected  ascites 


1A* 

460 

8 

— 

— 

— 

1.5 

0 

28 

<7 

0 

32 

<7 

B 

— 

— 

15 

430 

110 

1.7 

0 

20 

0 

0 

28 

<7 

2 

745 

10 

31 

520 

67 

1.7 

0 

27 

<7 

63 

110 

9 

3 

300 

16 

23 

210 

70 

1.1 

0 

21 

<7 

138 

94 

16 

4 

400 

8 

155 

660 

122 

1.7 

0 

6 

24 

— 

— 

— 

5 

105 

70 

15 

210 

98 

1.5 

0 

36 

<7 

84 

160 

24 

6 

284 

25 

22 

480 

50 

2.0 

24 

19 

<7 

114 

110 

23 

7 

310 

10 

39 

400 

79 

0.7 

0 

18 

0 

19 

66 

16 

8 

400 

22 

19 

183 

74 

1.3 

0 

19 

<7 

70 

62 

11 

9 

300 

10 

48 

1575 

460 

2.5 

12 

25 

<7 

— 

— 

— 

10 

500 

15 

14 

220 

77 

1.3 

0 

22 

<7 

114 

145 

19 

11 

130 

40 

22 

345 

142 

1.7 

0 

34 

<7 

— 

180 

48 

12 

500 

49 

22 

<183 

52 

0.6 

0 

14 

0 

— 

— 

— 

13 

103 

0 

18 

205 

103 

0.8 

0 

13 

0 

79 

90 

<7 

14 

101 

21 

35 

380 

105 

2.6 

30 

28 

<7 

104 

92 

11 

15 

10,100 

94 

14 

200 

62 

1.1 

0 

23 

<7 

0 

110 

34 

16 

36,000 

88 

59 

360 

145 

1.7 

0 

26 

<7 

63 

51 

8 

17 

10,600 

98 

19 

<183 

32 

0.8 

0 

22 

<7 

80 

105 

11 

18A" 

gross  pus 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

B 

— 

— 

0 

<183 

0 

0.2 

0 

0 

0 

0 

50 

8 

C 

50 

4 

0 

<183 

0 

0.1 

0 

0 

0 

0 

0 

— 

D 

— 

— 

0 

<183 

0 

0.2 

0 

8 

0 

37 

64 

13 

E 

— 

— 

0 

<183 

0 

0.4 

0 

0 

0 

— 

— 

— 

19 

5,150 

71 

39 

400 

79 

0.6 

0 

23 

0 

87 

76 

13 

Malignancy  with  peritoneal 
20A  1,008 

metastases 

65  100 

220 

122 

4.2 

42 

51 

9 

145 

192 

44 

B 

— 

— 

48 

320 

79 

4.0 

19 

54 

10 

137 

192 

48 

C 

— 

— 

122 

250 

155 

4.0 

26 

54 

22 

— 

192 

40 

21A 

680 

1 

81 

660 

118 

4.3 

42 

110 

26 

127 

— 

— 

B 

450 

2 

81 

620 

122 

5.0 

75 

98 

27 

127 

192 

48 

C 

— 

— 

— 

— 

— 

4.7 

53 

— 

— 

105 

192 

56 

21D 

— 

— 

28 

490 

118 

5.0 

67 

76 

19 

— 

— 

— 

E 

— 

— 

48 

660 

130 

4.2 

41 

70 

21 

— 

— 

— 

F 

— 

— 

48 

660 

138 

5.0 

35 

92 

26 

— 

— 

— 

G 

— 

— 

53 

750 

138 

5.2 

37 

70 

23 

— 

— 

— 

22 

430 

3 

21 

800 

173 

4.0 

38 

54 

14 

151 

283 

27 

23 

100 

8 

22 

260 

142 

4.2 

26 

8 

21 

131 

290 

48 

24 

196 

26 

19 

280 

84 

4.3 

11 

86 

10 

94 

253 

52 

25 

466 

45 

310 

800 

65 

4.0 

54 

55 

<7 

128 

150 

23 

Miscellaneous: 

Malignancy  with  hepatic  metastases 

26  — — 

110 

1750 

92 

1.1 

0 

34 

<7 

95 

200 

4 

Heart  failure  with  hepatic  congestion 

27A  — — 

0 

260 

16 

2.3 

48 

28 

7 

106 

68 

27 

B 

— 

— 

0 

205 

68 

2.9 

38 

55 

10 

129 

110 

50 

C 

— 

— 

0 

230 

54 

4.0 

49 

48 

8 

89 

125 

27 

Post-necrotic  cirrhosis 

28  100 

14 

23 

460 

79 

1.3 

0 

19 

<7 

68 

76 

10 

'multiple  determinations  from  the  same  patient  are  listed  by  accompanying  letters 
"specimens  B-E  were  obtained  after  elimination  of  infection 
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Results 

The  results  of  all  of  the  patients  are  listed  in  Table 
1.  The  ascitic  fluid  protein  correlated  signifi- 
cantly with  CHso,  C3,  and  C4  with  respective  corre- 
lation coefficients  of  .83,  .75,  and  .68  (p<.001  for 
all)  (Figure  1) . Immunoglobulins  showed  no  signi- 
ficant correlation  with  protein  or  complement  and 
did  not  vary  significantly  from  group  to  group. 
Protein  and  complement  values  from  malignant 
ascites  were  significantly  higher  than  those  of 
alcoholic  ascites  (p<.001),  except  in  the  case  with 
hepatic  metastases.  There  was  a trend  toward  a 
lower  protein  in  infected  ascites  when  compared  to 
noninfected  alcoholic  ascites  (0.9  g/dl  vs.  1.5 
g/dl),  but  there  was  not  a statistically  significant 
difference.  Infected  ascites  had  a statistically 
increased  number  of  white  blood  cells.  LDH  and 
glucose  values  did  not  differ  significantly  and  are 
not  presented  in  the  table. 

Serum  complement  was  significantly  higher  in 
patients  with  malignant  ascites  (both  hepatic  and 
peritoneal)  than  in  any  of  the  other  groups  (p<.001 
for  C3  and  C4  and  p<.05  for  CH50) . Serum  protein 
and  complement  did  not  correlate  with  ascitic  fluid 
levels. 

Discussion 

Complement  levels  in  alcoholic  ascites  are  shown 
here  to  be  significantly  lower  than  those  in  malig- 
nant ascites  with  peritoneal  metastases.  Indeed, 
complement  activity  as  measured  by  our  CH50  assay 
is  usually  undetectable  in  alcoholic  ascites.  Total 
protein  correlates  highly  significantly  with  both 
immunochemical  and  functional  assays  of 
complement,  and  a protein  of  less  than  2.0  g/dl 
accurately  predicted  the  absence  of  complement 
activity  as  measured  by  CH50.  Since  complement 
can  be  activated  by  Gram-negative  endotoxin  and  is 
responsible  for  the  lysis  of  certain  Gram -negative 
bacteria,  then  one  would  expect  that  ascites  with 
low  proteins  (eg,  in  alcoholic  cirrhosis)  would  be 
severely  compromised  in  terms  of  defense  against 
Gram-negative  invasion.  Patients  with  hereditary 
defects  in  the  terminal  components  of  complement 
are  subject  to  recurrent  invasion  by  a particular 
Gram-negative  bacterium  {Neisseria  sp) Since 
complement  is  also  involved  in  chemotaxis  and 
opsonization,  one  might  also  expect  an  increase  in 
Gram-positive  invasion,  but  tbis  may  be  minimized 
by  the  presence  of  sufficient  immunoglobulins  and 
polymorphonuclear  cells.  In  nephrotic  syndrome  in 
children,  where  hypogammaglobulinemia  is  preva- 
lent, there  has  been  reported  an  increased  risk  of 
Gram-positive  SBP." 


Figure  1.  Correlation  of  Ascitic  Fluid  Protein  with 
C3  and  CHso. 


High  ascitic  fluid  protein  has  traditionally 
suggested  the  diagnosis  of  infection  or  peritoneal 
malignancy,'^  which  would  be  thought  to  have  a 
more  ominous  prognosis  than  a low  protein  ascites 
that  would  most  likely  represent  cirrhosis,  unless  the 
diagnosis  of  hepatic  metastasis  was  considered. 
Conn’s  group  recently  found  that  protein  content 
could  not  distinguish  infected,  malignant,  or  “nor- 
mal ascites.”'^  The  data  on  malignant  ascites 
may  have  been  skewed  since  peritoneal  metastases 
were  grouped  with  hepatic  metastases,  which  had 
previously  been  found  to  have  much  lower  protein 
values.'^  Surprisingly,  they  did  not  find  the  high 
proteins  that  had  been  thought  to  accompany  an 
infected  exudate.  Indeed,  they  found  that  SBP 
ascitic  fluid  had  a lower  mean  protein  (1.6  ± 0.2 
SEM  g/dl  to  2.0  ± 0.1  SEM  g/dl)  than  noninfected 
alcoholic  ascites.  If  protein  were  an  indicator  of 
complement  activity,  then  one  would  expect  that 
those  with  the  lowest  protein  levels  would  be  the 
most  subject  to  infection.  Indeed  we  found  a trend 
toward  lower  protein  levels  in  infected  ascites  when 
compared  to  noninfected  ascites  of  alcoholics, 
although,  like  Conn,  our  values  were  not 
statistically  significant  for  this  sample  size.  The  only 
report  of  SBP  in  malignant  ascites  was  in  a patient 
with  hepatic  metastases,  who  would  have  had 
presumably  a low  protein  ascites. 

One  might  expect  decreased  survival  of  patients 
with  low  protein  in  their  ascites  if  high  protein  levels 
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Table  2.  Comparison  of  Mortality  of  Two  Groups  of  Patients  with  Alcoholic  Cirrhosis,  those  with 
Peritoneal  Fluid  Protein  >1  gm/dl  and  those  with  < igm/dl,  at  the  Providence  Veterans  Administration 
Medical  Center  (1974-1977).* 

Peritoneal  Fluid  Protein 

Peritoneal  Fluid  Protein 

> 1 gm/dl 

< 1 gm/dl 

Deaths  — 12/36(33%) 

Deaths  — 15/20  (75%) 

Causes 

Causes 

5 — gastrointestinal  bleeding 

2 — sepsis 

1 — disseminated  intravascular  coagulopathy 

1 — cardiopulmonary  arrest 

1 — subarachnoid  hemorrhage 

1 — hepatorenal  syndrome 

1 — perforated  duodenal  ulcer 

5 — hepatic  encephalopathy 

4 — gastrointestinal  bleeding 

3 — sepsis 

2 — pneumonia 

1 — spontaneous  bacterial  peritonitis 

*using  the  t test  forcomparison  of  two  percentages 
h = 3.25,  p<.005 

were  truly  protective  against  SBP.  This  is  contrary 
to  the  evidence  in  the  only  study  in  the  literature 
relating  survival  to  protein  values. However,  it  is  a 
study  of  pancreatic  ascites,  which  carries  a different 
connotation  than  alcoholic  ascites.  Therefore,  we 
reviewed  the  charts  and  medical  records  of  all  of  the 
patients  with  biopsy  proven  alcoholic  cirrhosis 
undergoing  diagnostic  or  therapeutic  paracenteses 
that  had  a recorded  measurement  of  ascitic  fluid 
protein  at  Providence  Veterans’  Administration 
Medical  Center  between  1974  and  1977.  The  results 
are  listed  in  Table  2.  Only  twenty-five  per  cent  of 
the  patients  with  protein  values  of  less  than  or  equal 
to  one  g/dl  were  alive  in  1979,  whereas  approxi- 
mately 67  per  cent  with  protein  values  greater  than 
one  g/dl  were  alive  in  1979  (p<.005).  However, 
only  one  death  was  reportedly  caused  by  SBP.  This 
could  have  been  secondary  to  low  diagnostic 
acumen;  or,  equally  likely,  low  ascitic  fluid  protein 
could  augur  a poor  prognosis  for  other  reasons. 
Early  in  cirrhosis,  when  postsinusoidal  obstruction 
and  portal  hypertension  predominate,  ascitic  fluid 
is  higher  in  protein,  since  it  originates  mainly  from 
high  protein  hepatic  lymph. As  the  disease 
progresses,  presinusoidal  obstruction  and 
extraportal  hypertension  develop,  and  ascites  is 
formed  from  extrahepatic  portal  lymph,  which  is 
low  in  protein.'^  A lower  protein  would  suggest 
more  advanced  disease  with  concomitant  risk  of 
death  from  other  causes,  such  as  gastrointestinal 
bleeding  and  hepatic  encephalopathy.  Indeed,  the 
clinical  findings  prevalent  among  those  who  develop 
SBP  (jaundice,  varicies,  and  abnormal  ammonia 


response)'  are  those  that  are  seen  in  far  advanced 
cirrhosis.  Low  ascitic  fluid  protein  may  be  a bed- 
fellow of  low  ascitic  complement,  but  one  may  not 
necessarily  cause  the  other.  Low  complement 
production  by  the  Kupffer  cells  of  the  liver  may  be  a 
signal  of  end-stage  liver  disease  similar  to  that  of  a 
low  protein  count.  Whatever  the  mechanism,  low 
ascitic  fluid  protein  should  no  longer  be  considered 
the  hallmark  of  “benign”  ascites.  Instead,  an  ascitic 
fluid  protein  of  less  than  one  g/dl  should  alert  the 
clinician  to  the  presence  of  advanced  liver  disease 
and  possibly  an  increased  risk  of  SBP. 
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CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

/ixcrcisc  Therapr  and  Comprehensive 
Rehahiliiation  Serviees  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Each  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECC  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER 

200  High  Service  Avenue 
North  Providence,  R1  02904 


274-6777 


(gh  evening  clinic 

for  alcohol  affected  families 

A state  licensed  private  medical  out- 
patient facility  for  the  alcohol  sick  person 
and  his  suffering  family. 

HEALTH  HAVENS 

NURSING  HOME 

Four  week  individualized  therapy  in 
strictly  observed  confidentiality. 

Outpatient  treatment  fully  covered  by  all 
health  insurers  as  mandated  in  1980  Act 
of  R.l.  General  Assembly. 

For  further  information  contact: 

East  Providence 

FRANEK  CLINIC,  INC. 

884-3530 

At  National  Medical  Enterprises,  we've  had 
a lot  of  experience  in  establishing  and 
building  a practice. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance,  we  can  offer  you  professional 
management  consulting. 

We  know  what  you  want  and  how  to  get  it 
for  you. 

So  if  you’re  a Primary  Care  Physician 
interested  in  a partnership,  group  or  a solo 
practice,  contact  NME  today. 

We  ll  help  you  establish  your 
practice. ..painlessly. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 

nRTIQHRb  meDICHLfn^ 
BnTBRPRISBS,  IRC. 

"The  Total  Health  care  company. " 

^ An  Equal  Opportunity  Employer  M/F 


DISTINCTIVE 
OFFICES  FOR 
DISCRIMINATING 
TASTES 


We  Make  Offices 
That  Work  For  You 

National  Business  interiors 

A Division  of  National  Office  Supply  Co 
36  Branch  Ave  , Providence.  R.l.  02904  (Branch  Ave.  Exit  Rt.  95) 
401-274-9000 


_____ 

GREENVILLE  MEDICAL  CENTER 
7 SMITH  AVE.,  GREENVILLE,  R.l.  02828 
Finished  office  available 
Desirable  location  for  Internist, 

Family  Practitioner,  and  other 
Specialties 

401/331-7171 


For  Rent 

Barrington:  147  County  Road. 

Ideal  location  for  professional,  medical 
andlor  dental  office.  1100  square  feet.  Also 
possibility  of  sharing  another  medical  suite  on 
a part-time  basis.  Off-street  parking.  Call  247- 
0130 


FOR  SALE  ~ JOHNSTON 

Private  residence  available  for  Offices  with 
spacious  parking  facilities  and  expansion 
capabilities,  on  10,000  sq.  ft.  corner  pro- 
perty. 

By  Owner  231-7392  (after  5 P.M.) 
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U KNOW  IT’5  REALLY 
XIETY  SYMPTOMS 


Is  presenting  symptoms:  palpitations,  chest  pain, 

ic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 

- Fbr  rapid  relief  you  prescribe 
Vallum  (dlazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ‘days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

>ALIUM€ 

diazepoTT/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 
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VALIUM  “ (diazepam/Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 
Indications:  Managemenl  ol  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  of  acute  agitation,  Iremor,  delirium  tremens  and 
hallucinosis  due  lo  acute  alcohol  withdrawal,  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam 'Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
menial  alertness  When  used  adjunclively  in  convulsive 
disorders,  possibility  of  increase  m frequency  and'Or 
seventy  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and-or  seventy  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  lo  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation.  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  lor  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  wilh  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  m patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  m elderly 
and  debilitated  lo  preclude  alaxia  or  oversedalion 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  m association  with  Tagamet 
(cimelidine)  administration  The  clinical  significance 
of  this  IS  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  laundi’ce,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation  slurred 
speech,  Iremor.  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexciled 
stales,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  laundice.  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  lor  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b I d lo  q i d , alcoholism.  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adiunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q I d . adiunctively  in  convulsive  disorders.  2 lo  10  mg 
bid  to  q I d Geriatric  or  debilitated  patients  2 to  2'/2 
mg.  1 or  2 limes  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  2'/2  mg  I i d 
or  q I d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied;  For  oral  administration.  Valium  scored 
tablets — 2 mg.  white,  5 mg,  yellow,  10  mg.  blue — 
bottles  of  100*  and  500.*  Prescription  Paks  of  50, 
available  in  trays  of  10  • Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10  v 

*Supplied  by  Roche  Products  Inc  , Manatl,  Puerto 
Rico  00701 

TSupplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc  . Nutley,  New  Jersey  07110 


ROCHE  PRODUCTS  INC 
Manatl,  Puerto  Rico  00701 


your 

practice, 

your 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance,  we  can  offer  you  management 
consuiting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

we  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  Informatlori,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshire  Blvd.,  Los  Angeles.  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  «2135  479-5526. 
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The  Total  Health  Care  Company. 

An  Equal  Opportunity  Employer  M/F 
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discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  ''DA,  W,  ” "No  Sub, ''  ofMedically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  originat  atlopurinoL 
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Are  you  protected  if 
your  office  is 
damaged  or  destroyed? 


The  Office  Protection  Plan  (TOP)  gives  you  one 
low-cost  policy  that  covers; 

• Destroyed  accounts  receivable 

• Employee  dishonesty  and  embezzlement 

• Destroyed  patient  charts 

• Office  liability 

• Personal  injury 

• Office  equipment 

• Practice  interruption 


Plus  many  other  significant  risks  faced  by 
physicians.  And  TOP  covers  these  risks  fully  . . . 
adequately  ...  so  you  need  not  worry  again 
about  loss.  For  more  information  on  TOP,  call 
Don  Marcum  at  (401)  421-6900. 
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Starkweather  & Shepleymc 

Representing  the  World’s  Major 
Insurance  Companies 

155  South  Main  Street, 

Providence,  RI  02903  Telephone  (401)  421-6900 
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ONCE  UPON  A TIME  . . . THERE  VJAS  NO  PART  THE 
Robert  M.  Goldwyn,  MD 


He  remonbers  happier  days  before  the  Great  Schism,  when  there  was  less 
cliquism  in  the  care  of  the  sick,  when  there  was  no  part-time  or  fiiil-time, 
when  no  one  wore  an  armband.  Then  he  was  younger,  of  course,  and  perhaps 
naive;  but  he  thought  that  the  battle  was  against  disease  and  suffering. 

Now  he  sees  a diverting  conflict  between  those  viio  should  be  allies.  The 
cynicism  of  having  lived  a half-century  leads  him  to  wonder  how  there 
could  ever  be  peace  in  the  world,  among  vastly  disparate  nations,  if  those 
of  the  same  country,  even  of  the  same  state,  and  those  of  similar  values, 
education,  and  professional  milieu  seem  unable  to  bridge  without  rancor 
a comparatively  small  gap. 

The  graduate  is  perplexed  by  the  attitude  of  his  medical  school,  which 
trumpets  to  its  students  the  value  of  primary  care,  yet  in  many  ways  ignores 
those  in  its  midst  who  render  it.  These  practitioners,  like  himself,  have 
become  a minor  majority  — or,  a major  minority  subject  to  seme  of  the 
unnleasantries  reserved  for  an  outgroup.  It  is  a disturbing  paradox  that 
now,  when  there  is  less  discrimination  on  the  basis  of  color  and  sex  con- 
cerning viio  gets  into  medical  school,  there  is  a different  kind  of  prej- 
udice at  the  other  end,  after  residency,  in  terms  of  what  course  the  newly 
■^jf^ined  doctor  may  take.  At  Harvard,  the  mainstream  is  full-time;  the  side 
channel  is  part-time. 

This  alumnus  regrets  the  change  that  has  led  to  subdividing  the  genus, 
physician  into  the  species  part-time  or  full-time.  In  medical  school  and 
residency,  he  recalls,  those  who  taught  him  clinically  were  judged  by  the 
standard  of  their  patient  care.  New  another  consideration  intmdes:  that 
of  the  flag  under  which  they  happen  to  sail.  Did  not  generations  of  med- 
ical students  and  physicians  gain  inspiration  frcrii  those  who  now  would  be 
called  part-time;  Paul  Dudley  White,  Samuel  Levine,  Leland  McJKittrick, 

Dwight  Harken,  being  a few  recent  examples?  Did  not  those  of  1±e  tom  teach, 
do  research,  and,  in  fact,  build  this  medical  school?  Did  having  private 
patients  and  an  income  from  them  diminish  their  example? 


Reprinted  by  the  kind  permission  of  the  Harvard  Medical  Alumni  Bulletin  and 
the  author. 

Robert  M.  Goldwyn,  MD  is  clinical  professor  of  surgery,  part-time,  at  Beth 
Israel  Hospital,  Boston,  Massachusetts,  and  a member  of  the  Harvard.  Medical 
Alumni  Bulletin  editorial  board. 


Should  we  remember  and  reread  William  Osier  in  a different  fashion  because 
his  annual  earnings  were  large  even  by  today's  standards?  And  has  not  this 
theme  of  income  difference  between  part-time  and  full-time  been  overplayed? 

As  Dr.  Robert  Petersdorf  has  cormented,  those  who  are  full-time  are  no  longer 
"threadbare"  — far  from  it!  The  true  difference  lies  not  only  in  the  service 
performed  by  those  vdio  are  full-time  but  in  the  method  of  payment.  A new  law 
of  the  marketplace  has  evolved:  the  more  remote  the  physician  fran  the  actual 
transfer  of  money,  the  less  sullied  he  feels.  The  ramifications  of  this  self- 
righteous  and  hypocritical  thinking  have  done  much  to  congeal  differences  among 
the  heirs  of  Hippocrates,  v^ose  only  reason  for  existence  as  a profession  are 
the  ills  ccmmon  to  all  mankind. 

So  standing  here,  this  graduate,  though  grateful  for  having  survived  and 
arrived,  laments  the  factionalism  that  has  interfered  with  the  personal  ful- 
fillment of  many  of  his  colleagues.  He  himself  has  been  fortunate  professionally 
but  feels  seme  discomfort,  rather  than  undiluted  exhilaration,  at  being  a last 
survivor.  At  a reunion  ten  years  ago,  one  of  his  classmates,  a so-called  "part- 
timer,"  renarked:  "I  expected  to  become  obsolete,  but  not  so  soon."  How  un- 
fortunate the  breach  between  those  of  v^ite  coats  and  those  of  suit  coats:  a 
disconcerting  modem  parallel  to  Stendhal's  The  Red  and  the  Black,  when  the 
way  to  get  ahead  after  the  fall  of  Napoleon  was  by  means  of  the  cloak  of  the 
clergy,  the  black,  and  no  longer  the  uniform  of  the  army,  the  red. 

Another  colleague,  a part-timer,  confessed  that  he  changed  into  a white 
coat  when  he  went  to  the  hospital  so  that  "they  will  forget  that  I am  not  one 
of  than"  — a pitiful  cemmentary  on  the  alienation  and  insecurity  of  those  who 
should  feel  a sense  of  belonging.  They  v^o  bear  a brand  of  "part-time"  resent 
its  connotations.  Implied  is  a partial  commitment,  an  inccmplete  dedication. 

"How  can  I be  part-time?"  one  wonders.  "Do  I not  rise  early  in  the  morning, 
work  in  the  office  and  at  the  hospital  helping  patients,  teaching  residents 
and  medical  students,  and  then  return  heme  in  the  late  evening,  at  least  five 
to  six  days  a week?  Except  for  vacations,  am  I not  always  on  call?  Do  I not 
plan  to  stay  in  one  location  for  the  rest  of  my  professional  life?  To  whan 
am  I part-time?  Certainly  not  to  ny  patients,  not  really  to  my  hospital,  and 
not  in  performance  and  devotion  to  my  medical  school,  even  though  it  may  regard 
me  as  such. " 

In  Pre-Mao  China,  laborers  were  divided  into  three  classes.  Those  vdio 
worked  all  year  for  one  family  were  called  full-timers;  those  who  were  hired 
by  the  day  were  called  dailies;  those  who  farmed  their  own  land  and  worked 
only  for  one  family  at  New  Year,  during  festivals,  and  v^en  rents  were  being 
collected,  were  called  part-timers.  That  system,  at  least,  had  the  virtue  of 
precision. 

This  graduate  would  like  to  remain  true  to  one  of  the  tenets  of  his  sur- 
gical guild:  to  remain  steadfast,  even  at  times  foolish,  in  optimism,  no  matter 
v^at  the  reality.  Somehow,  he  hopes.  Harvard  will  mend  its  parts;  the  wound 
will  cease  to  fester.  But  delayed  healing  is  too  often  a feature  of  corporate 
bodies.  Bernard  Berenson,  though  faithful  to  his  alma  mater,  v^iich  is  ours, 
nevertheless  said  this  about  institutions:  "I  regard  them  big  or  little,  hoary 
with  age  or  with  their  plaster  still  wet,  as  necessary  evils.  They  exist  to 
actuate  ideas,  desires,  and  ideals.  But  they  can  work  only  through  individuals, 
subject  to  their  animal  nature,  each  working  for  his  own  ease,  his  own  safety, 
his  o/^n  advantage,  his  own  hopes,  his  own  appetites,  his  cwn  lust  for  power. 

They  end  therefore  by  subjecting  everything  to  a common  average,  distorting 
and  even  falsifying  the  ideals  they  were  to  serve.  Institutions  are  neverthe- 
less as  necessary  to  the  functioning  of  any  and  every  branch  of  human  society 
as  are  the  less  noble  parts  of  our  bodies.  We  cannot  do  without  bladder  and 
intestines.  Unable  to  get  on  without  them,  we  see  to  it  that  they  are  kept 


in  gcod  order  and  function  for  the  good  of  the  body  as  a whole  and  not  for  their 
own  pleasure.  Institutions  are  of  the  same  nature,  and  their  ^activities  must  be 
carefully  watched  over  so  that  they  do  not  cease  to  serve  us." 

This  alumnus  supposes  that  there  are  those  in  this  audience  who  are  inwardly 
groaning,  as  Freud  supposedly  did  vdien  he  asked,  "What  do  wcmen  want?"  The  answer 
of  course  — not  only  for  wotien,  not  only  for  part-timers,  but  for  every  human  being 

that  he  or  she  wants  to  be  given,  at  the  least,  equal  opportunity,  based  on 

ability,  and  to  be  judged  fairly  according  to  performance.  Although  medicine  may 
have  recorded  sane  brilliant  successes,  our  knowledge  is  still  relatively  primitive. 
Disease  and  death  continue  to  be  the  victors.  No  person  and  no  group  should  have 
the  arrogance  to  believe  that  it  alone  has  the  answers,  that  it  alone  has  found 
the  royai  road,  or  that  it  has  the  concession  for  any  patient  or  any  illness.  The 
inmutable  crux  of  our  calling  is  the  singular  alliance  between  patient  and  physician. 
It  cannot  be  established  by  edict,  but  must  be  forged  by  work  and  trust.  Let  us 
extricate  ourselves  fran  the  traps  and  trappings  of  our  profession  that  have  less 
to  do  with  the  misfortunes  of  our  patients  than  with  our  own  vanities.  Let  us  curb 
our  lust  for  homogeneity  so  that  we  can  regard  diversity  not  as  a threat,  but  as 
an  opportunity  for  creativity.  Let  us  divest  ourselves  of  stereotypes  that  ^cui^r 
our  relations  with  colleagues  and  deflect  us  fron  the  real  objectives:  cormitment, 
conpetence,  and  ccmpassion.  That  should  be  a full-time  job  for  all  of  us  whose 
earthy  stay  is  truly  part-time. 


PERIPATin’ICS  . . . 

Vincent  F.  Vacca  MD  has  been  appointed  a Fellav  of  the  American  College  of 
Gast2X)enterology . 

At  a recent  meeting  of  the  American  Acadany  of  Pediatrics  William  J.  Cas^re 
gave  a presentation  on  "Neonatology  for  the  Pediatrician" ; Eric  Denhof f _ 
deliver^  a talk  on  "Early  Intervention  and  Treatment  of  Children  with  Cerebral 
Palsy";  and  V7illiam  Oh  IIP  also  delivered  a presentation  on  newborns. 

New  aopointments  on  the  Rhode  Island  Hospital  staff  are  Roy  -i-^v 

Surgeon-in-charge,  Division  of  Orthopaedic  Research;  Thcmas  Findley  I'P,  Director, 
Pediatric  Rehabilitation;  and  John  Handelsman  lO,  Director,  Division  of 
Pediatric  Orthopaedics. 

P.  Joseph  Pesare  MD  has  been  appointed  quality  assurance  officer  for  Roger 
Williams  General  Hospital. 

At  the  recent  meeting  of  the  American  Association  for  the  S^gery  of  Trai^ 
Donald  S.  Gann  MD,  Surgeon- in-Chief  at  Rhode  Island  Hospital,  was  elected 

to  the  position  of  secretary. 

Karl  Atle  Walentin  Teramo  HP,  chief  of  perinatology  at 

Hospital,  Helsinki,  Finland,  has  been  appointed  acting  chief  of  maternal  fetal 
medicine  at  VJcmen  & Infants  Hospital. 

Paul  Calabresi  »,  Physician-in-Chief  ^d  Chaiman  of  the  Depart  of  jwicine 
at  Roger  Williairii  General  Hospital,  has  been  appointed  to  the  fifteen  member 
editorial  board  of  The  New  England  Journal  of  Medicine. 

Former  member  of  the  Rhode  Island  Medical  Journal  editorial  toard,  ^-exand^M. 
Burqess  ^D  is  the  1961  recipient  of  the  William  Keen  Award  for  Dist^guis 

teLn  Medical^Asscciation.  He  received  the  award  posthatously. 

On  January  1,  navid  S.  Greer  MD  will  begin  a term  as  a matiber  of  the  Institute 
of  Medicine  of  the  National  Academy  of  Sciences. 

David  C.  Lewis  MD  has  been  appointed  chairman  of  the  Section  of  Comunity  Health 
of  the  Brown  University  Program  in  Medicine. 
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PRESIDENT’S  CORNER 


How  Much  Gown  Is  Good  for  Town? 


At  Rhode  Island’s  major  teaching  hospital  the 
number  of  full-time  salaried  physicians  has  been  in- 
creasing during  recent  years  at  a percentage  rate 
significantly  greater  than  that  of  total  licensed  phy- 
sicians in  Rhode  Island.  As  indicated  by  Table  1,  at 
Rhode  Island  Hospital  in  1979  the  number  of  full- 
time salaried  physicians  increased  over  the  previous 
year  by  77  ; in  1980  the  number  increased  again  by 
9 ; in  1981  the  number  increased  by  13.  From  1978 
to  1979,  the  rate  of  increase  of  this  type  of  physician 
was  21  per  cent;  from  1979  to  1980  it  was  14  per 
cent;  and  from  1980  to  1981  the  rate  of  increase 
was  18  per  cent.  Compared  with  the  percentage  rate 
changes  in  numbers  of  total  licensed  physicians  in 
our  state  during  the  same  years,  this  growth  is  astro- 
nomical. From  1978  to  1979,  the  total  number  of 
physicians  licensed  in  Rhode  Island  actually 
decreased  by  6.6  per  cent;  from  1979  to  1980  the 
number  increased  by  3.4  per  cent;  from  1980  to 
1981  the  number  decreased  by  1.4  per  cent. 

The  greatest  increases  in  the  full-time  salaried 
numbers  described  above  are  of  those  full-time  phy- 
sician staff  members  who  hold  Brown  University 
appointments.  Just  as  the  number  of  residents  has 
increased  in  our  state,  so  there  appears  to  be  a 
parallel  trend  to  increasing  the  number  of  university 
appointed  full-time  physicians  in  our  teaching 
hospitals. 

The  continuing  increases  of  staff  and  other  ex- 
penses of  teaching  hospitals  is  occurring  exactly  at  a 
time  when  some  of  the  traditional  sources  of  income 
for  these  institutions  are  disappearing.  The  Associa- 
tion of  American  Medical  Colleges  estimates  that  in 
1978  third  party  payors  and  self-pay  patients  ac- 
counted for  81.  7 per  cent  of  the  revenues  for  all  uni- 
versity-owned teaching  hospitals,  and  in  the  same 
year  that  state  and  local  appropriations  to  this 
group  of  hospitals  amounted  to  only  11.27  per  cent 
of  total  revenues.  The  latter  is  contrasted  with  an 
average  of  31.6  per  cent  of  total  revenues  from  state 
and  local  government  sources  in  1971.  This  decline 
parallels  a more  or  less  continuous  decrease  over  a 
longer  span  of  years  of  federal  government  ap- 
propriations to  medical  schools  and  an  increase  in 
the  amount  of  revenues  obtained  by  medical  schools 
from  medical  service  plans  and  hospitals  and 


Charles  E.  Millard,  MD 

clinics.  The  present  situation  in  Washington  cer- 
tainly does  not  augur  for  any  immediate  reversal  of 
this  trend.  Rather,  it  is  anticipated  that  the  drop  in 
federal  support  for  U.S.  medical  schools  from  54 
per  cent  of  total  revenues  in  1965  -1966,  to  45  per  cent 
in  1970-1971,  to  37  per  cent  in  1975-1976,  to  29  per 
cent  in  1978-1979  will  continue.’ 

Medical  schools  and  teaching  hospitals  are 
coming  to  depend  ever  more  heavily  on  patient 
revenues.  The  number  of  first  year  medical  students 
through  1980-1981  continues  to  grow  at  a startling 
rate  which  has  shown  little  slowdown  since  approxi- 
mately 1965  (Figure  1).  In  the  natural  course  of 
physician  training  the  increase  of  first  year  medical 
students  in  1980-1981  will  mean  a proportionate 
increase  of  residents  in  1984-1985. 

The  emergence  of  greater  numbers  of  full-time 
salaried  physicians  in  teaching  hospitals  results  in 
some  far-reaching  changes  in  the  institutions’  or- 
ganization and  medical  staff  structure.  As  a hospi- 
tal’s teaching  role  expands,  it  is  well -acknowledged 
that  there  becomes  a “differentiation  and  inter- 
action of  competing,  often  overlapping  groups  of 
physicians”  and  “an  understandably  complex  de- 
cision-making process.”^  The  appointment  of  full- 
time clinical  service  chiefs  who  are  compensated  for 
their  administrative  responsibilities  by  the  hospital 
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contributes  to  the  differentiation.  Using  a broad 
definition  of  a teaching  hospital,  a 1976  survey  by 
the  Association  of  American  Medical  Colleges 
found  that  30  per  cent  of  the  teaching  hospitals  sur- 
veyed had  hospital -compensated  chiefs  of  internal 
medicine  compared  to  only  3 per  cent  in  non-teach- 
ing hospitals,  and  that  hospitals  with  full-time 
chiefs  are  more  formally  departmentalized  and 
characterized  by  more  tension  and  debate  over  hos- 
pital policy.^ 

Another  problem  which  is  created  in  teaching 
hospitals  by  the  separation  of  physician  groups  and 
the  ambiguities  of  services  provided  involves  billing 
and  payment.  An  article  in  The  New  England 
Journal  of  Medicine  titled  “Financing  Graduate 
Medical  Education”  points  out  that  while  Medicare 
reimburses  supervisory  salaries  of  teaching  physi- 
cians under  Part  A,  and  physician  services  provided 
to  “private”  patients  under  Part  B,  “an  alleged 
result  of  this  policy  has  been  that  the  supervisory 
and  professional  patient-care  services  are  simul- 
taneously performed  and  both  are  reimbursed.”^ 
The  latter  has  been  called  “double  billing.”  Since 
the  publication  of  the  article,  there  have  been 
efforts  to  curtail  this  abuse,  but  the  underlying 
problem  illustrated  by  it  is  that  the  revenues  of 
teaching  hospitals  are  largely  patient  revenues,  but 
services  and  the  costs  in  these  hospitals  generally  are 
not  well  enough  identified. 

According  to  figures  provided  by  Rhode  Island 
Blue  Cross  the  total  amount  paid  in  one  fiscal  year 
(1979-1980)  by  Blue  Cross,  Medicare,  and  other 
sources  to  182  teaching  physicians  in  6 Rhode  Island 
teaching  hospitals  for  salaries  and  fringe  benefits, 
including  payment  of  malpractice  insurance  pre- 
miums, was  $9,232,834.  Out  of  this  total, 
$7,752,274  was  paid  by  Blue  Cross,  Medicare  Part 
A,  and  other  sources  in  straight  salaries  to  strict 
full-time  (SFT)  physicians  and  base  salaries  to  geo- 


Table  1.  Comparison  of  Numbers  of  Full-time  Phy- 
sicians at  Rhode  Island  Hospital  with  Numbers  of 
Rhode  Island  Licensed  Physicians,  1978-1981. 


Rhode  Island  Hospital 


Brown 

Full-time 

Non-Brown 

Full-time 

Total 

Rhode 

Island 

Licensed 

Physicians 

1978 

47 

6 

53 

2,123 

1979 

57 

7 

64 

1,982 

1980 

62 

11 

73 

2,050 

1981 

75 

11 

86 

2,021 

Figure  1.  Number  of  First  Year  Medical  Students 
1960-61  through  1980-81. 

graphic  full-time  (GFT)  physicians  for  teaching, 
supervisory,  and  administrative  responsibilities. 
The  remaining  $1,480,560  was  paid  by  Medicare 
Part  B to  GFT  physicians  by  direct  billings  for 
patient  care  up  to  contracted  ceilings.  All  of  the 
total  $9,232,834  is  paid  directly  or  indirectly  by  our 
PATIENTS. 

Elsewhere  in  this  issue  of  the  Journal  (see  News- 
letter) are  reprinted  comments  by  Robert  M. 
Goldwyn,  MD,  a member  of  the  part-time  staff  at 
Beth  Israel  Hospital  in  Boston.  I urge  you  to  read 
Dr.  Goldwyn’s  thoughts.  In  view  of  all  of  our  con- 
cerns for  quality  of  care  for  our  PATIENTS  in  the 
difficult  present  milieu  of  cost  containment,  maybe 
more  “part-time”  is  the  better  way? 

References 

'Association  of  American  Medical  Colleges:  Medical  Education  Insti- 
tutions, Characteristics  and  Programs,  May  1981. 

^Association  of  American  Medical  Colleges  Department  of  Teaching 
Hospitals : Toward  a More  Contemporary  Public  Understanding  of 
the  Teaching  Hospital,  rev  ed.  May  1981. 

^ Knapp  RM,  Butler  PW : Financing  graduate  medical  education.  N 
Engl  J Med  301:749-755,  4 Oct  79. 


540 


Rhode  Island  Medical  Journal 


EDITORIALS 


Ancillary  Services 

The  federal  government,  when  it  established  the 
PSRO  system,  made  a serious  strategic  error  in  em- 
phasizing for  surveillance  length  of  stay,  rather  than 
ancillary  services.  Much  had  already  been  ac- 
complished in  level  of  care  control  by  the  Medicare 
intermediaries  before  the  PSROs  came  on  the  scene 
with,  of  course,  varying  effectiveness.  If  the  PSROs 
had  been  directed  and  adequately  financed  to 
attack  the  root  problem  of  overutilization  of  ancil- 
lary services,  they  might  not  now  be  viewed  with 
such  skepticism  and  political  indifference.  It  is,  in 
all  likelihood,  too  late  now  to  salvage  this  function, 
as  the  future  of  the  PSROs  looks  bleak  with  “de- 
funding” proceeding  apace.  Several  valuable  years 
have  been  lost  and  much  money  wasted  in  pursuing 
the  wrong  objective.  Large  volumes  of  relevant  data 
could  have  been  accumulated  in  these  years. 

The  problem  must  still  be  faced,  because,  as  that 
fabled  bank  robber  proclaimed,  that’s  where  the 
money  is. 

To  conduct  a significant  and  productive  study 
would  be  a massive  undertaking.  But  it  is  our  con- 
viction that  it  must  be  done.  It  is  not  a question  of 
seeking  scapegoats,  but  of  obtaining  information, 
drawing  valid  conclusions,  and  then  educating  the 
profession.  The  study  must  be  carried  out  in  hospi- 
tals, by  professionals,  and  under  academic  guid- 
ance. In  the  beginning,  large  amounts  of  data  must 
be  accumulated.  The  data  then  must  be  analyzed 
by  knowledgeable  professionals.  The  third  step  in- 
volves drawing  of  clinically  valid  conclusions  from 
these  data.  Finally,  an  educational  campaign  must 
be  conducted  to  disseminate  the  lessons  learned. 
Sound  information  generally  available  is  the  best 
antidote  for  defensive  medicine  and  for  the  some- 
times shotgun  studies  carried  out  in  the  wards,  the 
intensive  care  units,  the  coronary  care  centers,  and 
the  emergency  wards. 

The  academic  centers  have  apparently  had  little 
incentive  to  undertake  such  studies.  Although  fed- 


eral funding  will  be  difficult  to  find  in  the 
immediate  future,  it  would  seem  that  a properly 
constructed  protocol  would  interest  one  or  more  of 
the  larger  medically  or  academically  oriented  foun- 
dations such  as  the  Johnson,  Kellogg,  Common- 
wealth, Ford,  Hughes,  or  others.  While  no  one 
probably  has  quite  figured  out  a way  of  getting  to 
the  heart  of  this  vastly  complex  problem,  it  is  not 
likely  that  it  would  not  be  solved  if  the  great 
resources  of  brain  power  in  the  medical  profession 
and  the  great  funded  wealth  of  our  country  were 
put  to  work  to  resolve  it. 


News  Item  . . . 

“The  Reagan  administration,  in  an  effort  to 
rein  in  rising  costs,  is  considering  new  limits  on 
what  it  will  pay  hospitals  under  Medicare  for 
such  so-called  ancillary  services  as  X-rays  and 
blood  tests,  which  make  up  about  half  the 
average  hospital  bill. 

“There  already  are  such  limits  on  how  much 
the  government  will  pay  for  the  basic  room  and 
board  or  daily  room  rate  for  Medicare  patients. 
The  new  limits  would  involve  the  government, 
indirectly  but  intricately,  much  more  deeply  in 
the  price-setting  process  for  medical  services.” 

. . . The  Washington  Post 
October  21,  1981 


As  we  have  maintained  before  in  these  columns, 
it  is  an  appropriate  and  highly  desirable  role  for  the 
medical  academic  community.  The  problem  will 
not  be  solved,  until  they  become  motivated  to  seek 
answers  and  to  be  actively  involved. 

Seebert  J.  Goldowsky,  MD 
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Wellness,  Motherhood,  and  God 


Secretary  Richard  Schweiker  of  the  United  States 
Department  of  Health  and  Human  Services  has  re- 
cently been  promoting  the  line  that  “‘wellness’  can 
sharply  lower  health  costs  vdthout  the  spending  of 
millions  of  dollars.”  He  proposes  tax  incentives  for 
wellness  programs  by  employers  for  their  employees 
and  “intends  to  make  ‘wellness’,  not  sickness,  the 
priority.”  “Rather  than  just  treating  people  after 
they  get  sick,”  he  says,  “we’re  encouraging  Ameri- 
cans to  adopt  healthy  [sic]  lifestyles  that  prevent 
illness  before  it  strikes.” 

Good  health  is,  like  Motherhood  and  God,  un- 
exceptionable. The  term  “wellness  ” is,  of  course,  an 
atrocity,  which  is  not  in  the  dictionary.  To  para- 
phrase, we  would  surmise  that  it  approximates 
“health  maintenance,”  doing  those  things  which  are 
healthful  and  not  doing  those  things  which  may  be 
harmful.  Disillusionment  with  the  concept  of 
“health  maintenance”  as  practiced  by  health  main- 
tenance organizations  (HMOs)  is  a result  of  the 
failure  of  most  HMOs  to  do  much  about  preventive 
care  or  any  dependable  statistics  that  what  they  do 
has  made  a significant  difference. 

What  would  an  employer-employee  “wellness” 
program  offer?  Annual  physicals?  These  have 


GMENAC  Study 

Published  elsewhere  in  this  issue  is  a study  of  the 
physician  population  of  Rhode  Island  for  the  year 
1979  and  a projected  need  for  1990.  It  is  always 
interesting  and  worthwhile  to  know  where  we  have 
been  and  where  we  may  be  going. 

If,  however,  it  is  a Big  Brother  exercise  in  deter- 
mining who  can  practice  what  and  where,  it  could 
be  frightening. 


generally  proved  to  be  a fruitless  and  expensive 
formality.  Jogging  or  calistenics  on  company  time? 
— an  exercise  in  futility.  Organic  foods  in  the  com- 
pany cafeteria?  Group  stress  sessions? 

We  can  think  of  a few  measures  that  un- 
doubtedly do  have  value : 

1)  Frequent  anti-smoking  clinics  on  company  time. 

2)  No  smoking  during  working  hours. 

3)  Company  alcoholic  clinics  and  frequent  educa- 
tional sessions  on  the  risks  of  alcoholism  and  its 
insidious  signs. 

4)  Frequent  and  sustained  educational  programs 
on  the  evils  of  overweight  and  obesity. 

5)  Annual  blood  pressure  measurements. 

Employees  (and  employers)  must  be  convinced  that 
maintaining  their  health  is  much  more  dependent 
on  their  own  behavior  than  on  “wellness”  programs, 
which  may  be  nothing  more  than  window  dressing. 
Very  little  will  be  accomplished  until  the  public 
learn  (if  they  ever  will)  that  foregoing  certain 
pleasures  — smoking,  excess  alcohol,  and  over- 
eating—will  contribute  more  to  a long  and  healthy 
life  than  any  company  public  relations  gimmicks. 

SeebertJ.  Goldowsky,  MD 


We  trust  that  the  bureacracy  will  not  become 
involved  in  making  these  decisions,  which  can  have 
a life  and  death  impact  on  how  medicine  is  prac- 
ticed. With  a more  conservative  administration  in 
Washington,  we  have  reason  to  hope  that  competi- 
tion and  free  enterprise  will  be  allowed  to  operate  in 
this  sensitive  professional  milieu. 

SeebertJ.  Goldowsky,  MD  ■ 
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EDITOR’S  MAILBOX 


Long  Range  Planning 

To  the  Editor : 

An  action  by  the  House  of  Delegates  at  its  Septem- 
ber meeting  called  for  the  formation  of  a Long 
Range  Planning  Committee  to  draw  up  recommen- 
dations and  report  back  to  the  House  in  January. 
President  Charles  E.  Millard  requested  that  I be 
Chairman  of  this  committee.  As  President-Elect,  I 
accepted  this  assignment,  and  I have  given  some 
thought  to  issues  of  high  priority  for  discussion, 
which  are  outlined  briefly  below.  Comments  and 
suggestions  from  the  membership  on  these  or  other 
subjects  to  be  considered  will  be  welcomed  and 
valued. 

Membership.  Our  programs  and  activities  should 
appeal  to  most  physicians  regardless  of  their  in- 
dividual callings.  As  broad  a base  as  possible  is 
needed  so  that  the  RIMS  can  speak  with  authority 
on  behalf  of  physicians. 

Political  Action.  This  area  has  been  developing 
and  expanding  quickly.  The  AMA  is  active  on  a na- 
tional level.  There  are  many  health-related  bills 
being  introduced — some  posing  unwarranted  re- 
strictions on  physicians’  freedom  of  choice  and  upon 
the  physician-patient  relationship.  The  role  of 
RIMS  in  this  important  area  deserves  attention  and 
a defined  role.  Participation  demands  both  time 
and  money. 

Moral-Ethical  Issues.  The  AMA  has  recently  pub- 
lished a revised  ethical  guide.  A very  active  com- 
mittee exists  at  the  national  level.  Many  of  the  issues 
of  a moral-ethical  nature  have  been  taken  up  by 
special  interest  groups,  some  of  which  are  active  in 
pushing  legislation  and  even  constitutional  amend- 
ments to  further  their  points  of  view.  Abortion, 
birth  control,  the  profession’s  role  in  providing 
health  care  to  the  indigent  and  prison  populations, 
government  control  of  medical  services,  drugs  and 
their  abuse,  relationship  to  the  legal  profession,  and 
privacy  and  access  to  records  are  just  a few  issues 
which  are  ever  present.  Should  RIMS  be  in  the  thick 
of  these  issues? 

Committee  Structure.  Standing  Committees  deal 
with  many  issues  previously  identified.  Many  do  not 


have  a clear  charge.  Some  meet  infrequently.  The 
place  for  these  committees  must  be  reexamined  and 
addressed. 

Physical  Plant  and  Major  Programs.  Our  build- 
ing is  venerable  and  in  need  of  extensive  repairs. 
The  Library  and  the  Rhode  Island  Medical  Journal 
have  strong  and  vocal  supporters  and  detractors.  It 
has  been  suggested  we  move  to  a smaller  energy- 
conserving  building,  that  the  Library  be  sold,  and 
that  the  Journal  be  reduced  to  a newsletter.  What 
should  we  do? 

Professional  Relationships.  RIMS  representing 
physicians  often  finds  itself  asked  to  advise,  and 
sometimes  to  confront,  with  other  health  practi- 
tioners (physicians’  assistants,  nurse  practitioners, 
medical  assistants,  technologists)  and  with  health 
institutions  (hospitals,  nursing  homes.  Brown  Uni- 
versity Medical  School,  State  Department  of 
Health,  federal  and  state-sponsored  health  delivery 
systems,  the  burgeoning  free-standing  emergency 
rooms) . Can  and  should  we  encourage  these  and 
other  associations? 

The  Insurance  Industry.  A major  and  thorny 
issue.  The  Joint  Underwriting  Association  (JUA) , 
the  Blues,  private  carriers,  the  proposed  Ocean 
State  Master  Health  Plan,  RIMS  Insurance  Broker- 
age Corporation,  independent  agents  and  large 
local  companies  are  a few  of  the  many  concerns. 

Dues.  The  more  the  RIMS  does  and  we  should 
do  it  well  — the  larger  is  the  required  staff.  The  costs 
must  rise  appropriately.  I often  hear  from  friends 
and  colleagues:  “Why  don’t  you  in  the  Medical 
Society  do  . . . (each  of  you  can  finish  the  sen- 
tence).’’  To  do  these  things  requires  time  — volun- 
teer and  professional  — and  money.  How  much  is 
professional  freedom  and  responsibility  worth? 

RIMS  can  and  must  play  a role  in  the  future.  If 
the  Society  were  abandoned,  some  of  the  functions 
briefly  discussed  above  would  still  need  to  be  ad- 
dressed and  an  organization  to  deal  with  them 
would  have  to  be  reinvented.  I feel  that  the  RIMS  is 
an  appropriate  vehicle. 

Melvin  D.  Hoffman,  MD 
President-Elect 
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Future  of  the  Library 

To  the  Editor : 

I read  with  interest  the  letter  from  Doctor  Charles 
P.  Shoemaker  in  a recent  issue  of  the  Rhode  Island 
Medical  Journal  (Volume  64,  Number  10,  October 
1981) , and  1 agree  with  and  support  the  comments 
and  suggestions  in  it  concerning  the  Annual 
Meeting.  However,  1 am  deeply  disturbed  by  his 
ideas  concerning  the  Rhode  Island  Medical  Society 
Library. 

Of  all  the  tasks  the  Society  performs,  the  Library 
services  are  delivered  in  the  most  professional 
manner  to  the  largest  spectrum  of  our  membership, 
and  yield  the  greatest  returns  on  our  investment  in 
the  form  of  improved  patient  care.  The  Library 
serves  as  the  essential  local  resource  library  for  each 
of  the  many  small  hospital-based  medical  libraries 
across  the  state,  and  provides  invaluable  resource 
service  to  the  Medical  School  at  Brown  University, 
the  University  of  Rhode  Island,  and  other  educa- 
tional institutions.  This  constitutes  a mutually  sup- 
porting network  and  allows  a member  of  the  Medi- 


cal Society  access  to  the  library  resources  through- 
out the  state. 

In  the  past  year  (1980-81)  Roger  Williams 
Hospital  Library  obtained  for  Roger  Williams  staff 
over  350  items  from  the  Medical  Society.  At  least 
sixty  per  cent  of  these  requests  were  for  members  of 
the  Society  who  would  have  been  forced  to  use  slow 
and  expensive  alternatives  for  receiving  needed 
literature  for  patient  care,  were  our  Society  Library 
resources  not  available.  Comparison  of  figures  from 
other  hospitals  indicates  that  our  experience  is 
typical. 

To  recommend  disbanding  the  Library  is  con- 
trary to  one  of  the  major  purposes  of  maintaining 
our  Medical  Society  in  the  first  place:  “To  promote 
the  science  and  art  of  medicine  and  the  betterment 
of  public  health.” 

William  S.  Klutz,  MD 
Chairman,  Department  of  Surgery 
Roger  Williams  General  Hospital 


Two  Sentence  Essay 

History  . . . 


This  79  year  old  male  was  admitted  because  of  increasing  belligerence  and  threatening  and  assaultive 
behavior  towards  his  wife.  He  was  suspicious  and  delusional.  He  had  done  some  farming  since  retire- 
ment. He  was  apparently  well  until  three  months  ago,  when  he  was  bitten  by  a horse. 


Seen  in  medical  record. 


544 


Rhode  Island  Medical  Journal 


PROGRESS  IN  NEUROLOGY 


Reversible  Neuropsychiatric  Disease  Related  to  Folate  Deficiency 


Herbert*  described  the  neurologic  symptoms  associ- 
ated with  self-imposed  folate  deprivation:  “Sleep- 
lessness and  forgetfulness  appeared  and  became 
gradually  more  progressive  during  the  fourth 
month  of  the  low  folate  diet.  In  the  fifth  month 
irritability  appeared  and  also  became  gradually 
progressive.  These  subjective  stigmata  disappeared 
within  48  hours  after  oral  therapy  was  begun  with 
folic  acid  and  were  therefore  considered  to  have  re- 
sulted from  folate  deprivation.”  Strachan  and  Hen- 
derson^ reported  two  elderly  demented  females  with 
megaloblastic  anemia  whose  neurologic  symptoms 
resolved,  completely  in  one  case  and  partially  in  the 
other,  upon  treatment  with  folic  acid.  These  often- 
cited  cases  challenge  the  notion  that  folate  defi- 
ciency is  without  cognitive  neurologic  sequelae. 
Folate  deficiency  remains  common,  especially 
among  the  elderly,  and  is  usually  attributed  to  poor 
dietary  habits.  In  these  patients,  dementia  may 
antedate  folate  deficiency  and  be  refractory  to 
folate  replacement.  Studies  now  indicate,  however, 
that  some  neuropsychiatric  disorders  may  result 
from  folate  deficiency  and  be  reversible  with  folate 
replacement. 

Botez  et  aP  have  defined  the  clinical  syndromes  in 
which  the  folate-deficient  patient  with  neurological 
signs  may  be  expected  to  respond  favorably  to  folate 
therapy.  They  include:  1)  long-standing  gastroin- 
testinal disorders  (ie,  colitis,  irritable  colon,  gastri- 
tis, or  intestinal  surgery)  ; 2)  macrocytic  or  mega- 
loblastic anemia;  3)  fatigue,  lassitude,  and  the 
burning  feet/ restless  legs  syndrome  often  ac- 
companied by  depression  unresponsive  to  antide- 
pressants; 4)  diminished  ankle  jerks  and  vibratory 
sensation  in  the  toes;  5)  subacute  combined  de- 


From  the  Division  of  Neurology,  Roger  Williams  General  Hos- 
pital, Providence,  Rhode  Island;  and  Brown  University 
Program  in  Medicine,  Providence,  Rhode  Island.  “Reversible 
Neuropsychiatric  Disease  Related  to  Folate  Deficiency”  is  the 
first  of  a series  of  position  papers  in  neurology  which  will  ap- 
pear at  intervals  in  subsequent  issues  of  the  Rhode  Island 
Medical  Journal. 


generation  of  the  spinal  cord  (with  normal  serum 
Bi2  levels)  ; and  6)  polyneuropathy. 

A randomized  study  of  24  folate-deficient 
patients  with  depression,  fatigue,  and  lassitude 
showed  that  there  was  significant  improvement 
(p<.005)  on  the  Kohs  Block  Design  Test  and  the 
Intelligence  Quotient  Memory  Scale  for  patients 
receiving  15  mg  of  folate  daily  for  4 months  (12 
subjects)  compared  to  those  receiving  a placebo  (12 
subjects) . 

Of  50  subjects  with  folate  deficiency  (includes 
above  24  subjects)  and  neurologic  symptoms,  all 
had  normal  B,2  levels  and  Schilling  tests,  and  42  per 
cent  evidenced  normal  peripheral  blood  smears.^ 
Results  of  post-treatment  Wechsler  Memory  Scale, 
Ottawa  Wechsler  Intelligence  Quotient,  Halstead 
Categories,  and  Kohs  Block  Design  testing  sig- 
nificantly improved  (p<.001)  over  pretreatment 
scores  following  therapy.  Of  6 patients  with 
abnormal  EEC  tracings  upon  entry  into  the  study,  5 
became  normal  with  therapy.  Ninety-six  per  cent 
noted  improvement  in  mood  following  therapy. 
Subjective  symptoms  such  as  paresthesias  of  the 
burning  feet/restless  legs  syndrome  resolved  within 
3 weeks.  Lassitude,  fatigability,  and  depression 
regressed  with  folate  replacement  after  2 to  3 
months.  Gastrointestinal  dysfunction  and  vibration 
sense  improved  after  4 to  5 months.  Electrophysio- 
logic  improvement  in  patients  with  polyneuropathy, 
however,  required  5 to  7 month  therapy. 

In  a retrospective  study  of  102  psychiatric  in- 
patients with  folate  deficiency,  only  those  with 
endogenous  depression,  schizophrenia,  or  organic 
psychosis  responded  to  folate."*  The  treated  patients 
in  these  three  categories  also  had  shorter  hospital 
stays  than  the  untreated  patients. 

A small  but  growing  body  of  knowledge  docu- 
ments the  existence  of  reversible  neuropsychiatric 
dysfunction  due  to  folate  deficiency.  It  is  essential 
that  folate  levels  be  measured  in  the  patient  with 
diffuse  cerebral  dysfunction. 
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Beyond  the  Call  of  Duty? 

Contributed  by  Mrs.  Helen  M.  DeJong,  Librarian  Emeritus 


“On  the  tenth  of  July  (1832),  says  the  Providence  Journal;  ‘Drs.  (Samuel  Boyd)  Tobey,  (Joseph) 
Mauran,  and  (Thomas  H.)  Webb  proceeded  to  New  York,  in  the  steamboat  Franklin,  to  obtain  such 
information  relative  to  the  treatment  of  the  Cholera  as  might  be  advantageous  to  the  city  should  that 
disease  appear  among  us.’ 

“On  their  return  to  Providence,  in  the  steamer  President,  on  the  fifteenth  of  July,  they  were 
forbidden  to  land  in  the  city  in  consequence  of  a case  of  Cholera  Morbus  having  occurred  on  the 
passage.  They  were  under  the  necessity  of  landing  in  Seekonk,  from  which  place  they  proceeded  on 
the  other  side  of  the  river  to  Pawtucket.  They  were  refused  admission  into  all  the  hotels  and  private 
houses  on  their  route,  until  they  reached  Horton’s  Grove,  where  they  were  received  and  permitted  to 
spend  the  night.  The  next  day,  after  being  fumigated  by  order  of  the  city  authorities,  they  were 
permitted  to  return  to  their  homes.” 


Edwin  M.  Snow,  MD,  from  History  of 
the  Asiatic  Cholera  in  Providence. 


546 


Rhode  Island  Medical  Journal 


Chaiiiejeffiies 
died  six  montlis  ago. 

Last  week 
Chaiiidstirotlier 
buried  his  estate. 


Charlie  thought  he  did  the 
right  thing.  He  had  a will  and 
had  named  his  brother  executor. 
But  that  wasn’t  really  the  smartest 
thing  to  do.  His  brother  didn’t  have 
the  time,  the  legal  knowledge,  or  the 
tax  expertise  necessary  to  settle  an  estate 
properly.  As  a result,  Charlie’s  widow  had 
to  wait  six  months  to  get  money  that  she 
needed  right  away.  And  the  family  had  to  pay 
thousands  of  extra  dollars  in  taxes  that  might 
have  been  avoided  if  Charlie’s  brother  had 
known  proper  tax  planning. 

If  Charlie  had  named  InBank  as  his 
executor,  his  family  would  have  had  the  help 
of  experienced  professionals  who  know  how 
to  settle  an  estate.  Working  with  Charlie’s 
attorney,  we  would  have  used  the  best  planning 
methods  to  save  taxes  and  ensure  that  his  family 
got  every  dollar  possible,  as  soon  as  possible. 

Don’t  let  your  estate  end  up  like  Charlie’s.  Let  us 
act  as  your  executor.  Or  if  you  prefer,  co-executor  with  a 
relative  or  friend.  With  InBank  working  for  you,  along 
with  your  attorney,  you  will  be  providing  the  kind  of  pro- 
fessional assistance  your  estate  deserves. 

You’ve  worked  hard  for  your  family’s  security.  See  us  now 
to  make  sure  it’s  not  all  lost.  Call  Gregory  Ahern  at  (401) 
278-6699,  or  write  to  him  at  Industrial  National  Bank,  Trust 
and  Investment  Division,  100  Westminster  Street, 
Providence,  Rhode  Island  02903. 

INBRNK 

^^Illj^TRUST  AND  INVESTMENT  DIVISION 

Financial  minds  for  your  peace  of  mind. 


Paperwork  Isn’t  Just  a Problem  For  Doctors 
Anymore.  It’s  An  Epidemic.  And  There’s 
Every  Indication  That  It’s  Going  To  Get  Worse. 

At  IIAK'I'OK  Systems  we  have  the  solution  to  solving  the  billing,  bookkeeping,  and  management 
information  needs  for  medical  practices  of  all  sizes  and  specialties.  The  IIAK'I'IIK  Medical  Office 
Management  System  automates  most  of  the  repetitive  manual  tasks  and  provides  you  with  the  ability  to 
improve  patient  care  without  increasing  personnel  requirements. 


The  M.edical  Office  M.anageiment  System  features: 

• Automatic  Insurance  Form  Preparation 

• Automatic  Weekly  or  Monthly  Patient  Statements 

• Patient  Follow-up  and  Automatic  Recall 

• Automatic  Accounts  Receivable  Aging  Report  by  Patient  and 
Insurance  Carrier 

• Daily  Reporting  and  Cash  Receipts 

• Physician  Productivity  and  Practice  Analysis  Reports 

• Automatic  Recording  and  Accounting  of  each  Patient  Visit 

• Automatic  Assignment  of  Patient  Account  Number 

• Automatic  Procedure  Pricing  — Eliminates  Error 

• Simple  Inquiry  into  Patient  Records  — Alphabetic  or  Numeric 

• Consistent  Format  through  Menu-Driven  Screens 

• Detailed  Start-up  Assistance 

• Thorough  Training  of  Office  Staff 

• Superior  Texas  Instruments  Hardware 

• Reliable  Texas  Instruments  Maintenance 

• Continuing  Future  Support 


IIAK'I'OK’s  Medical  Office  Management  System  is  designed  to  provide  your  practice  with  an  effective 
method  for  solving  your  medical  information  processing  requirements  and  provides  you  with  the 
proper  tools  to  meet  today’s  demands  of  medical  office  management. 


DON’T  S ACTUAL  DEMONSTRATION 

of  the  Medical  Office  Management  System  in  ojperadon  with  the  latest 

Texas  Instruments  computers. 

Attend  <mr  special  show  and  learn  how  you  can  become  a charter  member  inanew 
local  Medical  OflSce  Mana^gement  Group  * * ^ a^  concept  widt 

far-  reaching  proBt  potenti^ 

MARRIOTT  INNj  Charles  Oims  St.^  Providence^  R.  L 
Wednesday,  Jan.  6, 1982,  3kx)  PM 


It’s  Sad  When  You  Have  To  Spend  More  Time 
With  Paperwork  Than  With  Patients! 
Here’s  The  Remedy! 

Featuring  Texas  Instruments  DS990  Integrated  Family  Of  Computers 


rnirrjTHiK 

■ COMPUTER  SYSTEMS 

I 151  Lavan  St.,  Warwick,  R.  I.  02888 

I Tel.  (401)  467-2050 

I NAME 

S ADDRESS 


■ CITY 

TELEPHONE 


— ““™n 

□ Yes,  I’ll  be  attending  your  show 

□ I’m  bringing  along associate(s) 

□ Sorry,  can’t  make  it,  but  keep  me  posted! 


STATE 


ZIP_ 


BEST  TIME  TO  CALL 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage;  Ceclor‘  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae,  andS 
pyogenes  (group  A befa-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication;  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings;  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions;  It  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics.  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  sate 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest'  tablets  but  not  with 
Tes-Tape'  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  m ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Sa\e\y  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions;  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2.5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Jrar\s\\o(y 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic — Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40). 

Hematopoietic — Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 
ftena/— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [iosobor] 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS 
pneumoniae  or  H influenzae  ® 

Note  Ceclor”  (cefaclor)  is  contraindicated  In  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Some  ampicillin-resistont  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  K influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci) , or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 
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Adult  Fibropolycystic  Liver  Disease  and 
Symptomatic  Portal  Hypertension 


Only  Five  Cases  of  This  Rare  Combination  Have  Been  Reported 


Edward  A.  lannuccilli,  MD,  FACP 
Peter  P.  Yu,  MD 


Adult  fibropolycystic  liver  disease  is  but  one 
member  of  a large  group  of  inherited  cystic  liver 
diseases  whose  members  include  childhood 
fibropolycystic  disease  and  the  subtypes,  congenital 
hepatic  fibrosis  (micropolycystic  liver  disease)  and 
Caroli’s  Disease  (congenital  intrahepatic  biliary 
dilation) . While  differentiation  of  these  separate 
disease  states  may  at  times  be  difficult  on  clinical 
grounds  alone,  a proper  classification  should  be 
achievable  in  most  cases. 

It  is  currently  believed  that  adult 
fibropolycystic  liver  disease  per  se  is  a relatively 
benign  disorder.  Occasionally,  an  enlarged  cyst  may 
result  in  extra-hepatic  biliary  obstruction  via  an 
adjacent  mass  effect  on  the  biliary  tree,  or  a cyst 
may  become  infected,  rupture,  strangulate,  or  else 
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undergo  intracystic  hemorrhage.  However,  the 
prognosis  of  this  disease  is  generally  dictated  by  the 
absence  or  presence  of  accompanying  renal 
polycystic  disease.  For  fifty  per  cent  of  patients  with 
adult  fibropolycystic  liver  disease,  concurring  renal 
disease  will  determine  the  ultimate  disposition. 

In  this  paper,  we  present  two  patients  whom  we 
believe  have  symptomatic  portal  hypertension  as  a 
result  of  adult  fibropolycystic  liver  disease. 

Case  Reports 

Case  1 : A 62-year-old  nulliparous  white  female  was 
admitted  to  the  hospital  for  elective  workup  of  lethargy  and 
pancytopenia.  At  age  43,  the  patient  noticed  the  onset  of 
increasing  fatigue  and  abdominal  distension  with  early 
epigastric  fullness  after  large  meals.  Three  years  later,  the 
patient  was  admitted  to  another  hospital  where  she  was  then 
noted  to  have  hypertension  of  160  systolic,  100  diastolic. 
Hepatomegaly  without  irregularity  and  bilateral  palpably 
enlarged  kidneys  was  noted.  Liver  enzymes,  fasting  glucose, 
BUN,  and  serum  protein  electrophoresis  were  all  within  normal 
limits.  Chest  x-ray  revealed  elevation  of  the  right 
hemidiaphragm.  Barium  enema  was  normal,  but  an  upper 
gastrointestinal  series  gave  findings  consistent  with  an  extrinsic 
lesion  compressing  the  lesser  curvature  of  the  stomach.  This 
was  felt  to  be  either  an  enlarged  liver  or  pancreatic  mass.  An 
intravenous  pyelogram  showed  decreased  renal  function 
bilaterally  and  bilateral  polycystic  kidney  disease. 
Mammograms  were  consistent  with  chronic  cystic  mastitis 
bilaterally.  Additional  laboratory  values:  hemoglobin  13.2, 
hematocrit  41,  white  blood  count  7,000.  Urinalysis  was  positive 
for  microscopic  hematuria  with  10  to  14  white  blood  cells. 

An  exploratory  laparatomy  disclosed  enlargement  of  both 
lobes  of  the  liver  with  diffuse  large  and  small  cysts  (reported  to 
be  equivalent  to  a large  orange) . The  cysts  were  grayish  blue, 
and  aspiration  contained  straw-colored  fluid.  Both  kidneys  and 
uterus  were  enlarged;  however,  the  ovaries  were  discribed  as 
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normal.  Pathologic  examination  of  the  liver  biopsy  disclosed 
ductal  cysts. 

In  September  of  1975,  at  age  59,  the  patient  presented  to 
the  Hematology  Clinic  of  our  hospital  with  complaints  of  severe 
fatigue  and  excessive  susceptibility  to  bruises.  Physical 
examination  was  unchanged  with  a liver  span  that  measured  16 
cm.  She  was  noted  to  be  pancytopenic  with  a hemoglobin  of 
9.2,  hematocrit  27.5,  white  blood  count  3,900,  platelet  count 
75,000.  MCHC  was  34.6,  MCV  98,  and  reticulocyte  count  5.2 
per  cent.  PTA  was  65  per  cent.  An  extensive  hematologic 
workup  including  B,2,  HAM  test,  serum  protein  electro- 
phoresis, ANA,  Coombs  direct  and  indirect,  muramidase, 
VDRL,  T-4,  and  urinalysis  were  all  within  normal  limits. 
Rheumatoid  factor  was  reported  positive.  Liver  tests  were 
normal.  The  BUN  was  elevated  at  36  mg  per  cent,  as  was  the 
creatinine  to  3.4  mg  per  cent.  A bone  marrow  biopsy  and 
aspiration  revealed  moderate  normoblastic  hyperplasia  with  an 
increase  in  iron  stores.  Megakaryocytes  were  present.  Chromo- 
somal studies  were  46  XX. 

Because  of  progressive  fatigue,  which  limited  the  patient  to 
strict  bed  rest,  she  was  admitted  to  the  hospital  in  August,  1979 
at  age  62.  She  denied  any  history  of  recurrent  upper  respiratory 
tract  infections,  nausea,  vomiting,  hiccoughs,  anorexia, 
hematemesis,  melena,  hematochezia,  jaundice,  pruritus,  or 
alcohol  abuse.  Medications  included  Aldomet®  250  mg  daily 
and  Feosol. 

There  was  no  family  history  of  polycystic  renal  or  liver 
disease,  although  the  patient’s  mother  was  reported  to  be 
jaundiced  at  death  aged  82. 

Physical  examination  revealed  a well  nourished, 
white  female  appearing  her  stated  age  in  no  apparent  distress. 
Vital  signs  were  stable.  Blood  pressure  was  200  systolic,  100 
diastolic.  Multiple  fresh  and  resolving  ecchymoses  were 
apparent,  but  spiders,  clubbing,  or  Dupuytren’s  contractures 
were  absent.  Skin  texture  was  normal.  Sclerae  were  not  dis- 
colored. Bilateral  cataracts  were  noted.  Lungs  were  clear  to 
percussion  and  auscultation,  and  cardiac  examination  was 
remarkable  for  a Grade  II/VI  systolic  murmur  at  the  second 
left  intercostal  space  radiating  diffusely.  Peripheral  pulses  were 
brisk.  Bowel  sounds  were  hyperactive,  but  ascites  or  caput 
medusa  were  not  present.  The  abdomen  was  soft.  Liver  span 
was  17  cm  and  was  grossly  nodular,  smooth,  and  slightly 
tender  to  palpation.  Spleen  tip  was  not  appreciated,  but 
kidneys  were  readily  palpable  and  seemed  cystic.  Tbe  stool  was 
heme  negative.  The  joints  were  not  hyperextendable. 
Laboratory  values : sodium  141,  K 4.8,  chloride  1 16,  TCO2  18, 
glucose  132,  BUN  56,  creatinine  5.2,  SCOT  21,  LDH  281, 
alkaline  phosphatase  12,  total  bilirubin  .9,  total  protein  6.6, 
albumin  3.7,  magnesium  1.8,  phosphorus  4.5,  calcium  8.5, 
amylase  5.9,  hemoglobin  7.1,  hematocrit  21.3,  white  blood 
count  2,650  with  77  polys,  16  lymphs,  6 eosinophils,  and  1 
monocyte.  MCV  101.  MCHC  33.5,  retie  count  2.1  per  cent, 
platelet  count  48,000,  PTA  77  percent  of  control.  APTT, 
patient  30.9  control  35.9,  bleeding  time  minutes.  ART 
negative,  ANA  negative,  urinalysis:  specific  gravity  1.009  pH 
6.0  trace  positive  protein,  negative  for  sugar,  ketones, 
hematuria,  white  blood  cells,  or  casts.  A liver-spleen  scan  was 
obtained,  and  revealed  numerous  areas  of  low  activity 
throughout  the  liver.  Splenic  uptake,  however,  was  increased 
(Figure  1).  The  abdominal  ultrasound  confirmed  the  hepatic 
defects  to  be  cystic  in  nature,  and  revealed  bilateral  cystic 
kidneys.  The  pancreas  was  not  well  visualized.  A barium 
swallow  was  suspicious  for  esophageal  varices,  and  these  were 
later  confirmed  on  endoscopy.  The  varices  were  present  on  all 
four  walls  of  the  esophagus. 


Figure  1.  Liver  Spleen  Scan  Revealing  Numerous 
Areas  of  Low  Activity  Throughout  the  Liver. 


Case  2:  A 63-year-old  white  male  with  a long-standing 
history  of  polycystic  renal  and  hepatic  disease  was  admitted  to 
the  local  VA  Medical  Center  for  hepatic  encephalopathy. 
During  the  nine  years  prior  to  admission,  the  patient  had 
numerous  episodes  of  hepatic  encephalopathy  characterized  by 
asterixis  and  a good  response  to  lactulose,  neomycin,  or  both. 
In  addition,  there  had  been  a chronic  problem  of  renal 
intracystic  bleeding  and  recurrent  gross  hematuria  requiring 
multiple  transfusions.  Alcohol  use  was  reported  as  social.  In 
1961 , the  patient  was  hospitalized  for  ruptured  kidney  cysts  and 
repair  of  an  aortic  aneurysm.  In  1972,  the  patient  experienced 
a right  pneumothorax.  His  family  history  is  positive  for 
polycystic  kidney  disease  in  his  mother,  two  sisters,  and  one 
brother.  There  is  no  history  of  hepatic  involvement  in  his 
family. 

Physical  examination  revealed  a lethargic,  white  male  with 
massive  abdominal  distension.  Thoracic  spiders  were  present. 
The  abdominal  girth  was  103.7  cm  (41.5  inches)  with  a large 
caput  medusa  venous  pattern.  Bowel  sounds  were  normal 
active  ; shifting  dullness  was  present.  The  liver  span  was  28  cm. 
The  liver  was  firmly  nodular,  and  the  left  kidney  and  spleen 
were  palpable.  Asterixis,  perseveration,  and  Hoffman’s  and 
snout  signs  were  elicited.  Stool  was  heme-positive. 

Laboratory  values  were  BUN  103,  creatinine  6.5,  alkaline 
phosphotase  219  (nrl  30-1 15) , total  bilirubin  0.9,  albumin  2.7, 
total  protein  6.0,  SCOT  17,  LDH  166,  glucose  102, 
hemoglobin  6.1,  hematocrit  19.0,  white  blood  count  4.4,  PTT 
27  patient  33  control.  Urinalysis:  pH6  specific  gravity  1.013 
1 + protein,  trace  blood.  An  intravenous  pyelogram  had 
revealed  enlarged  kidneys  with  distorted  calix  system  consistent 
with  polycystic  kidney  disease.  Upper  gastrointestinal  series  and 
barium  enema  showed  gastric  and  bowel  displacement 
secondary  to  hepatomegaly  and  enlarged  kidneys.  Renal 
technetium  scan  and  abdominal  ultrasound  of  the  kidneys  and 
liver  confirmed  the  cystic  disease  (Figure  2).  Endoscopy  was 
performed  and  revealed  actively  bleeding  esophageal  varices. 
The  patient  responded  well  to  lactulose  and  Neomycin,  and 
further  conservative  therapy. 
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Figure  2.  Cystic  Disease  Confirmed  by  Renal 
Technetium  Scan  and  Abdominal  Ultrasound  of 
Kidneys  and  Liver. 

Discussion 

Until  the  1950s,  it  was  felt  that  adult  fibropolycystic 
disease  never  led  to  portal  hypertension  or  its 
sequelae,  hypersplenism  and  esophageal  varices. 
Then,  in  1958,  Campbell  et  aP  initiated  a series  of 
reports  on  polycystic  liver  disease  presenting  with 
portal  hypertension  and  bleeding  esophageal 
varices.  Sedacca^  in  1961  reported  two  additional 
cases.  In  1968,  Gaisford  and  Bradford^ separately 
added  a total  of  three  more  cases  bringing  the 
number  of  reported  cases  to  a total  of  17.  Never- 
theless, closer  examination  of  these  cases  reveals 
that  they  were  not  true  cases  of  adult  fibropolycystic 
liver  disease.  Unlike  the  classic  form,  where  the 
disease  has  its  onset  some  time  after  the  third 
decade  of  life,  these  cases  were  all  pediatric,  save  for 
single  case  of  a 25 -year-old  brother  of  two  younger 
sisters  reported  by  Campbell.’  In  fact,  all  of  these 
cases  would  seem  actually  to  be  examples  of  con- 
genital hepatic  fibrosis  (micropolycystic  liver 
disease)  rather  than  true  adult  fibropolycystic 
disease.  The  pathologic  description  of  these  17  cases 
is  identical  in  all,  and  confirms  this  diagnosis: 
broad  collagenous  bands  containing  proliferative 
bile  ducts  surrounding  normal  hepatic  lubules, 
microcysts,  and  a marked  paucity  of  portal  vein 
radicals.  In  fact,  it  is  now  believed  that  the  lack  of 
portal  vein  radicals  may  be  the  cause  of  the  portal 
hypertension  which  is  frequently  seen  in  this  disease. 
Consequently,  these  patients  often  will  present  with 
hematemesis  secondary  to  bleeding  esophageal 


varices.  Indeed,  Telfer  Reynolds®  in  Schiff’s 
Diseases  of  the  Liver  indicates  his  belief  that 
Campbell’s  cases  are  likely  to  have  been 
micropolycystic  disease  of  the  liver. 

Thus,  it  would  seem  that  adult  fibropolycystic 
disease  was  never  associated  with  portal  hyper- 
tension. 

However,  in  1962,  Sabeh  and  Edwards*  re- 
ported a 40-year-old  female  with  polycystic  liver 
disease  without  renal  involvement.  She  was  found 
by  direct  hepatic  vein  and  hepatic  wedge  pressures 
to  have  portal  hypertension.  Endoscopy  revealed 
one  varix.  Liver  function  was  normal  and  no 
evidence  of  GI  bleeding  was  present.  The  patient 
was  asymptomatic  as  to  the  portal  hypertension.  In 
1976,  Dela  Guercio^  described  two  additional  cases. 
In  the  first,  a 57-year-old  white  female  on  dialysis 
for  renal  failure  secondary  to  polycystic  kidney 
disease  presented  with  massive  hematemesis.  At 
surgery,  bleeding  esophageal  varices  were  found, 
and  on  autopsy  70  per  cent  cystic  involvement  of  the 
hepatic  parenchyma  was  documented.  The  second 
case,  a 54-year-old  black  male,  had  polycystic  liver 
and  kidney  disease  demonstrated  by  hepatic  and 
renal  arteriography.  He  presented  in  uremia,  and 
was  started  on  chronic  hemodialysis.  Although 
abundant  gastric  varices  were  also  discovered  on 
arteriography,  they  were  apparently  asymptomatic. 

Our  two  cases  involve  a 62 -year -old  female  and 
a 63 -year-old  male  with  polycystic  kidney  and  liver 
disease.  The  first  case  describes  an  apparent 
association  of  adult  fibropolycystic  liver  disease, 
portal  hypertension,  splenomegaly  with  hypersplen- 
ism, and  esophageal  varices.  Inasmuch  as  azotemia 
does  not  by  itself  result  in  pancytopenia,  this 
patient’s  disease  course  has  so  far  been  determined 
primarily  by  the  hepatic  process,  rather  than  by  her 
renal  state.  The  second  case  presents  a male  with 
adult  fibropolycystic  disease  and  symptomatic 
portal  hypertension  causing  ascites,  bleeding 
esophageal  varices,  hepatic  encephalopathy,  and 
renal  failure.  Neither  patient  is  as  yet  on  permanent 
hemodialysis. 

Current  concepts  attempt  to  explain  both  the 
renal  and  hepatic  cysts  as  embryologic  defects. 
According  to  Sheila  Sherlock,®  hepatic  cysts  develop 
at  the  23-millimeter  stage  of  fetal  growth,  when  a 
first  generation  of  excessive,  blind  bile  ducts 
normally  involutes  and  undergoes  cystic  degenera- 
tion. In  patients  with  polycystic  livers,  it  is  believed 
that  this  process  is  abnormally  emphasized,  result- 
ing in  cysts  present  from  birth.®  ® There  is  no  ex- 
planation for  the  late  development  of  clinically 
apparent  cysts  in  adult  life.  In  their  extensive  patho- 
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logic  study  of  the  spectrum  of  polycystic  kidney 
disease,  Osathanondh  and  Potter*®  described  four 
types  of  polycystic  kidneys.  Their  type  three  cor- 
responds to  the  most  frequent  type  of  the  adult  form 
of  the  disease,  and  the  cysts  arise  from  the 
ampullary  portion  of  the  developing  collecting 
tubule  (derived  from  the  ureteral  bud) , from  the 
interstitial  portion  of  the  developing  collecting 
tubule  and  from  the  nephron.  The  cause  of  the  cyst 
formation  is  unknown. 

These  hypotheses,  however,  do  not  account  for 
the  apparent  linkage  of  cystic  formation  among 
multiple  organs  which  not  infrequently  is  seen  in 
these  patients.  Cysts  have  been  reported  in  not  only 
the  liver  and  kidneys,  but  in  the  spleen,  pancreas, 
lung,  and  ovary  as  well.  Furthermore,  there  is  an 
increased  incidence  of  berry  aneurysms  among  these 
patients.  In  our  first  case,  cystic  liver  and  kidneys 
occurred  in  conjunction  with  a synovial  cyst  of  the 
left  digit  (and  cystic  breast  lesions) . The  second 
case  presented  polycystic  liver  and  kidneys  with  a 
history  of  right  pneumothorax  and  aortic 
aneuryms.  Although  only  speculation  is  possible  at 
this  time,  such  widespread  involvement  is  suggestive 
to  us  of  some  as  yet  unspecified  underlying  defect 
with  resultant  multiple  organ  manifestations. 
Potentially,  a disturbance  in  collagen  synthesis  may 
be  responsible,  resulting  in  congenital  weakening  of 
the  supporting  structures  of  these  organs.  With 
time,  cumulative  pressures  would  result  in  cystic  or 
aneurysmal  dilations.  Such  deficits  are  known  to  be 
caustive  in  the  Ehlers-Danlos  and  Marfan 
syndromes. 

Again,  we  can  only  speculate  on  the  etiology  of 
the  portal  hypertension  in  these  cases.  Presumably, 
grossly  enlarged  cysts  result  in  constriction  and 
collapse  of  intrahepatic  sinuses  leading  to  portal 
hypertension.  However,  other  mechanisms  could 
well  be  responsible. 

Summary 

Two  cases  of  adult  fibropolycystic  liver  disease  with 
portal  hypertension  symptomatic  by  either  hyper- 


splenism,  or  bleeding  esophageal  varices  and 
hepatic  encephalopathy  are  presented.  Despite 
azotemia,  in  neither  case  has  chronic  hemodialysis 
been  required.  In  addition,  a review  of  the 
literature  has  uncovered  three  previously  reported 
cases  compatible  with  a diagnosis  of  adult 

fibropolycystic  disease  and  portal  hypertension.  In 
all  five  cases,  liver  tests  were  within  normal  limits. 
Possible  causes  of  cystic  lesions  in  the  liver,  kidney, 
and  other  organs  are  discussed.  Portal  hypertension 
is  a rare,  but  possible  sequela  of  adult 

fibropolycystic  liver  disease.  It  may  result  in  life- 
threatening  complications  under  these  circum- 
stances. 
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The  Breast  Cancer  Detection  Demonstration 
Project  at  Rhode  Island  Hospital 


The  Results  to  Spring  1979  Are  Analyzed 


Frederick  S.  Fish,  MD 
Francis  H.  Scola,  MD 


In  the  United  States  nearly  one  out  of  thirteen 
women  will  develop  breast  cancer  at  some  time 
during  their  lives.  In  1979  it  was  projected  that 
107,000  new  cases  of  breast  cancer  would  be  dis- 
covered, and  35,000  deaths  would  be  attributable  to 
this  disease.  Rhode  Island  statistics  (for  1979) 
projected  that  600  new  cases  of  breast  cancer  would 
be  discovered  and  200  deaths  would  occur  because 
of  this  disease.* 

More  than  90  per  cent  of  breast  cancers  are  dis- 
covered by  the  women  themselves.'  Once  detected 
there  is  a great  deal  of  debate  as  to  what  is  optimal 
therapy.  Standard  primary  treatment  has  included 
surgical  intervention.  The  single  most  important 
prognostic  factor  at  the  time  of  surgical  resection  is 
the  number  of  axillary  lymph  nodes  which  are  in- 
volved by  tumor.®  The  recurrence  rate  at  5 years  for 
women  with  histologically  uninvolved  nodes  is  21 
per  cent,  whereas  the  recurrence  rate  for  women 
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Francis  H.  Scola,  MD,  Radiologist,  Rhode  Island 
Hospital,  Providence,  Rhode  Island;  Assistant 
Clinical  Professor  of  Radiation  Medicine,  Brown 
University,  Providence,  Rhode  Island. 


with  involved  nodes  is  67  per  cent.^  In  addition  to 
surgical  intervention,  the  other  major  modalities  of 
treatment  are  radiation  therapy,  chemotherapy  and 
hormonal  therapy. 

Current  treatment  offers  its  best  prognosis 
when  the  disease  is  detected  early  in  a localized 
stage.  In  1973  the  National  Cancer  Institute  (NCI) 
and  the  American  Cancer  Society  (ACS) 
cosponsored  and  initiated  the  Breast  Cancer  Detec- 
tion Demonstration  Project  (BCDDP) . The  project 
was  designed  to  demonstrate  to  the  medical  profes- 
sion and  to  the  public  the  application  of  periodic 
screenings  in  the  detection  of  early  breast  cancer.  Its 
overall  goal  is  to  increase  awareness  of  breast  cancer 
through  the  demonstration  of  methods  and  tech- 
niques used  for  early  detection.^ 

About  the  Project 

The  Breast  Cancer  Detection  Demonstration 
Project  (BCDDP)  was  cosponsored  and  funded  by 
the  National  Cancer  Institute  (NCI)  and  the 
American  Cancer  Society  (ACS).  The  project  was 
initiated  in  1973.  Twenty-seven  projects  supporting 
29  BCDDP  screening  centers  have  been  set  up  in 
selected  cities  throughout  the  United  States.  The 


“This  project  has  been  funded  at  least  in  part  with  Federal 
funds  from  the  Department  of  Health,  Education,  and  Welfare 
under  control  number  NO  TCN-45096.  The  contents  of  this 
publication  do  not  necessarily  reflect  the  views  or  policies  of  the 
Department  of  Health,  Education,  and  Welfare,  nor  does 
mention  of  trade  names,  commercial  products,  or  organiza- 
tions imply  endorsement  by  the  U.S.  Government.” 
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centers  have  been  established  in  various  types  of 
medical  institutions,  and  at  the  completion  of 
recruitment  the  entire  project  will  have  enrolled  a 
total  of  270,000  women  35  years  of  age  and  older. 

Some  of  the  major  operational  goals  of  the 
project  are  as  follows:  1)  recruit  10,000  asympto- 
matic, non-pregnant  women  between  the  ages  of  35 
and  74  years  in  each  of  the  27  projects  over  a 2 year 
period;  2)  screen  each  of  these  women  with  history, 
physical  examination,  mammography,  and  ther- 
mography; 3)  refer  these  screenees  for  either 
surgical  consultation,  early  recall,  or  annual 
rescreen  on  the  basis  of  overall  evaluation  of  the 
combined  screening  modalities;  4)  inform  all 
screenees  and  their  physicians  of  the  results  of  each 
examination,  and  assist  all  screenees  in  entering  the 
medical  care  system;  and  5)  examine  all  screenees 
annually  by  all  three  modalities  according  to  age 
group  guidelines  for  a total  of  five  annual  examina- 
tions, and  follow  each  screenee  annually  for  five 
years  after  the  five  annual  screenings.^  The  project 
also  has  a number  of  educational  and  scientific 
goals.  One  of  the  major  goals  will  be  to  educate 
women  about  breast  cancer  and  to  teach  them  the 
importance  of  regular  breast  self-examination.  We 
hope  also  to  learn  how  best  to  apply  mammogra- 
phy, thermography,  and  physical  examination  in 
screening  for  breast  cancer,  and  new  light  may  be 
shed  on  possible  demographic  and  etiologic  factors 
associated  with  breast  cancer. 

The  Breast  Cancer  Screening  Program  in 
Rhode  Island  is  sponsored  jointly  by  the  National 
Cancer  Institute,  American  Cancer  Society,  the 
Rhode  Island  Department  of  Health,  and  Rhode 
Island  Hospital.  The  project  is  housed  in  the  Multi- 
phasic  Screening  Center  at  Rhode  Island  Hospital, 
and  patient  recruitment  has  been  limited  to  resi- 
dents of  Rhode  Island  and  nearby  Massachusetts. 


Patient  screening  first  began  October  17,  1974,  and 
as  of  April  1979,  a total  of  9,700  patients  had  been 
screened. 

A major  portion  of  patient  recruitment  has 
been  done  by  volunteers  from  the  Rhode  Island 
Division  of  the  American  Cancer  Society.  The 
volunteers  were  also  involved  in  contacting  patients 
for  their  annual  return  examinations.  During  the 
course  of  the  project  approximately  150-200  volun- 
teers have  been  involved.  The  diligent  efforts  of 
these  volunteers  have  been  invaluable. 

During  the  course  of  the  project  the  number  of 
patients  being  seen  for  screening  has  varied  from 
over  50  per  day  to  less  than  10  per  day.  Patient 
totals  for  the  first  four  years  of  the  project  are  given 
in  Table  1 . 

One  of  the  greatest  problems  encountered  by 
the  project  was  in  making  sure  patients  returned  for 
their  annual  visits.  During  the  course  of  the  project, 
it  was  felt  that  patients  were  not  returning  for  their 
annual  visits  because  of  concern  and  fear  over  the 
controversy  of  possible  radiation  danger  being 
associated  with  mammography.  It  was  because  of 
this  controversy  that  the  project  adopted  the  follow- 
ing guidelines  in  September  of  1976:  1)  Women  50 
years  of  age  and  older  should  have  all  3 screening 
tests,  namely  physical  examination,  thermography, 
and  xeroradiography.  2)  Any  woman  of  any  age 
may  choose  to  have  just  the  physical  examination 
and  thermography.  3)  Any  woman  of  any  age  who 
wants  all  3 tests  may  have  them.  4)  Any  woman  at 
any  age  who  is  considered  to  have  a higher  risk  for 
developing  breast  cancer  should  have  all  3 tests.  A 
woman  is  considered  to  be  in  a higher  risk  category 
for  breast  cancer  a)  if  she  has  a mother,  grand- 
mother, aunt  on  her  mother’s  side,  or  a daughter 
who  has  ever  had  breast  cancer;  b)  if  she  has  a 
lump  in  her  breast;  or  c)  if  changes  have  been 


Table  1.  Total  Breast  Cancer  Screening  Patients  Seen  for  First  4 Years 


FIRST 

ANNUAL 

SECOND 

ANNUAL 

THIRD 

ANNUAL 

FOURTH 

ANNUAL 

FIFTH 

ANNUAL 

RECALLS 

Year  1 
10-74/9-75 

5628 

297 

Year  2 
10-75/9-76 

3882 

3821 

386 

Year  3 
10-76/9-77 

188 

4078 

1916 

88 

Year  4 
10-77/9-78 

7 

126 

1525 

1626 

2 

44 
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found  earlier  on  x-rays  which  need  to  be  checked 
regularly.^ 

New  filtration  systems  were  installed  in  both 
xerography  units  on  October  1,  1976.  These 

machines  are  currently  producing  radiation  levels 
of  1.1  — 1.6  R which  are  well  within  the  acceptable 
exposure  levels  for  breast  x-ray  examinations. 

Thermography  was  discontinued  as  a routine 
examination  modality  on  September  1,  1978.  The 
discontinuation  was  based  upon  the  recommenda- 
tions made  by  the  working  group  for  the  review  of 
BCDDP  and  the  Consensus  Development  Panel  on 
Breast  Cancer  Screening. 

History  and  Physical  Examination 

On  the  initial  visit  each  subject  was  asked  to  com- 
plete a history  form.  This  form  was  used  to  obtain 
information  on  demographic  variables  such  as  age, 
race,  religion,  marital  status,  and  country  of  birth. 
They  were  asked  questions  to  determine  if  there  was 
a prior  history  of  breast  disease,  a family  history  of 
breast  cancer,  a history  of  prior  breast  surgery,  or  a 
history  of  any  malignancy.  A menstrual  history  as 
well  as  a history  of  prior  use  of  birth  control  bills  or 
supplemental  female  hormones  was  obtained. 
Screenees  were  also  polled  as  to  whether  they  prac- 
ticed regular  breast  self-examination. 

A physical  examination  of  the  breasts  was  per- 
formed as  a part  of  the  initial  screening  process  and 
in  almost  all  cases  with  each  subsequent  visit.  A 
group  of  specially  trained  non-physician  personnel 
performed  the  physical  examinations  following  a 
standardized  protocol.  Suspicious  lesions  were 
checked  by  a physician. 

The  breast  examination  included  an  evalua- 
tion of  breast  size,  symmetry,  skin  changes,  and 
nipple  changes.  All  palpable  masses  were  noted  and 
described  in  terms  of  location,  size,  texture,  mo- 
bility and  shape.  The  presence  of  axillary 
adenopathy  was  noted.  After  each  examination  the 
examiner  recorded  an  impression  of  the  status  of 
both  breasts.  A standardized  check  list  was  utilized 
in  formulating  the  impression  and  included  the  fol- 
lowing: 1)  no  mass  present,  2)  mass  or  masses  pre- 
sent probably  benign,  3)  mass  or  masses  present- 
suspicion  of  malignancy,  4)  examination  omitted, 
5)  breast  removed,  6)  breast  disease  probably  be- 
nign, and  7)  breast  disease-suspicion  of  malig- 
nancy. 

A recommendation  was  made  by  the  examiner 
as  to  when  the  patient  should  be  examined  again, 
and  whether  a tissue  biopsy  or  cyst  aspiration  was 
necessary.  This  information  was  considered  in 


determining  the  disposition  of  each  screenee. 
Teaching  the  subject  to  examine  her  own  breasts 
was  one  of  the  major  educational  goals  of  the 
BCDDP.  Practical  aspects  on  exactly  how  one 
should  perform  breast  self-examination  were  gone 
over  in  detail  with  each  screenee.  Post  menopausal 
women  were  encouraged  to  examine  their  own 
breasts  once  a month,  and  women  still  menstruating 
were  taught  to  examine  their  breasts  2 to  3 days 
after  the  cessation  of  a menstrual  cycle. ^ 

Thermography 

Thermography  is  a safe  inexpensive  technique  that 
measures  infrared  radiant  energy  from  body  sur- 
faces. Since  approximately  45  to  70  per  cent  of 
breast  cancers  cause  an  abnormal  heat  pattern  on 
the  skin  surface,  this  technique  was  adopted  as  one 
of  the  screening  methods  for  the  BCDDP. ^ 
Thermography  is  carried  out  in  a special  air  cooled 
room  where  the  temperature  is  maintained  within  a 
range  of  68  to  70  degrees  Fahrenheit.  A five  minute 
cooling  period  allows  the  breasts  to  equilibrate.  Our 
examinations  were  carried  out  with  the  680  medical 
AGA  Thermovision,  Model  No.  701508.  Thermo- 
graphic recordings  are  taken  in  three  views:  (1) 
anterior  posterior,  (2)  right  oblique,  (3)  left 
oblique.  Actual  breast  temperature  is  determined 
by  taking  two  additional  right  and  left  oblique  pro- 
jections. 

A number  of  factors  were  considered  in  inter- 
preting the  thermograms.  Among  the  most  im- 
portant factors  were  the  following : 1)  temperature 
difference  of  greater  than  1.5  degrees  centrigrade 
was  considered  significant;  2)  symmetry  of  tissue; 
3)  comparison  of  vascularity  — temperature,  size  of 
vessels,  and  an  increase  in  the  number  of  vessels;  4) 
areolar  temperature;  and  5)  “edge  sign” 
indentation  along  outline  of  breast.^ 

The  thermographic  findings  were  interpreted 
in  light  of  a number  of  clinical  factors,  and  deci- 
sions about  further  thermographic  studies  were 
based  on  a number  of  considerations.  The  most 
important  guidelines  were  as  follows:  1)  Thermo- 
graphic studies  were  always  interpreted  in  light  of 
comparison  to  previous  studies  when  available.  2) 
In  patients  who  had  one  breast  removed,  the  re- 
maining breast  was  still  followed  with  thermogra- 
phy. 3)  Bilateral  mastectomy  patients  did  not  have 
thermographic  screening.^ 

Thermography  was  used  as  one  component  of 
the  screening  process,  but  no  recommendation  for 
biopsy  was  made  on  the  basis  of  thermography 
alone.  All  of  the  components  of  the  screening 
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process  were  considered  in  determining  the  disposi- 
tion of  the  screenee.  Thermography  was  discon- 
tinued September  1,  1978,  because  it  was  not  felt  to 
be  an  effective  screening  modality. 

Xeroradiography 

Xerography  was  invented  in  1937  by  a physicist  and 
a patent  attorney.  Investigation  into  medical  usage 
began  in  1952  at  Albany  Medical  College  in  New 
York.  Xeroradiography  was  experimented  with  in  a 
number  of  medical  fields.  Although  excellent  re- 
sults were  obtained  in  a large  variety  of  radiological 
studies,  the  need  for  higher  radiation  doses  in 
thicker  body  sections  significantly  limited  its  appli- 
cation. Mammography  was  found  to  be  one  of  the 
best  applications  because  good  delineation  of  the 
glandular  tissue  and  other  soft  tissue  structures  of 
the  breast  could  be  obtained  with  lower  doses  of 
radiation.  Technologic  advances  allowed  the  pre- 
servation of  long  wave  length  x-rays.  This  not  only 
improved  image  quality,  but  also  further  reduced 
the  amount  of  radiation  required  for  imaging.® 

Xeroradiography  is  found  to  be  especially 
useful  in  mammographic  studies  because  it  achieves 
a greater  resolution  which  permits  identification  of 
smaller  structures.  Tumor  calcification  is  especially 
enchanced  due  to  the  increased  contrast  on  the 
xeroradiograph.  In  addition  to  providing  superior 
imaging,  xeroradiographs  are  also  more  easily 
interpreted.® 

The  Rhode  Island  Breast  Cancer  Detection 
Center  uses  two  CGR  Senographe  Single  Phase 
Units  Model  (MX) . Two  Xerox®  conditioners  and 
processors  are  used  in  image  detecting.  The 
filtration  system  was  increased  in  October  of  1976 
and  July  of  1977.  Before  the  additional  filtration, 
the  skin  surface  radiation  dosage  ran  from  1.3R  to 
2.04R  with  a median  of  1.6R.  With  the  additional 
filtration  the  skin  surface  radiation  dosage  was  re- 
duced to  a range  of  1.3R  to  1.7R  with  a median 
range  of  1.3R.  Over  the  course  of  the  project,  the 
radiation  dosage  has  decreased  approximately  30 
per  cent.® 

The  normal  mammographic  examination  con- 
sists of  a cephalocaudad  and  lateral  view  of  each 
breast.  If  a breast  is  surgically  absent  this  is  noted. 
The  radiologist  interpreting  the  mammogram  is 
especially  observant  of  the  following:  1)  general 
characteristics  of  the  breast  tissue,  2)  symmetry  of 
the  glandular  pattern,  3)  skin  thickening,  4)  nipple 
changes,  5)  local  areas  of  architectural  distortion, 

6)  masses  in  one  or  both  breasts  (size  and  location, 
mass  contour,  and  calcification  absent  or  present) , 

7)  venous  vasculature,  and  8)  distribution  of  cal- 
cium within  the  breast.® 


Figure  1.  “Stellate”  Lesion  in  Upper  Outer 
Quadrant  with  Architectural  Distortion. 
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Figure  2.  Punctate,  Malignant  Type  Calcifications 
Lying  in  an  Area  of  Architectural  Distortion. 


Mammograms  are  always  interpreted  in  light 
of  previous  mammographic  studies  when  available. 
An  example  of  a malignant  mass  with  classic 
“stellate”  appearance  and  architectural  distortion  is 
shown  in  Figure  1.  Typical  malignant  calcifications 
are  noted  in  Figure  2.  Calcifications  can  occur  in 
association  with  both  benign  and  malignant  lesions. 
Malignant  calcification  tends  to  have  the  following 
characteristics : small  size  0.1  - 2.0  mm,  round,  rod- 
shape,  or  lace-like,  contour  more  often  irregular 
than  smooth,  and  grouped  and  typically  located 
within  the  mass  of  the  cancer.  If  15  to  20  malignant 
type  calcifications  are  present,  the  diagnosis  can  be 
made  with  confidence,  but  at  times  only  2 to  3 are 
present.®  The  identification  of  calcification  is  one  of 
the  major  assets  of  mammography. 

All  mammograms  are  interpreted  by  qualified 
radiologists  without  prior  knowledge  of  the  thermo- 
graphic or  physical  examination  findings.  The 
mammographic  findings  are  utilized  in  conjunction 
with  other  data  gathered  to  determine  the  final 
disposition  of  each  screenee. 

Preliminary  Results 

Approximately  9,700  patients  had  been  screened  at 
the  Rhode  Island  Screening  Center  when  this  pre- 
liminary review  of  data  was  undertaken.  A total  of 
95  screenees  were  found  to  have  biopsy  proven 
breast  cancer.  A break-down  of  the  screening  popu- 
lation into  four  age  categories  is  shown  in  Table  2. 

The  95  subjects  who  were  found  to  have  breast 
cancer  all  underwent  biopsy  procedures.  In  several 
cases  no  further  surgery  was  performed  because  of 
the  advanced  stage  of  disease.  The  patients  who 
developed  bilateral  breast  cancer  usually  underwent 
mastectomy  operations  on  both  breasts.  Sometimes 


Table  2.  Breakdown  of  the  Screening  Population  into  Four  Age  Categories 


40  ■ 49 

AGE 

50-59 

60-69 

70  ■ 79 

TOTAL 

Total  number  of  patients  with 

breast  cancer  proven  by  biopsy 

22 

33 

34 

6 

95 

Asymptomatic  patients  with  normal 
physical  examination  found  to  have  breast 
cancer  because  of  abnormal 
mammographic  findings 

5 

10 

15 

2 

32 
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a different  operation  was  done  on  each  breast.  A 
total  of  96  breast  operations  were  performed. 
Lymph  nodes  found  to  have  metastatic  involvement 
at  the  time  of  surgery  were  noted.  A breakdown  of 
the  various  surgical  procedures  performed  and 
whether  or  not  lymphatic  involvement  was  found  at 
the  time  of  surgery  is  shown  in  Table  3. 

With  respect  to  location  of  the  tumor,  the 
results  are  shown  in  Table  4.  Histological  categori- 
zation of  the  patients  using  three  major  groupings 
are  shown  in  Table  5. 

Twelve  of  the  95  patients  who  were  found  to 
have  breast  cancer  also  had  a history  of  having 
another  primary  malignant  tumor.  Uterine  cancer 
was  the  most  common  other  primary  malignancy. 
Five  patients  gave  a history  of  uterine  cancer,  three 
of  skin  cancer,  and  one  each  of  lung,  colon,  brain, 
and  kidney  cancer.  No  patient  was  found  to  have  a 
history  of  three  separate  primary  cancers. 

One  of  the  most  significant  groups  of  patients 
in  this  study  were  those  who  were  asymptomatic 
with  a normal  physical  examination,  and  who  were 
diagnosed  as  having  breast  cancer  because  of 
abnormal  mammographic  findings.  This  was  the 
group  of  patients  that  benefited  most  from 
asymptomatic  screening  and  utilization  of  mam- 
mography. Thirty-two  of  the  ninety-five  patients 


found  to  have  breast  cancer  were  present  in  this 
group.  The  age  distribution  breakdown  of  these 
thirty-two  patients  appears  in  Table  2. 

Mammography  clearly  helped  in  the  early 
detection  of  breast  cancer  in  these  thirty-two 
women.  However,  some  problems  were  encountered 
with  the  mammographic  examination.  The  95  cases 
of  breast  cancer  were  reviewed  by  one  of  the  ob- 
servers. Forty-nine  of  these  cases  were  then  chosen 
to  be  reviewed  jointly  by  both  observers  either 
because  of  a questionable  area,  or  because  of 
interest. 

In  9 cases  biopsy  was  postponed  because  of  a 
low  suspicion  of  malignancy.  The  mammogram  was 
repeated  in  3 to  6 months.  In  reviewing  these  cases, 
it  was  felt  that  the  biopsy  should  have  been  re- 
quested at  the  time  the  lesion  was  first  visualized.  A 
total  of  eight  patients  was  felt  to  have  had  lesions 
which  were  not  noted  when  they  first  presented  on 
the  mammogram.  In  reviewing  these  cases,  we  had 
the  help  of  the  latest  examination  as  to  area,  and 
what  subtle  changes  to  look  for.  Of  these  9 cases,  the 
lesion  was  difficult  to  visualize  because  of  severe 
mammary  dysplasia  in  one  and  scarring  from  an  old 
burn  injury  in  another. 

Modern  advances  in  radiology  are  allowing  for 
earlier  detection  of  breast  cancer  in  asymptomatic 
women  with  no  clinical  signs  of  breast  disease.  At 


Table  3.  Breakdown  of  Various  Surgical 
Procedures  and  Whether  or  Not  Lymphatic  In- 
volvement Was  Found  at  the  Time  of  Surgery 


No. 

Patients 


Radical  Mastectomy  46 

Lymph  nodes  involved  15 

Lymph  nodes  not  involved  31 

Modified  Radical  Mastectomy  40 

Lymph  nodes  involved  10 

Lymph  nodes  not  involved  30 

Simple  Mastectomy  6 

Lymph  nodes  involved  0 

Lymph  nodes  not  involved  3 

Lymph  nodes  not  obtained  3 

Partial  Mastectomy  4 

Lymph  nodes  involved 
Lymph  nodes  not  involved 
Lymph  nodes  not  obtained  4 

Known  metastatic  disease 
prior  to  surgery  1 


Table  4.  Location  of  the  Tumor 


Bilateral 

Total 

Right  Breast 

Left  Breast 

Disease 

number  of 
patients 

53 

38 

4 

Table  5.  Histological  Categorization  of  the 
Patient  Using  Three  Major  Groupings 


(nfiltrating 

Infiltrating 

Infiltrating 
Ductal  & 

Ductal 

Lobular 

Lobular 

Carcinoma 

Carcinoma 

Carcinoma 

Total 

number  of 

88 

5 

2 

patients 

560 
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the  time  these  data  were  reviewed,  breast  cancer 
was  discovered  in  thirty-two  of  the  subjects  solely 
because  of  an  abnormal  mammogram.  Many 
studies,  including  those  done  at  the  M.D.  Anderson 
Hospital,  show  a clear  relationship  between  early 
diagnosis  and  survival Mammography  carries  a 
small  carcinogenic  risk  because  of  the  radiation 
involved.*  The  risks,  however,  must  be  weighed 
against  the  benefits.  It  is  hoped  that  the  data 
gathered  from  the  BCDDP  will  help  in  determining 
the  most  practical  and  efficient  way  to  screen  for 
breast  cancer,  and  that  high  risk  populations  can  be 
identified  which  will  clearly  benefit  from  mammo- 
graphic  screening. 
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PORTABLE  X-RAY  SERVICE  OF  RHODE  ISLAND 


100  HIGHLAND  AVENUE 
120  DUDLEY  STREET 
154  WATERMAN  STREET 
38  HAMLET  AVENUE 


PROVIDENCE,  R.l.  331-3996 

PROVIDENCE,  R.l.  331-3996 

PROVIDENCE,  R.l.  273-0450 

WOONSOCKET,  R.l.  766-4224 


Serving  Greater  R.l. 
Providing  Diagnostic  X-Ray  and 
EKG  Services  to: 

* Nursing  and  Convalescent  Homes 
*Shut  ins  and  Private  Home  Patients 
*Post  Surgical  Patients 


Same  Day  Examination  and  Reporting 
24  Hour  Service  7 Days  a Week 


Our  service  is  certified  by  the  R.L 
Department  of  Health.  Reimbursement 
is  provided  by  Medicare,  R.L  Blue 
Shield  and  Medical  Assistance. 


Some  People  We^re  More  Than  A Service/^ 


Assessment  of  Physician  Supplies  in 
Rhode  Island  in  Light  of  the 
GMENAC  Report 


Study  Suggests  Need  for  More  Family  Practitioners 
and  Fewer  General  Surgeons 


Donald  C.  Williams 


Recently,  several  national  studies  have  concluded 
that  the  United  States  will  soon  experience  a surplus 
of  physicians.'  ^ ^ In  particular  the  Report  of  the 
Graduate  Medical  Education  National  Advisory 
Committee  (GMENAC)  issued  in  September  of 
1980  indicated  that  in  1990  the  nation  would  have 
more  than  535,000  active  physicians  but  would 
require  only  466,000.  The  specter  of  70,000  un- 
necessary physicians  has  prompted  governmental 
action.  In  addition  to  adopting  overall  strategies  to 
reduce  the  anticipated  aggregate  surplus  of  physi- 
cians, the  federal  government  increasingly  is  utiliz- 
ing its  limited  funds  to  target  the  development  of 
particular  specialties  such  as  psychiatry  and  family 
practice,  where  deficits  are  anticipated. 

While  the  GMENAC  results  have  stimulated 
discussion,  controversy,  and  some  attempts  to 
ameloriate  the  anticipated  1990  supply-require- 
ments mismatches,  no  information  has  been  avail- 
able regarding  physician  supply  in  Rhode  Island  in 
light  of  the  GMENAC  study.  This  paper  will 
provide  an  abbreviated  application  of  GMENAC’s 
national  estimate  of  physician  requirements  by  spe- 
cialty to  Rhode  Island  and  a comparison  by 
specialty  of  the  resultant  Rhode  Island  require- 
ments to  existing  supplies. 


Donald  C.  Williams,  Supervising  Health  Planner, 
Office  of  Health  System  Planning,  Rhode  Island 
Department  of  Health,  Providence,  Rhode  Island. 


Overview 

The  Graduate  Medical  Education  National  Ad- 
visory Committee  was  chartered  in  1976  by  then 
Secretary  of  Health,  Education  and  Welfare,  Joseph 
Califano.  The  charge  to  the  Committee  was  to 
“advise  the  Secretary  on  the  numbers  of  physicians 
required  in  each  specialty  to  bring  supply  and  re- 
quirements into  balance,  methods  to  improve  the 
geographic  distribution  of  physicians,  and 
mechanisms  to  finance  graduate  medical  educa- 
tion.”^ In  determining  physician  requirements  the 
Committee  developed  and  adopted  an  “adjusted- 
needs”  model.  The  basic  structure  of  this  model  is 
quite  simple.  Starting  with  the  projection  year’s 
population  described  by  factors  such  as  age  and  sex, 
epidemiologic  data  on  the  present  and  projected 
incidence  and  prevalence  of  diseases  and  conditions 
are  utilized  to  describe  the  volume  and  types  of 
presenting  cases  physicians  will  or  should  en- 
counter. Then,  for  a given  specialty,  episodes  of 
illnesses  treated  by  that  specialty  give  rise  to  a “need 
for  care”  by  that  specialty;  the  “norms  of  care”  to 
treat  that  illness  appropriately  generate  a volume  of 
services  required  from  the  given  specialty,  and  the 
“productivity”  or  services  provided  per  specialist 
permits  the  conversion  of  the  total  volume  of  ser- 
vices required  into  the  number  of  required  spe- 
cialists. Since  it  is  based  on  epidemiologic  estimates 
it  is  clearly  a “need",  rather  than  demand  based 
modeling  approach.  However,  it  is  “adjusted  in 
several  ways:  (1)  actual  epidemiological  and  utili- 
zation data  are  adjusted  by  experts  to  reflect  their 
judgement  of  measurement  problems  or  of  future 
trends;  (2)  utilization  data  are  adjusted  to  incor- 
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Table  1.  Rhode  Island’s  Physician  Supplies  and  GMENAC  Based  Requirements,  1980 


Specialty 

GMENAC 
Implied  1990 
Physician 
Requirement 
Per  100,000 
Population** 

GMENAC 

Require- 

ment 

1979 

Physician 

Supply 

(MDsonly***) 

Absolute 

Surplus 

(Shortage) 

Percent 

Surplus 

(Shortage) 

General/Family  Practice 

34.5 

327 

188 

(139) 

(43%) 

Pediatrics  (General) 

12.4 

117 

137 

20 

17% 

Internal  Medicine  (General) 

28.8 

273 

398 

125 

46% 

PRIMARY  CARE,  SUBTOTAL 

— 

717 

723 

5 

1% 

General  Surgery 

9.7 

92 

190 

98 

1 1 1 % 

Obstetrics/Gynecology 

9.9 

94 

98 

4 

4% 

Ophthalmology 

4.8 

45 

42 

(3) 

(7%) 

Orthopedic  Surgery 

6.2 

59 

62 

3 

5% 

Otolaryngology 

3.3 

31 

30 

(1) 

(3%) 

Urology 

3.2 

30 

32 

2 

7% 

Neurosurgery 

1.1 

10 

14 

4 

40% 

Plastic  Surgery 

1.1 

10 

10 

0 

0% 

Thoracic  Surgery 

0.8 

8 

6 

(2) 

(25%) 

SURGERY,  SUBTOTAL 

— 

379 

484 

105 

28% 

Allergy/Immunology 

0.8 

8 

5 

(3) 

(37%) 

Cardiology 

3.2 

30 

47 

17 

57% 

Gastroenterology 

2.7 

26 

25 

(1) 

(4%) 

Infectious  Diseases‘ 

0.9 

9 

NA 

— 

Pulmonary  Diseases 

1.5 

14 

11 

(3) 

(22%) 

Neurology 

2.3 

22 

11 

(11) 

(50%) 

Dermatology 

2.9 

27 

25 

(2) 

(7%) 

Psychiatry 

15.8 

150 

96 

(54) 

(36%) 

Child  Psychiatry 

3.7 

35 

2 

(33) 

(94%) 

PSYCHIATRY  SUBTOTAL 

— 

185 

98 

(87) 

(47%) 

Emergency  Medicine‘ 

5.5 

52 

NA 



__ 

Anesthesiology 

8.6 

81 

61 

(20) 

(25%) 

Pathology 

5.5 

52 

52 

0 

0% 

Physical  Medicine/Rehabilitation 

1.3 

12 

5 

(7) 

(58%) 

Radiology 

7.4 

70 

56 

(14) 

(20%) 

Pediatric  Allergy 

0.4 

4 

2 

(2) 

(50%) 

Pediatric  Cardiology 

0.5 

5 

2 

(3) 

(60%) 

Pediatric  Endocrinology‘ 

0.3 

3 

NA 

— 

— 

Pediatric  Hematology/Oncology‘ 

0.7 

7 

NA 

— 

— 

Pediatric  Nephrology‘ 

0.1 

1 

NA 

— 

— 

Neonatology‘ 

0.5 

5 

NA 

— 

— 

Endocrinology‘ 

0.8 

8 

NA 

— 

— 

Hematology/Oncology‘ 

3.7 

35 

NA 

— 

— 

Nephrology‘ 

1.1 

10 

NA 

— 

— 

Rheumatology‘ 

0.7 

7 

NA 

— 

— 

Preventive  Medicine 

3.0 

28 

1 

(27) 

(100%) 

Nuclear  Medicine‘ 

1.6 

15 

NA 

— 

(Sum  of  “all  other  specialties” 

and  unlisted) 

(15.9) 

(152) 

(55) 

(97) 

(64%) 

TOTAL 

191.4 

1,813 

1,663 

(150) 

(10%) 

‘Specialty  not  listed  in  the  reported  AMA  Masterfile  data. 


“Based  on  the  projected  1990  national  physician  requirements  as  estimated  by  GMENAC  and  the  projected  1990  national 
population.  Source:  U.S.  Department  of  Health  and  Human  Services,  Summary  Report  of  the  Graduate  Medical  Education  National 
Advisory  Committee  (GMENAC),  Volume  I,  September  1980,  Tables  4 and  5,  pp.  18  and  19. 

“‘(Source)  American  Medical  Association,  Physician  Distribution  and  Medical  Licensure  in  the  United  States,  1979.  1980. 
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porate  expert  opinion  on  appropriate  treatment, 
and  (3)  the  whole  model  is  adjusted  in  that  the  esti- 
mates are  tempered  by  the  knowledge  of  the  reali- 
ties of  provider  and  consumer  behavior  as  well  as  by 
institutional  constraints  foreseen  for  the  projection 
period.^ 

Given  the  complexity  of  the  “adjusted  needs” 
approach,  the  direct  use  of  the  GMENAC  model  for 
estimating  Rhode  Island’s  physician  requirements 
for  each  of  the  specialties  considered  by  GMENAC 
is  prohibitive.  However,  the  national  requirements 
for  physicians  in  each  of  the  specialties  can  be 
coupled  with  the  national  population  projection  for 
1990  to  produce  the  “required”  specialty-specific 
physician-to-population  ratio  requirements  stan- 
dards. These  standards  may  then  be  applied  to 
other  populations  in  order  to  produce  indirect  esti- 
mates of  requirements  based  on  the  overall 
GMENAC  study. 

Results 

The  specialty  specific  ratio  standards  presented  in 
column  one  of  Table  1 were  developed  using  the 
approach  described  above.  Column  two  estimates 
consists  of  Rhode  Island’s  physician  requirements  in 
1980  based  on  these  standards,  and  column  three 
provides  the  most  recent  (1979)  American  Medical 
Association  (AMA)  Masterfile  data  regarding  the 
current  supplies  of  physicians  in  Rhode  Island.'’  The 
remaining  two  columns  present  the  resulting 
absolute  and  per  cent  surpluses  (or  deficits) , 
respectively,  for  each  specialty  for  which  data  are 
available. 

Overall,  the  use  of  GMENAC’s  1990  implied 
physician-to-population  ratio  requirements  indicate 
that  in  1980  an  additional  150  physicians  were 
needed  in  Rhode  Island.  When  major  groupings  of 
physician  specialties  are  considered,  however, 
surpluses,  deficits,  and  near  balances  may  be  noted. 
Eor  instance,  at  present  Rhode  Island  appears  to  be 
well-supplied  with  surgeons,  as  the  GMENAC 
standards  indicate  a surplus  of  105  surgeons  ( +28 


per  cent).  Shortages  are  evident  in  psychiatry, 
where  only  98  psychiatrists  and  child  psychiatrists 
are  practicing  in  Rhode  Island,  but  185  are 
required.  A situation  of  near  balance  between  re- 
quirements and  supply  is  evident  for  the  grouping  of 
specialties  categorized  primary  care  physicians, 
where  717  physicians  are  required  and  723  are 
available. 

The  many  individual  specialty  specific  findings 
that  can  be  derived  from  the  Table  are  left  for  the 
reader  to  judge  as  appropriate.  In  general,  however, 
the  GMENAC  standards  indicate  that  within  the 
primary  care  fields  Rhode  Island  requires  more 
general  and  family  practitioners  and  fewer  of  the 
specialist  primary  care  providers  (ie,  pediatricians 
and  internists) . In  the  surgical  fields  the  data 
demonstrate  that  the  overall  excess  noted  above  is, 
by  and  large,  a result  of  nearly  100  “excess”  general 
surgeons,  with  most  surgical  subspecialties  exhibit- 
ing near  balances  between  requirements  and 
supplies.  With  the  exception  of  a significant  excess 
number  of  cardiologists,  the  majority  of  the 
medical  subspecialties  and  some  of  the  newly 
emerging  specialties  (eg,  emergency  medicine  and 
physical  medicine  and  rehabilitation)  require 
additional  physicians.  Lastly,  the  traditional  and 
largely  hospital-based  support  specialties  show  a 
mixed  picture:  more  anesthesiologists  and  radiolo- 
gists are  required,  while  the  supply  of  pathologists 
appears  to  be  in  balance  with  requirements. 
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CARDIAC  REHABILITATION 

at 

THE  HEART  CENTER 

Exercise  Therapy  and  Comprehensive 
Rehabilitation  Services  for  Patients: 

-following  myocardial  infarction 
-following  cardiac  surgery 
-with  stable  angina  pectoris 

Each  individualized  program  includes  initial 
exercise  test  and  prescription,  medically  super- 
vised and  ECG  monitored  exercise  sessions, 
risk  factor  counseling  and  education,  home 
exercise  program  and  full  report  to  personal 
physician  on  completion. 


FIND  OUT  MORE  TODAY  BY  CONTACTING: 

THE  HEART  CENTER 

200  High  Service  Avenue 
North  Providence,  RI  02904 


274-6777 


MEDICAL  CLEARING  BUREAU 

COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 


Safe,  simple,  convenient  and  economi- 
cal. The  Oxy-Concentrator  actually  con- 
centrates oxygen  from  normal  room  air 
and  delivers  it  to  the  patient  in 
enriched,  filtered  and  conditioned  form. 


CALL  US  NOW  FOR  DETAILS 

Medicare  and  Third  Party  Approva 


iiSiiiaH 


A Complete  Medical 
Supply  Center 


685  Park  Ave. 

Cranston 
(401) 781-2166 


Medicare  Claims 
Accepted 


SURGICAL  CENTERS 


Bnox. 

the  new,  safe 
concept  in  oxygen 
for  home  use. 


NO  MORE  TANKS 


evening  clinic 

for  alcohol  affected  families 

A state  licensed  private  medical  out- 
patient facility  for  the  alcohol  sick  person 
and  his  suffering  family. 

HEALTH  HAVENS 

NURSING  HOME 

Four  week  individualized  therapy  in 
strictly  observed  confidentiality. 

Outpatient  treatment  fully  covered  by  all 
health  insurers  as  mandated  in  1980  Act 
of  R.l.  General  Assembly. 

For  further  information  contact: 

East  Providence 

FRANEK  CLINIC,  INC. 

884-3530 

Discover  Tomorrow's  Legend 


lerrari 

of  Newport 


Neiv  Etiglatid’s  Exclusive  Eerrari  Dealer 
Sales ...  Service ...  Leasing  (pick-up  and  delivery). 
Call:  Mr.  Thomas  Fair  at  (401)  849-2500 
188  Connell  Highway,  Newport,  Rl  02840 


EXPERTS 

IN 

OEEICE  DESIGN 
& SPACE 
PLANNING 


National  Business  Interiors 

A Division  of  National  Office  Supply  Co 
36  Branch  Ave  , Providence.  R,l.  02904  (Branch  Ave,  Exit  Rt.  95) 
401-274-9000 


GREENVILLE  MEDICAL  CENTER 

7 SMITH  AVE.,  GREENVILLE,  R.l.  02828 
Finished  office  available 
Desirable  location  for  Internist, 
Family  Practitioner,  and  other 
Specialties 

401/331-7171 


Cathleen  Naughton  Associates 

Private  Duty  Nursing  — Home  Care 

• Registered  Nurses 

• Licensed  Practical  Nurses 

• Nurse  Aides 

• Homemakers 

When  Home  Care  Is  Needed 
PLEASE  CALL  .... 

(401)461-5230 

Available  7 days  a week  24  hours  a day. 
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